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Facial Expression Decoding Deficits in Clinical Régiions with Interpersonal Relationship
Dysfunctions

The existentialist French philosopher, Jean-Pattt&is famous for his statement “Hell is
other people.” This pessimistic stance is actuallg contrario claim that the secret of happiness
rests, at least in part, in the way we relate heist. At an even more basic level, in our social
species, interaction, adjustment, and coordinaifayur behavior with respect to others are
central to our survival. Successful interactiajuatment, and coordination with others depend
upon many emotional processes, especially on ematammmunication and coordination. A
failure to adequately communicate one’s emotiondl motivational state and/or to accurately
perceive the internal state of others is likelydasult in interpersonal and in personal problems.
This notion is supported by theories and empitiizdé relating nonverbal social skills to more
general social competence and to decreased psyblotqgy (e.g. Perez & Riggio, 2003).

Indeed, several lines of research have demondttiaét the capacity to accurately decode
facial expression is an acquired skill that is fodlyy developed until adolescence (Gross & Ballif,
1991). Further, this skill is related to more gahsocial skills, in adults (Patterson, 1999) as
well as in children (Philippot & Feldman, 1990)od? skills in decoding emotional facial
expression have been related to various clinicadlitmns, including depression (Bouhuys,
2003), alcohol dependency (Philippot, Kornreich &iBy, 2003), and schizophrenia (Kring &
Earnst, 2003). However, the causal direction isf talation remains an open issue: Are some
clinical conditions a consequence of a basic ematideficit, such as a deficit in decoding
nonverbal expression of emotion, or is the defictbnsequence of the clinical condition?

One can speculate that many interpersonal prolmeigist result from a deficit in
decoding facial expression, whatever the direatibcausality with clinical condition. The most
obvious problem is the difficulty in identifyingehinternal states of others: their desires,
emotions, or intentions. Such information is eiaéfor understanding others, whether
interpreting the meaning of others’ behavior inggahor attempting to make sense social
interactions with them. Relating to someone whosmtions and emotions are obscure is almost
impossible. Further, such a decoding deficit iases the likelihood of interpretation bias, that is
erroneously attributing a particular emotion to some. For instance, people fearing social
rejection might erroneously attribute contempttteeos with whom they are interacting; in this
case, a neutral face might be misperceived as &sipgenon-interest, rejection, or even disdain.
Such an interpretation bias would powerfully impie behavior of socially anxious individuals.
Their resulting behavior would likely be perceivaeslawkward by their interaction partners. A
social distance could thus result, ultimately coning the fear of the socially anxious.

A second, more subtle, problem might result frodefcit in decoding facial expression.
According to Bem'’s (1972) self perception theohg tvay we perceive ourselves depends to a
significant extent upon how we imagine that otlsss us. In other words, our self-perceptions
result in part from how others react to us. Iltdais that misinterpreting others’ behavior and
attitudes toward us, including misinterpreting tHacial expression when they are interacting
with us, might result in the construction of andoarate social self and, ultimately, in a biased
view of ourselves. For instance, socially anximuividuals who erroneously decode contempt
in the faces of people with whom they are interactnay end up believing that they must be
deserving of such contempt.
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Thus, a deficit or a systematic bias in decodawal expression might result in personal
and interpersonal difficulties. Some clinical pgtions seem to be particularly vulnerable to
such problems. As in the example given abovepears that social phobics are likely
candidates for presenting systematic biases iw#yethey process others’ facial expression. At
the opposite end of the continuum, psychopathsacterized by malicious interpersonal
relationships and a lack of empathy (Hare, 1998htrbe particularly insensitive to affective
signals communicated via nonverbal behaviors. A@otlinical population, people suffering
from alcohol dependency, are known for presentiagpndifficulties in their social and intimate
relationships, difficulties that are often relatedegulation of frustration and anger (Sferrazza,
Philippot, Kornreich et al., 2002). Thus, they htiglso present difficulties in accurately
understanding others’ desires and intentions towsenh. Similarly, individuals suffering from
paranoia may be likely to present deficits in teeatling of emotional expression. Indeed, for all
these populations, sound theoretical rationaledearonstructed to support the notion that a
nonverbal deficit might constitute a maintenanadafor their clinical conditions. Moreover,
for all the clinical conditions mentioned abovasthotion is supported by strong conviction of
clinicians working with these populations.

The aim of the present chapter is to examine fingirical evidence for a nonverbal deficit
in three clinical populations that are especidtigracterized by difficulties in interpersonal
relationships: social phobia, psychopathy, andredtdependence. For each population, we will
review experiments from our and others’ laboratwigth three questions in mind: With respect
to potential nonverbal deficits or bias in this plgtion, what do we know that could be useful to
practitioners?; What myths need to be dispelledRaldre the current limitations of research in
this area?

Before addressing these questions, we need toglissh among the different types of
deficits and biases that might be encounteredst,Fire should differentiate between deficits in
evaluating the intensity of emotions conveyed Iheot' faces and deficits in identifying the
specific emotion being conveyed. For instance,aameover or under-estimate the intensity of an
emotion presented on the face of an interactiompa(e.g., the psychopath can underestimate
the intensity of the sadness or distress exprdsgads/her interaction partner). We will describe
such a deficit as agvaluative deficit in intensity. On the other hand, in the case of general poor
performance in the identification of emotion coregyy a partners' face, we will speak of an
evaluative deficit in accuracy. It is important to distinguish this situation finche situation in
which one wrongly andystematically attributes a specific emotion (e.g., disgust) tace, while
it is actually a different emotion (e.g., sadneks] is expressed. In this latter case, we witladp
of anevaluative bias. Finally, anattentional bias occurs when the perception threshold for certain
emotional facial expressions is lower than for cthd=or example, socially anxious individuals
might have their attention more readily attractefbtes expressing rejection than to other faces.

