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Abstract
The current study tested the independence of dispositional optimism and pessimism from negative
and positive affectivity in the prediction of older adults’ well-being, concurrently and five years later,
using structural equation modeling. As hypothesized, in a community sample, both optimism/
pessimism and affectivity were correlated cross-sectionally and prospectively with outcomes
representing general health and well-being (self-rated health, somatic depression and life
satisfaction). However, with both sets of predictors in the model, affectivity eliminated the
relationships of optimism/pessimism with the outcomes. Our proposed explanation for these findings,
derived from the theoretical self-regulation model, also explains the seemingly contradictory
previous findings of an independent contribution of dispositional optimism in patient samples coping
with specific stressors.
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INTRODUCTION
The relationship between personality and individuals’ health and well-being has been
extensively documented (Smith & Spiro, 2002). The present research focused on dispositional
optimism, or “generalized outcome expectancies”, as defined by Scheier and Carver (Scheier
& Carver, 1985). This construct was derived from their theory of the self-regulation of behavior
(Carver & Scheier, 1998; Scheier & Carver, 1988). Scheier and Carver (1985) have also
developed an instrument to assess dispositional optimism, the Life Orientation Test (LOT) and
its revised version (LOT-R, Scheier, Carver & Bridges, 1994). Extensive research has provided
evidence of the physical and psychological health benefits of optimism (see meta-analysis by
Andersson, 1996; reviews by Scheier & Carver, 1987; Scheier, Carver, & Bridges, 2001).
However, some researchers have questioned the construct validity of dispositional optimism
and argued that it overlaps with neuroticism.

The independent effect of dispositional optimism has first been questioned by Smith, Pope,
Rhodewalt, and Poulton (1989), who argued that pessimism is simply another facet of
neuroticism. Neuroticism, or negative affectivity, is defined as consisting of chronic negative
emotions and has typically been operationalized using scales of neuroticism or of trait anxiety/
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negative affect. Smith et al. (1989) showed that the correlations of the LOT with health and
coping measures were mostly eliminated when neuroticism was controlled for and concluded
that the LOT is virtually indistinguishable from neuroticism.

Scheier et al. (1994) replied to this challenge with evidence showing that the associations
between optimism and both depression and coping remained significant after controlling for
neuroticism, trait anxiety, self-mastery, and self-esteem. Many later studies have also tested
the independent associations of optimism and negative affectivity with various outcomes,
yielding inconsistent evidence.

Many studies of psychological adjustment supported the independence of dispositional
optimism in both young and older samples (e.g., Aspinwall & Taylor, 1992; Chang, Maydeu-
Olivares, & D’Zurilla, 1997; Mroczek, Spiro, Aldwin, Ozer, & Bosse, 1993) while others
provided partial support for both approaches (Bromberger & Matthews, 1996; Cheng & Hamid,
1997). Regarding physical health, many studies provided evidence supporting the approach
that optimism is indistinguishable from negative affectivity (e.g., Chang, 1998a; Ebert, Tucker,
& Roth, 2002; Scheier et al., 1994; Smith et al., 1989) or provided partial support for both
approaches (Chang, 1998b; Cheng & Hamid, 1997; Robbins, Spence, & Clark, 1991). In sum,
neither approach has consistently received clear-cut support. Many of the studies provided
partial support for both approaches, showing the independence of optimism regarding some
but not all outcomes or samples tested.

Both the Smith et al. (1989) study and Scheier et al.’s (1994) response were based on data from
undergraduates. Much of the later research pertaining to this issue has also been carried out
with student or community samples of generally healthy young adults. Some studies did include
a wider range of ages, but very few studies focused on older adults. This is surprising in a
research area that deals with future expectancies, since the future could have a different
meaning for older people. Therefore, the objective of the current study is to examine the
independence of optimism from affectivity using data from a longitudinal study of a relatively
large community sample of older adults, which includes their self-ratings of optimism and
affectivity as well as measures of physical and psychological well-being with a follow-up after
five years.