Social anxiety

The study of biases and deficits in the processfrigterpersonal information has
stimulated a wealth of research on anxiety in ggdr{e.g. Williams, Watts, MacLeod &
Mathews, 1999) and social anxiety in particulaaf€l& McManus, 2002). Most of this research
focuses on attentional biases. Surprisingly litlgearch has been devoted to evaluative biases
and deficits, despite a strong belief among maimyotans that socially anxious individuals
overestimate the intensity of threat in social algrfe.g. Beck, Emery & Greenberg, 1985).



Nonverbal Deficits and Psychopathology
p. 4

In their cognitivo-motivational model of anxiety,ddg and Bradley (1998) have
examined attentional and evaluative biases. Thetatrelies on two different systems: The
Valence Evaluation System and the Goal Engagemetei®. The Valence Evaluation System
assesses the stimulus threat value according teléance of the stimulus to the person’s
current concerns and past learning experiencesGbla¢ Engagement System allocates attention
as a function of the output of the former systdra.dtimulus in the environment is evaluated as
threatening, the Goal Engagement System interamgeing activities and orients attention
toward the threat stimulus. This model postuldtes attentional biases in anxious individuals
result from a negative and unbalanced appraissbcfl situations (Mogg & Bradley, 2002)
Attentional biases

A wealth of studies has evidenced an attentiored v socially anxious individuals’
processing of threatening stimuli (see Musa & LepR00O0, for review). However, the direction
of these attentional biases is the object of arogetsy. On one hand, several cognitive models
of anxiety ( e.g. Mogg & Bradley, 1998; Williams&., 1999) propose that anxious individuals
preferentially attend to threatening informatiore¢B, Emery & Greenberg, 1985).

Several studies have demonstrated such a biagilange toward threat words by social
phobics (Asmundson & Stein, 1994; Maidenberg, Cli¥aske & Bohn, 1996; Mattia, Heimberg
& Hope, 1993). Although some authors have arguatirtdsponses to words may index worry
rather than an actual response to social stimtie(CElhers, Clark & Mansell, 2002), the same
findings have been replicated with more ecologisaterial--faces--in socials phobics (Gilboa-
Schechtman, Foa & Amir, 1999) and in a non-clingaahple with high fear of negative
evaluation (FNE, Watson & Friend, 1969) (Mogg & 8ley, 2002).

On the other hand, some researchers predict thesappmttentionnal bias. Clark (1999)
has proposed that avoidance of threatening infeomaay play an important role in the
maintenance of social anxiety. For instance, faiaghobics, actively avoiding social stimuli
(e.g., faces) constitutes a form of cognitive esdapm anxiety-provoking situations (e.qg.
avoiding looking at others’ faces makes conversdtgs likely; Clark & Wells, 1995). Studies
using a probe detection task found that social jgisalhen et al., 2002) and socially anxious
individuals (Mansell, Clark, Ehlers & Chen, 1999pal emotional (negative and positive) faces.

In an attempt to reconcile these divergent findidgair, Freshman, and Foa (2002) have
proposed a two-stage model of information processiccording to this view, anxious
individuals should show an initial hypervigilanae threat-relevant stimuli. This hypervigilance
would be the consequence of automatic processest eould be observed without conscious
perception of threat-relevant information (Mogg &aBley, 1999). However, at further and less
automatic stages of information processing, pesipteild actively turn away from threatening
information. Thus, this model postulates a dynashift of attention allocation from initial threat
hypervigilance to later threat avoidance. Foranse, while speaking to other people, socially
anxious individuals would have their attention awodbically attracted to frowns more readily than
would non-anxious individuals. Because of thispption bias, socially anxious individuals are
likely to automatically over-activate a state ofisbanxiety. However, as soon as a frown is
detected, they would turn their attention away fiibrand, more generally, from others’ faces--to
avoid the threatening stimulus and the discomfssbaiated with it. Unfortunately, in doing so,
they are likely to maintain their anxiety: Not orlse they likely to behave socially
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inappropriately, but they will also be unable téedmine whether the frowns were a sign of
actual social threat or, for instance, simply asgperplexity.

Two studies (Amir & al, 2002; Amir, Mc Nally, Riema, Burns, Lorenz & Mullen, 1996)
manipulating strategic control in the Stroop tasggested that social phobics are able to use
strategic processes to modulate their attentidhremt. However, this “vigilance-avoidance”
hypothesis was not supported in a sample of indalslwith non-clinical anxiety (Mogg,

Bradley, de Bono & Painter, 1997).

In an experiment using the “dot prime” paradigm @gpoPhilippot & Bradley, 2003), we
examined the time course of attentionnal biasefafmes in order to evaluate further the
vigilance-avoidance hypothesis. Social phobicsraatthed controls completed a probe
detection task with facial expressions as stimbriorder to observe whether or not the focus of
attention changed over time, the stimulus durattas manipulated (either 500 ms or 1250 ms).
It was predicted, and observed, that social phahitially focus their attention on the threatening
face, but that this attentional bias rapidly dissgp. In contrast, non-phobics showed the
opposite pattern. Similar results, using a difiégaradigm (the “homograph” paradigm), were
reported by Amir, Foa & Coles (1998). They fit@licwith the prediction of an initial automatic
vigilance for threatening information, followed Byprotective voluntary attempt to redirect
attention away from the threatening stimulus.

Evaluative deficits and biases

In the previous section, we emphasized a strorigflibht attentional biases result from
evaluative biases. However, few studies have tehtedhypothesis. In a study by Merkelbach,
Van Hout, van den Hout, & Mersch (1989), sociallpibs and controls were asked to evaluate
angry, neutral, and joyful faces with respect @itpleasantness. Contrary to the cognitive-
motivational model’s prediction (Mogg & Bradley,98), no differences were observed between
the two populations.

We recently replicated this intriguing result (Ditaz & Philippot, 2003): Socially-
anxious and control participants were asked touatalthe degree of threat in fearful, joyful, and
neutral faces. In addition, we extended the stadgclude two other types of stimuli--words and
pictures--and manipulated the valence and sodelaace for both of these. Our rationale was
that faces are potent innate stimuli (Ohman & S®at893), and, as such, the processing of faces
should not be influenced by social anxiety. Intcast, words and scenes depicted in the pictures
require an interpretation and can therefore be@mtted by experience, including social anxiety.
As predicted, replicating Merkelbach et al. (198®) differences between anxious individuals
and controls were observed for the evaluation eégaln contrast, anxious individuals evaluated
negative pictures and words as more threateningdithnormal controls.

A possible limitation of the study by Merkelbachaét(1989) and our studies is that
prototypical facial expressions were used thatldigal full-blown emotions. Not only do these
extreme stimuli have little ecological validity, tithey are also easy to decode and the use of such
a material is likely to produce ceiling effects @deBlairy, & Kleck, 1997). To avoid ceiling
effects and to incorporate material reflecting tdalexpressions, we designed a study in which
stimuli varied in emotional intensity (Philippot Bouilliez, in prep.). Specifically, we used a
series of emotional facial expressions construbiedess and Blairy (1995), in which two actors
portray five emotions (happiness, anger, sadnésg st and fear) at four intensity levels: 0%
(i.e., neutral), 30%, 70%, 100%. These stimuliayatresented in a random order on a computer
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screen. Finally, to increase the sensitivity of measures, participants rated each facial
expression on 7-points scales for a large profileight emotions (happiness, sadness, fear,
anger, disgust, surprise, shame, and contempt).

This decoding task was completed by 17 out-patididignosed with social phobia
according to DSM 1V criteria, 17 out-patients diagad with another anxiety disorder
(agoraphobia, general anxiety) according to DSMtiteria, and 41 controls who were matched
for sex, age, and level of education. The analysike data revealed no differences among the
three groups in terms of intensity ratings, accyrac systematic biases, nor did they differ in
their estimation of the difficulty of the task.

In conclusion, even if the “vigilance-avoidance” aebof anxiety is not fully supported in
social anxiety, socially anxious individuals hawbnstrated initial attentive biases toward
threatening stimuli, including facial expressioimsa number of empirical studies. However,
socially anxious individuals don’'t seem to oveuader-estimate the intensity of an emotion
present on the face, and they accurately idertgyeimotions conveyed by the face. Moreover, the
evaluative biases are less likely to generate tidtead biases than hypothesized by Mogg &
Bradley (1998). Clearly, further research is neéedeinvestigate the possibility of implicit as
well as of explicit evaluative biases in sociallxeus individuals and to examine the
relationship between possible evaluative biasesa#tedtional biases.

Alcohol dependence

As suggested in the introduction, in their daipdtioning, alcoholics experience severe
interpersonal problems (Duberstein, Conwell, & @ait©093), including the use of violence
(Myers, 1984). Alcoholics seem to have difficudtdealing with negative emotions, especially
with anger (Marlatt, 1979). This observation haspired clinicians to design and evaluate
communication training programs in the treatmerdlobholism. For instance, Rohsenow,
Monti, Binkoff, et al. (1991) have compared theseffiveness of different treatment groups for
alcoholic men. In a Communication Skills Trainf@ST) condition, participants were taught
communication skills and interpersonal problem-gw\skills. In a Cognitive Behavioral Mood
Management Training (CBMMT) condition, participamtsre taught how to control their desire
to consume alcohol in difficult situations. Theuks showed that all treatments had a positive
impact on social skills and on reducing anxietpanticipants. CST was somewhat superior to
CBMMT in this respect, attesting to the importanteommunication deficit in alcoholics’
problems. Moreover, participants in the CST caaditirank less alcohol up to six months after
treatment than did participants in the CBMMT coimhit In sum, this study suggests that a
deficit in communication about interpersonal consanight play an important role in the
problems to which alcoholics are confronted.