Conceptual Issues
How can we explain findings, which sometimes show an independent effect for optimism and
sometimes show that negative affectivity provides a more parsimonious explanation for this
effect? In order to suggest an explanation and formulate a testable hypothesis, we turn to the
theoretical model. Carver and Scheier’s model delineates the process in which we progress
towards our goals. Optimism comes into play if and when we experience obstacles on the way:
We interrupt our efforts to assess outcome expectancies and decide whether to continue
pursuing that goal or forfeit it. Then, “people who are optimistic by nature are more likely to
emerge from expectancy assessment with a greater sense of confidence than people who are
pessimistic” (Carver & Scheier, 1998, p. 177).

Optimists’ confidence can “yield a mix of feelings that is relatively positive…” whereas the
pessimists’ “doubt should yield a greater tendency toward negative feelings…” (Scheier et al.,
2001, p. 191). Such relationships of optimism with affect do not contradict Smith et al.’s
(1989) assertion that lack of optimism, or pessimism, is merely another facet of neuroticism.
However, Carver and Scheier also argue that this sense of confidence leads people to renew
their efforts to attain their goal whereas a sense of doubt can lead them to give up their goal.
Renewed efforts to attain a goal increase the chances of attaining it, which explains why
optimism has been linked with more favorable outcomes.
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This self-regulation process suggests that optimism’s unique role should be apparent among
people coping with a specific stressor and regarding outcomes that are specifically related to
stress and coping. For example, faced with the stress of a serious health threat or a difficult
medical procedure, people are likely to be more tuned to specific recovery goals but could also
doubt their ability to achieve these goals, and therefore optimism would be more likely to play
a role. This corresponds with findings from studies of older adults, which often involved
patients coping with specific stressors, and were therefore more likely to find unique effects
for optimism (e.g., Scheier et al., 1999). Data from a sub-sample of the current study sample
also supported this part of our explanation: In a small sub-sample of arthritis patients, optimism
and pessimism had unique associations with use of pain coping strategies, even after controlling
for negative (and positive) affectivity (Benyamini, 2004).

However, the theoretical model also provides the rationale for the other part of our explanation,
which argues that in a community sample of older adults, regarding measures of general
psychological and physical well-being, there is no reason to expect that optimism will have a
unique effect beyond that of affectivity. Thus, we hypothesize that among elderly community
residents: (1) Optimism will be related to measures of general psychological and physical well-
being (self-ratings of health, depression, and life satisfaction) cross-sectionally and
longitudinally; but, (2) this effect will not be significant after controlling for affectivity.

Methodological Issues
Many of the studies that tested the independence of optimism from affectivity were cross-
sectional. Studies that employed a longitudinal design typically included a follow-up of up to
a year (for an exception, see Bromberger & Matthews, 1996, who had a 3-year follow-up and
reported that both optimism and trait anxiety predicted future depressive symptoms for women
who experienced a stressful ongoing problem). Furthermore, most tests of the independence
of optimism in predicting psychological and physical health outcomes were based on partial
correlations, often derived from multiple regression analyses. Only a handful of studies
employed Structural Equation Modeling (SEM), which allows for consideration of substantive
relations between hypothetical constructs apart from measurement issues (Aspinwall & Taylor,
1992; Ebert et al., 2002; Robinson-Whelen, Kim, MacCallum, & Kiecolt-Glaser, 1997).

Therefore, we used data from community-residing elderly people, which included baseline
measures of the LOT and of positive and negative affectivity as well as measures of three
important aspects of elderly people’s well-being: Their self-rating of health, symptoms of
somatic depression, and life satisfaction. Follow-up data was collected five years later. The
data were analyzed with SEM. Thus, this study enabled us to investigate the independence of
optimism from affectivity among elderly community residents, within a longitudinal study
design, using a relatively large sample and appropriate statistical methodology.

In testing the study hypothesis, we distinguished between optimism and pessimism (and
between positive and negative affectivity). Specifically for an older population, the decision
to treat these constructs separately is justified by the lower correlations between optimism and
pessimism in elderly samples (e.g., Mroczek et al., 1993; Plomin et al., 1992) and evidence
that older adults report higher rates of both optimism and pessimism compared with younger
ones (Isaacowitz, 2005). An additional reason for this decision was the abundant support for
a two-factor model of affect (Kunzmann, Little, & Smith, 2000) and our wish to keep the
models equivalent for the two types of dispositions.