We directly addressed the question of communiogiioblems in alcoholism in a study
focusing on emotion communication within marriedigles in which one spouse was an
alcoholic (Sferrazza et al., 2002). Both wife d&mdband independently completed a
guestionnaire assessing the nature, intensity,mation about, and control of emotion, first for
themselves, then for their spouses, and finallyvioat they believed their spouses were
perceiving about their own (respondent’s) emot®woth partners from twenty-five alcoholic and
twenty-five matched control couples participatedhiis study. Overall, the results showed
marked differences in emotional experiences andesspn between alcoholics’ couples and
control couples. Very interestingly, there wene flifferences between the alcoholic member of



Nonverbal Deficits and Psychopathology

p.7

the couple and his or her spouse. Specificalbghadlic couples reported experiencing more
intense emotions, both in general and in partidalaanger, guilt, sadness, anxiety, shame, and
disgust. Interestingly, while alcoholics and thsppuses reported feeling more guilt, they
attributed more anger to their partner. Alcohobagles also reported less emotional control.
When they spoke about their emotion, they felt ntiseomfort, they did not know how to react
or how to express themselves, and they did notuiegérstood. They also attributed more
negative and fewer positive effects to their emmalaexpression. Thus, compared to matched
controls, both members of couples with an alcoholkgnber reported more intense and negative
emotions, difficulties in expressing and contradlitneir emotions, and negative consequences of
their emotional expression.

These observations are suggestive of an impaditit in emotion communication in
alcoholics’ families. The importance of the comnaative aspect of alcohol problems is further
documented by the effectiveness of treatments fogus communication training. Based on
these observations, we developed the hypothegislttaholics suffer from deficits in nonverbal
communication. There are several empirical argus&mggesting such deficits. Some
arguments pertain to the immediate effects of albokhile others are related to the effects of
alcohol dependency.

With respect to the immediate effects of alcohdhais been well demonstrated that
alcohol impairs higher cognitive functioning anatlkhis impairment impacts several emotional
processes (Lang et al., 1999). For instance, emaltappraisal appears to be impaired. This
produces consequences both for the type of emtitains experienced and expressed and for the
way nonverbal cues of emotion are decoded. Qbn@asly, evaluative deficits in accuracy are
expected when under the influence of alcohol. Begcalcohol changes expectations and self
perception (Cooper, Frone, Russell, & Mudar, 199%hen intoxicated, men are likely to behave
more aggressively (Keane & Lisman, 1980), to expraere anger nonverbally, and to interpret
others’ nonverbal cues as indicating provocatiothorat (evaluative bias). Other reasons to
suspect a nonverbal deficit are related to consexpseof alcohol dependency. Alcoholics have
difficulties dealing with negative emotions, espdlgiwith anger and frustration (Marlatt, 1996).
They report more problems expressing their emotamtsmore negative consequences of such
expression. Because a large part of emotion coruation relies on nonverbal cues, and
because social competence and harmonious funagoequire the mastery of nonverbal
communication, alcoholics’ problems in solving impersonal conflicts and in communicating
their emotions are suggestive of a nonverbal defici

Based on these considerations, we propose thataics are characterized by specific
deficits in the decoding of nonverbal cues of eomtiThey should over-perceive others’ negative
displays, especially those related to anger arstriation (evaluative bias). They should also be
less accurate in decoding nonverbal signals inrgé(evaluative deficit in accuracy). We further
propose that these nonverbal deficits impair altosicsocial competence. They would be more
likely to find themselves in interpersonal conflicand, more importantly, in such situations, they
would misattribute anger and hostile feelings ®irtpartners. This would diminish alcoholics’
capacities to react efficiently and to find a comstive solution to the conflict, which would
remain unresolved. Alcoholics would then turnlohol as a coping strategy (albeit a faulty
one).
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The use of alcohol as an avoidant coping stratelilgely to maintain interpersonal
problems and even to increase them. This woulakere positive feedback loop: increased
interpersonal tension would result in increasedtat consumption, feeding back into the
interpersonal tension. Further, as alcohol intatxan diminishes nonverbal decoding capacity, a
second feedback loop would be created: alcohokicétion would lead to more nonverbal
impairments, the latter nourishing interpersonasien, which then would result in more alcohol
consumption. This process is illustrated in Figlre

Insert Figure 1. about here

We now turn to empirical evidence pertaining tcidhexpression decoding by alcoholics.
Indeed, despite the importance of the question fsoth a clinical and from a theoretical
perspective, few empirical studies have investjatenverbal decoding skills in alcoholics. To
our knowledge, the first experimental investigatudralcoholics’ decoding of facial expression
was conducted by Oscar-Berman and colleagues (Bscaran et al., 1990). They compared
alcoholic Korsakoff patients, non-Korsakoff alcalke| and non-alcoholic controls with respect
to their ability to identify and recognize emotibnaaterial, including facial expressions. They
observed that alcoholic Korsakoff patients and Konsakoff alcoholics attributed more
emotional intensity to facial expressions thandadtrols (evaluative deficit in intensity).

Further, the ability to match facial expressionthwiritten labels was determined by an
interaction between experimental group and aghestibject. Unfortunately, Oscar-Berman and
colleagues neither specified nor interpreted thtisraction. Similarly, they did not further

explore alcoholics’ accuracy in the decoding ofdbhexpression.

In order to further document possible biases gaimments in the way alcoholics interpret
emotional facial expression, we started a systemesiearch program in our laboratories. In the
first study (Philippot et al., 1999), we addrestede questions. First, we wondered whether we
could replicate the observation of Oscar-Bermaal.€tL990) that alcoholics over-attribute
emotional intensity to facial stimuli. Second, gamined whether alcoholics are less accurate
than non-alcoholics in recognizing the type of aoroportrayed by a facial expression. Third,
we assessed whether alcoholics show systematieshiiasnterpreting facial expression. In other
words, do they tend to misattribute some typeswifteon more than others?

We used exactly the same procedure as the onglaEbtor the study on social phobia in
the preceding section (Philippot & Douilliez, irgpr). The decoding task was proposed to 25
inpatients diagnosed with alcohol dependence aouptd DSM llI-R criteria and to 25 controls
who were matched for sex, age, and level of edutatinpatients were in their third week of
detoxification process and were not receiving asycpotropic drugs at the time of assessment.
The results demonstrated that alcoholics suffenfseveral deficits in the interpretation of
emotional facial expressions. First, comparedttrols, they overestimated the intensity of the
emotion conveyed by facial expressions, thereblyoapg Oscar-Berman et al.’s (1990)
observation with full-blown expressions and exteqdt to expressions of moderate and weak
intensity and even to neutral faces: Alcoholicsitemperceive more intense emotion in the faces
of their interaction partners than do controls,reiff@o emotion is expressed.

Second, alcoholic participants misinterpreteddiaexpressions more than did controls:
They were more likely to believe that someone pri#sg a happy face was actually in a negative
mood. They further tended to misattribute negagxgressions (except for fear). For disgust,
they presented a systematic bias, wrongly attmigugéimotions of anger and contempt, two
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emotions typical of interpersonal conflict, to thigiteraction partners. Finally, despite their poo
performance, alcoholics did not report more diffies with the decoding task than did controls.
It is thus likely that they do not perceive the#fidit in the decoding of emotional facial
expression. In sum, this first study portrays htidws as living in a world in which they perceive
more intense emotional signals from their inteacpartners and tend to misinterpret these
signals with a negative and hostile bias, withattaing their deficits in this domain.

Alcoholic participants in this first study wereatients approaching the end of their
detoxification process. We do not know whethey thleeady presented a facial expression
decoding deficit before they became dependentaohal. Nor do we know whether the deficit is
maintained in long-term abstinent alcoholics. Ajdhese lines, two interpretations of the
deficits in the decoding of emotional facial exgieas observed by Philippot et al. (1999) can be
made. On the one hand, the deficits might be dimsequence of a general neurocognitive
deterioration caused by alcohol, which is knowimpair multiple functions in chronic
alcoholics. As most of these cognitive impairmeetsit with long-term abstinence, one would
expect the deficits in the decoding of facial esgren to decrease with long-term abstinence
(Mann, Gunther, Selter, & Ackerman, 1999). Ondlieer hand, emotional decoding deficits in
alcoholics might be related to a fundamental impaint that precedes the onset of alcohol
dependency. Indeed, social skills deficits in htds seem to be present before the onset of
alcoholism (Rosenthal-Gaffney et al., 1998).

To investigate these competing interpretationsgdesigned a second study (Kornreich et
al., 2001b)n which we compared the performance of abstai(ferser alcoholics, abstinent for
at least several months) with the performance céntly detoxified alcoholics in the facial
expression decoding task. If it could be shown tiware are no differences between these two
populations, such a finding would rule out the jfuBty that the deficits are a consequence of a
general cognitive deterioration, which should aléx with abstinence. The analysis of the data
revealed that, while some nonverbal impairmentewerlonger present in abstainers, others
persisted. Specifically, the over-attribution afaional intensity to facial expression was not
observed in abstainers. Similarly, the misinteigdren of happy and sad face shown by recently
detoxified alcoholics was not present in abstainétewever, the decoding accuracy deficit still
persisted for anger and disgust facial expressiéoisthese emotions, there were no differences
between recently detoxified and abstinent alcobolic

Overall, this pattern of results suggests thdeddht facets of alcoholics’ nonverbal
impairments are determined by different proces&mne decline with time. Others, like the
misinterpretation of some negative emotions, seepetsist long after alcohol detoxification.
However, it remains to be shown whether these ileficere present befotbe onset of alcohol
dependency. Indeed, the fact that they remaim ggars after alcohol abuse has ceased, does not
establish that they preceded or were independemt &icohol abuse.

Another issue is whether or not the precise ndralateficits that we have observed in
alcoholics are specific to the alcoholic populat{Sher, Trull, Bartholow, & Vieth ,1999). To
partially address this topic, we replicated oustfstudy, with two non-alcoholic control groups,
one with psychopathology (i.e., obsessive compeldigorder, OCD) and one with no
psychopathology (Kornreich et al., 2001a). We clkas OCD control group because alcoholism
and OCD display symptomatic similarities but do siehre common etiologies. Indeed, several
investigators have noted similarities between usgebkdesires to drink heavily and obsessive-
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compulsive disorders (Anton, Moak, & Latham., 19@5getano, 1985; Edwards & Gross, 1976;
Modell, Glaser, Cyr, & Montz, 1992). However, tlifedtime risk for obsessive compulsive
disorder among close relatives of alcoholics ispkrtent, which does not support the existence
of a common genotype for the two disorders (Schetkal., 1995). For these reasons, an
obsessive-compulsive sample seemed to be a relpsgettopathological control group.