Benyamini and Roziner Page 3

Pers Individ Dif. Author manuscript; available in PMC 2009 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



METHODS
Participants

Participants were residents of a retirement community who participated in the Rutgers Aging
and Health Study (RAH). Their mean age was 72.19 (±7.14) at baseline and 61.1% were
women. The baseline (T1) RAH sample included 851 participants. The present study used data
from 525 participants who were also interviewed five years later (T2). Subject dropout due to
withdrawal, severe illness, relocation, or death, amounted to about 8% a year, which is
reasonable for an elderly sample of self-respondents. Details about recruitment procedures
were published elsewhere (Benyamini, Leventhal, & Leventhal, 1999).

Procedure
The study included face-to-face interviews, mostly (95%) conducted in respondents’ homes,
the remainder in the community clubhouse. Interviewers read each question aloud and recorded
the participant’s response into a computer.

Measures
Optimism/pessimism—We used a 6-item version (3 optimism and 3 pessimism items)
adapted from the LOT1 (Scheier & Carver, 1985). Responses were made on a 5-point scale
from 1=“strongly disagree” to 5=“strongly agree”. Internal reliability coefficients for all study
measures are reported in Table 1.

Negative and Positive Affectivity were operationalized using scales of trait anxiety and
happiness. These traits do not include all aspects of neuroticism, or negative affectivity, as
defined in previous research. However, in practice, many of the studies cited above also
operationalized neuroticism using measures of trait anxiety (including Smith et al., 1989).
These traits were assessed using 5-item scales each of anxiety and happiness based on the
Profile of Mood States (POMS, McNair, Lorr, & Droppleman, 1971) and selected according
to the highest loadings in confirmatory factor analyses of data from an elderly sample (Usala
& Hertzog, 1989). The item format was: “How nervous/worried/tense/on edge/uneasy are you
usually?” and “How happy/pleased/content/enthusiastic/cheerful are you usually?” (response
scale from 1=“not at all” to 5=“very much”). Since “usually” was often unclear, the
interviewers emphasized that the participant is requested to refer to a long range of time and
not to the recent days, thus distinguishing between this measure and current mood.

Self-rated health was assessed using two items: “In general, would you say your health is...?”,
and “Compared to other people your own age, would you say your general health is…excellent
(5), very good, good, fair, or poor (1)”. The validity of self-rated health as a predictor of future
health outcomes has been extensively documented (Idler & Benyamini, 1997).

Somatic depression symptoms were assessed using 5 items from the Center for Epidemiological
Studies Depression Scale (CES-D, Radloff, 1977) that refer to somatic depression (e.g., sleep
and appetite problems, difficulties in “getting going”). Participants were asked how often they
have felt this way during the past two weeks, from 1=“rarely or none of the time” to 4=“most
or all of the time”.

Satisfaction with life was assessed using the following four items: (1) I am very satisfied with
my life; (2) These are the best years of my life; (3) My life could be happier than it is now;

1The LOT-R was not published at T1. Since Scheier et al. (1994) argued that the LOT-R enables a better test of the independence of the
optimism/pessimism construct, we computed a 6-item LOT-based measure that resembled the LOT-R as closely as possible: We omitted
one of the two positively-worded items that were dropped from the LOT in its revised version and the same pessimistic item that was
excluded from the LOT-R.
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and, (4) The quality of my life is poor (the latter two were reverse coded). The items were rated
on a 5-point scale from 1=“strongly disagree” to 5=“strongly agree”.

Analytical Approach
SEM was done with EQS Version 6 (Bentler, 2002). The analyses were performed using
variance-covariance matrices. About 3% of the observations had missing values in one or two
indicators. In the analyses reported, we used pairwise deletion of missing values. Two
alternative methods of dealing with missing values were also employed: listwise deletion and
estimation using the expectation-maximization method. All three methods yielded very similar
results. The variables in the datasets used in the analyses were multivariately non-normally
distributed, with normalized estimates of multivariate kurtosis ranging from 10.24 to 42.90.
To overcome this violation of the maximum-likelihood estimation assumptions, we employed
this estimation method with robust standard errors, together with the Satorra-Bentler rescaled
chi-square statistic (Satorra & Bentler, 1994) that compensates for non-normality of variables.
Following the recommendations of Hu and Bentler (1999), we report, in addition to the chi-
square, two approximate fit indices, the Non-Normed Fit Index (NNFI, also known as TLI)
and the Comparative Fit Index (CFI), and two approximate misfit indices, the Root Mean-
Square Error of Approximation (RMSEA) and the Standardized Root Mean-Square Residual
(SRMR). In spite of the recent critique of such “subjective” fit measures (e.g., Barrett, 2007),
we believe that they are useful heuristics (cf. Mulaik, 2007) for evaluating SEModels. Models
that (a) have a large N; (b) fail the chi-square test; but (c) exhibit NNFI and CFI close to unity
combined with RMSEA and SRMR close to zero, “pass” some minimal statistical requirements
and therefore, their parameter values deserve substantial interpretation.