We used the same procedure as in our former studli¢ with a restricted set of stimuli,
given the (obsessively) long response time of gaents with OCD. Twenty-two outpatients
suffering from obsessive-compulsive disorder adogrtb the DSM IV were recruited in a
general hospital out-patient department. They weatched for age, sex, and educational level
with 22 volunteers with no psychiatric record ad@patients diagnosed with alcohol
dependence according to DSM IV criteria but whoenagrthe end of their detoxification process.
The results of Study 1 were replicated: Recenttgxd&ed alcoholics attributed more emotional
intensity to facial stimuli, were less accuratedentifying the emotion portrayed, and did not
report more difficulties in the decoding task. aients with OCD, however, did not differ
from the normal controls. This observation supptre conclusions of our study comparing
controls, anxious, and socially anxious outpatierdasstudy that observed no differences among
those three groups. Thus, the facial expressioadieg deficits observed in alcoholics could not
be found in OCD patients or in the other clinicallyxious population. The social isolation and
stigmatization shared by all of these conditionthésefore unlikely to account for the nonverbal
deficits observed in alcoholics.

This procedure was replicated in a study in whvehcompared post-cure groups
presenting opiate dependency, both opiate and @lci@pendencies, and alcohol dependency
only, along with a control group. The results aaded that participants who presented alcohol
dependency only or both opiate and alcohol depemeeinad the worst accuracy scores.
Participants presenting only opiate dependence miere accurate than the latter, but still not as
accurate as were controls. It thus seems thatald@pendency has a particularly pronounced
effect on the accuracy of facial expression deapdifit the least, these results demonstrate that
the deficits we evidenced in alcoholics are notjultous in psychopathological populations.
Still, more investigation is needed to establistv lspecific these deficits are, and how they relate
to substance dependencies and to the social escclofien accompanying these conditions.

Above, we defended the notion that the impairmshtsvn by alcoholics in the
recognition of emotion from nonverbal cues mighterate interpersonal difficulties. These
conflictive social relations might increase thelgability of alcohol abuse. Alcohol intoxication
might in turn impair an alcoholic’s capacity to acately interpret others’ internal state from their
nonverbal behavior. The alcoholic would then ifatib a vicious cycle, leading to more
interpersonal conflict and to more alcohol consuampt

If this hypothesis is correct, the deficit in nenval decoding observed in alcoholics
should be accounted for by their deficit in integmmal relations. To examine this possibility, we
conducted a fourth study in which we replicatedpgheedure of Study 3 with 29 recently
detoxified alcoholics and 29 controls matched fye,asex and educational level. In addition, all
participants completed Horowitz et al.’s (1988knpersonal problem inventory. This scale
comprises 127 items assessing six domains of patamterpersonal difficulties: assertiveness,
sociability, submissiveness, intimacy, excessivecantrol, and excessive self-responsibility.
Once again, the results indicated that alcoholiesevess accurate in decoding facial expression,
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that they attributed more emotional intensity te tacial stimuli, but that they did not report
more difficulties with the task than did the coharticipants. As expected, alcoholics reported
more interpersonal difficulties for all domains ¢ept for self-control). We then examined
whether the nonverbal decoding deficits of alcatslWere still statistically observable after
partialling out the variance accounted for by thhaterpersonal difficulties. After this variance
was partialled out, the ANCOVAs revealed that atdimis and controls no longer differed with
respect to nonverbal decoding accuracy,. Thisdatbservation suggests that the relationship
between nonverbal deficits and alcoholism is medidly interpersonal problems and tension.

In conclusion, it appears that chronic alcohagticssent three deficits in the interpretation
of facial expression. First, they overestimateitibensity of the emotion felt by their interaction
partners. Second, they decode facial express#sralecurately than do controls; they might also
present a systematic bias in the over-attributicanger and contempt, but we did not replicate
this finding in all our studies. Third, alcoholiase not aware of their nonverbal deficits. This
pattern of deficits seems specific to alcoholitthaaugh more research is needed with respect to
this point. These deficits are enduring, as abstialcoholics present the same pattern of
deficits, with the exception that they no longeer@stimate emotional intensity. Finally, these
nonverbal deficits are related to interpersondldalifties, which act as a mediator between
nonverbal deficits and alcohol abuse.

Psychopathy

One of the defining characteristics of psychopadithe lack of empathy. One may thus
suspect psychopaths of paying little attentiorheo@émotional state of others, especially to states
of distress, fear, or sadness. From this persmgeane might expect a poor performance for
psychopaths’ decoding of facial expression of eamtespecially for distress, fear, or sadness.
On the other hand, psychopaths have also beerapedtas having a “superficial charm” and as
being skilled manipulators. From this perspectoree would expect better performance by
psychopaths in the decoding of facial expressian thy controls. Which of these two plausible
but contradictory hypotheses is best supportedariiterature?

Several studies have provided consistent evidehdefwits for psychopaths in
processing verbal emotional material (Williamsomaypur, & Hare, 1990, 1991), thereby
supporting the former hypothesis. However, evidesceuch less consistent with respect to
nonverbal material. Actually, most studies thatrained the meaning attributed to facial features
observed no differences between psychopaths angsymmopaths. For instance, Day and Wong
(1996) observed differences between the two groo@siispheric asymmetries in a tachitoscopic
task involving emotional words but not in a similask involving emotional faces. Likewise,
Richell, Mitchell, Newman, Leonard, Baron-Cohend &tair (2003) observed no differences
between psychopaths and non-psychopaths in adgsking the identification of mental states
from photographs of the eye region alone. In @st{iStevens, Chapman, and Blair (2001)
reported that children with psychopathic tendenshesved impaired recognition of sad and
fearful faces, but not of angry and happy facesweéler, the samples were smalH® for each
group). Further, this observation was not repéidah adult samples by Kosson, Suchy, Mayer,
and Libby (2002), who reported that psychopathfitids were specific to the classification of
disgust faces only when participants were requioagse their left hand, that is, in conditions
designed to minimize the involvement of left-herhisge mechanisms. Further, in that study,
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psychopaths were unexpectedly observed toetier at decoding anger when relying on left-
hemisphere resources (when using their right hand).

To account for these discrepancies, authors ofterkie the lack of sensitivity of the
nonverbal tasks used (relying on full-blown fa@apression) as well as the fact that some
studies did not distinguish among the emotion taidacial expressions presented (Kosson et
al., 2002). To overcome these weaknesses, wethecenducted a study in which we compared
criminal psychopaths and non-psychopaths amongtesyad a Belgian state prison and of a high
security forensic treatment facility. We used $kesitive nonverbal decoding task described in
the preceding sections of this chapter (e.g. Rolii& Douilliez, in prep.; Philippot et al., 1999),
and we compared these criminal groups to men vatbriminal history and no history of
psychiatric disorder. The analyses revealed tleattwere no differences among groups with
respect to the intensity of any emotion they atiied to the facial stimuli (no evaluative deficit i
intensity), nor with respect to the type of emotibay attributed to neutral faces. However, both
criminal groups were less accurate than were th&as, especially when attempting to identify
fearful and disgusted faces. Further, psychopaths less accurate in attempting to identify
angry faces than were controls, and non-psychapathminal were less accurate in attempting to
identify sad faces than were controls. These effe@ere not affected when Education was
introduced as a covariate, although the controle wrgnificantly more educated than were the
criminals. Finally, differences appeared in thiéicilty participants reported for the decoding
task. Controls tended to report mak#ficulty than did psychopaths, especially forakentensity
stimuli. Further, both criminal groups reportegddifficulty than did controls for decoding
angry and sad faces. In sum, although both cringirraups reported less difficulty in decoding
facial expression of emotion, they were less ateusspecially for negative emotions.
Importantly, no differences were observed betweertwo criminal groups in any dimensions of
the decoding task.

In conclusion, the psychopathic deficit consistentiserved in the processing of
emotional verbal material is not replicated witmwerbal material. From the available evidence,
one can conclude that if such a deficit existmyust be highly specific and/or of weak intensity.
We suggest that faces are basic social stimuliréeatire little to no reflective processing to be
decoded. However, the understanding of verbal mahtequires more elaborated processing.
The latter would be impaired in psychopaths, butthe former. It is intriguing to notice that the
same pattern of results and rationale appliestalsocial phobics, whose social impairment (lack
of assertiveness and irrational social fear) imany respects opposite to the social impairment of
psychopaths (narcissism and complete absence iaf &ear).

Conclusions and direction for future research

In this chapter, we have presented several linessafarch investigating how the
interpretation of facial expression of emotion ntigh altered by clinical conditions characterized
by difficulties in interpersonal regulation. Spemlly, we studied social anxiety, alcohol
dependency, and psychopathy. For each conditimgieal rationale could be formulated to
support the notion that deficits in facial expressilecoding were to be expected. Further, for
each of these pathologies, there is a strong alibielief in the existence of bias or of deficit in
the interpretation of others’ emotional signalpezsally of others’ facial expression. As we have
demonstrated, these beliefs were in some casesniythin other cases were reality.
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Table 1 summarizes the results of the studies tegam this chapter. As can be seen,
while clear deficits and biases have been evidefarealcoholics, the evidence is scarce for such
deficits and biases among incarcerated criminathpsyaths—at least when compared with non-
psychopath inmates, the most appropriate contolgim our opinion. Likewise, with the
exception of attentional biases, there is littlelence for these biases and deficits among social
phobics.

Insert Table 1. about here

The more surprising case is the one of social @hobBor this anxiety disorder, there is
strong evidence of attentioal biases in generalomdaluative biases for affective words.
However, despite a clinical belief and theoretdalm to the opposite, the evaluative bias for
facial expression in social phobics turned outda@abmyth. Although one should not make too
much of the null hypothesis and absence of diffegenthe lack of any difference between
socially anxious and non-anxious individuals irfefiént studies strongly suggests that, if an
evaluative bias exists, it should be modest angeof little clinical significance. Similar
conclusions could be made with respect to psycispatiowever, studies focusing on possible
attentional biases must be done to obtain a fplteture of how the psychopath population
processes nonverbal emotional information.

Finally, the case of alcoholism is much betterutoented with respect to emotional facial
expression recognition. We have reviewed amplecandistent evidence of interpretation biases
and of deficits in accuracy and in evaluation @& ithtensity of facial expression. More research
is needed to determine whether this profile of mvbal decoding deficits is specific to
alcoholism or if it might also be found in othemnditions involving substance dependence. We
also need to investigate the possibility of attamai bias in alcoholics, especially for faces
expressing rejection and contempt.

Our knowledge of the processes involved in howetferent clinical populations
interpret facial expression needs to be develof®il, the corpus of research presented in this
chapter is suggestive of many approaches to trestiinat can be directly exploited by clinicians,
at least in the case of alcohol dependency andlsaieobia. (For psychopathy, we believe that
the state of the research is still too poor.)

Regarding alcohol dependency, we have demonsteaididr in this chapter that
alcoholics tend to generate tension and conflicdmimteracting with others, including their close
relatives and family members. Furthermore, aldokgresent special difficulties in dealing with
anger and frustration, two feelings that are offenerated by interpersonal tension and conflicts.
Difficulties in dealing with and expressing theselfings are the best predictors of relapse
(Marlatt, 1979). In other words, relapse prevampoograms should focus on teaching alcoholics
appropriate coping strategies and modes of expresgsisituations in which they feel angry
and/or frustrated.

Some research suggests that communication degsipecially those related to emotion,
might play a central role in the deficient copitiagegies used by alcoholics. The mechanism
that we propose is that, because of their diffiesltn correctly reading others’ emotional states,
alcoholics generate interpersonal tensions andlgmepared to solve these tensions
constructively. Further, to avoid feelings of Hef§sness generated by their inability to solve
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these situations, alcoholics turn to alcohol cortion as a coping strategy. They thus initiate
two positive feedback loops. First, alcohol int@tion aggravates interpersonal tensions and,
second, depletes already limited nonverbal skillsis suggests that training programs aimed at
developing nonverbal sensitivity in alcoholics skioattempt to decrease interpersonal tension,
increase appropriate coping skills, and, consetyyatdécrease alcohol consumption and relapse.
Such training programs should focus on the decodifgpth emotional intensity and expressions
of emotion related to interpersonal tension, sichrayer, contempt and disgust.

In contrast, we would not propose similar “re-iptetation” training interventions for
socially anxious individuals, although the clinititdrature suggests them (Beck, Emery &
Greenberg, 1985). Indeed, the evidence review#usrchapter suggests that socially anxious
individuals do not decode facial expressions of tesndnaccurately. Rather, the way they attend
to facial expressions seems to participate in tamtanance of their anxiety. Specifically,
socially anxious individuals show no deficits ircdding faces expressing anger, contempt or
disgust. However, contrary to controls, they matpmatically spot such faces more readily and
then turn away from them, failing to further integpthese displays within their context. This
suggests that the most appropriate clinical inte@iea would be to train socially anxious
individuals to maintain their attention on threamgrfaces once they have spotted them and to
understand them within this context. This approactnally consists of a form of exposure to
threatening nonverbal stimuli, in contrast to ttrategy of decoding skill training we suggest for
alcoholics.

In closing this chapter, we want to stress thaflhere of the field depends upon more
than just “more research,” a common conclusion amyrchapters! In our view, this area suffers
from an important limitation of a basic theoretinature: We urgently need a model specifying
the processes involved in the decoding of facipression of emotion. Indeed, despite three
decades of intense empirical research on facialessppn decoding, researchers are still uncertain
about the processes implicated in the percepti@mudtional facial expression, and we ignore
how affective meaning is attributed to faces. Title theoretical basis we have is that different
processes are active in the recognition of face®agpared to those implicated in the
interpretation of facial expression. Having a tletical model of the processes involved in the
decoding of facial expression would offer a basrsférmulating hypotheses with respect to
which processes should be preserved and which gseseshould be impaired in given
pathologies. On this basis, one could predicptioéiles of decoding performance for given
clinical conditions.

As in many areas of psychology, clinical researely melp in the elaboration of such a
fundamental model. Indeed, consistencies in theaation or dissociation of some
performances and deficits in given clinical corah8 suggest that similar or different processes
underlie these performances and deficits. Foants, we demonstrated that alcoholics’ over-
estimation of emotional intensity in faces disappe&eth long term abstinence, while the
interpretation biases remain. This observatiguggestive that these two facets of the
interpretation of emotional facial expression angported by different processes. Similar
inferences can be made from the observation tlwgdlgzhobics and psychopaths present biases
in the processing of emotional verbal materialrmttof nonverbal material.
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It is our hope that the clinical work presentedhis chapter, and the one that is

forthcoming, will prove useful in the endeavor aoflding a basic model of the decoding of facial
expression of emotion.
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Summary of Facial Expression Decoding Deficits Brases According to Clinical Status.

Facial Expression Decodin

9

Clinical Status

Dimension Social Phobics Alcoholics Psychopdths
Evaluative Deficit No deficit Over-estimation (but | No deficit
in Intensity disappears with long
term abstinence)
Evaluative Deficit No deficit Less accuracy Less accuracy
in Accuracy
Evaluative Bias No Bias Bias for ovattribution No Bias

of anger and contemp

t

Decoding Difficulty

No difference

No difference

Uaidestimation

Attententional Bias

Pattern of vigilance
followed by avoidance

for threatening faces

No study

No study

Note:®This table reports comparisons between incarceggchopaths and normal non-
incarcerated controls. It should be noted thalhénpresent data set, incarcerated psychopaths did
not differ from incarcerated non-psychopaths. &#hces observed cannot be attributed to
psychopathy per se, but to variables related tanlgaar criminal history.
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Figure Caption

Figure 1.:
The cycle of nonverbal deficits, social competetetcits, and alcohol consumption.
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