RESULTS
Descriptive statistics and intercorrelations among study measures appear in Table 1.
Correlations among optimism, pessimism, happiness, and anxiety ranged between .26 and .51.
All zero-order correlations between optimism, pessimism, negative and positive affectivity on
the one hand, and self-rated health, somatic depression and life satisfaction on the other hand,
were significant at both times.

For the SEM, optimism was indicated by the three positively worded items of the brief LOT-
based scale, pessimism by the three negatively worded ones, and self-rated health by two items.
For anxiety, happiness, somatic depression, and life satisfaction, we created three indicators
each, by averaging some of the items. Since each variable was measured twice, altogether the
analyzed data matrix had 40 observed variables. In order to reflect the longitudinal nature of
our data, measurement errors of the same indicators at two times were allowed to correlate
freely and factor loadings were constrained to be equal at the two times. The measurement
model with these specifications performed poorly on the exact fit test, with χ2 (660, N = 525)
= 1066.14, p < .001. Nevertheless, as its approximate fit was fair (NNFI = .944, CFI = .952,
RMSEA = .034, SRMR = .068), we moved on to testing structural models.

First, we tested separate models, one for optimism and pessimism as predictors of the outcome
measures, and the other for happiness and anxiety as predictors. In the first model (Figure 1),
both optimism and pessimism were statistically significantly correlated with all three outcomes
at T1. At T2, optimism was correlated with self-rated health and life satisfaction, but not with
somatic depression, while pessimism was correlated with somatic depression and life
satisfaction, but not with self-rated health. In the second model (Figure 2), all paths from
anxiety and happiness to the three outcomes were significant at T1, and all but one path (from
anxiety to self-rated health) were significant at T2.

Benyamini and Roziner Page 5

Pers Individ Dif. Author manuscript; available in PMC 2009 March 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



Next, we combined both sets of predictors in a single model in order to assess their unique
effects. The model, shown in Figure 3, failed the exact fit test, with χ2 (684, N = 525) = 893.30,
p < .001. However, its measures of approximate fit were quite high (see figure). In light of this,
we considered it appropriate to interpret specific model parameters pertaining to our
hypothesis.

The stability of happiness and anxiety over the 5-year period did not differ significantly from
that of optimism and pessimism. At both measurement times, most paths from anxiety and
depression to the dependent variables were significant (with the exception of the path from
anxiety to life satisfaction in T1 and to self-rated health in T2). All paths from optimism and
pessimism to the three outcomes were weak and nonsignificant. Thus, both baseline levels and
changes in affectivity predicted baseline levels and changes in self-rated health, somatic
depression, and life satisfaction, but neither baseline levels nor changes in optimism or
pessimism had a predictive effect on these outcomes when affectivity was present in the model.

DISCUSSION
Structural equation modeling of data from a relatively large sample of elderly, independently-
living respondents revealed that when optimism, pessimism, negative and positive affectivity
(anxiety and happiness) were tested together as concurrent and longitudinal predictors of self-
rated health, somatic depression and life satisfaction, only the affectivity factors significantly
predicted all three outcomes, as well as changes in these outcomes. This finding is in line with
our hypothesis. The most straightforward interpretation of these findings is that pessimism is
one of many manifestations of the broader trait of negative affectivity, and therefore is
indistinguishable from it. This interpretation supports Smith et al.’s (1989) argument and many
of the findings in the literature, as reviewed earlier. It is also an interpretation that offers more
parsimony in the conceptualization and use of personality measures.

Another interpretation would be to view both dispositional optimism and affectivity as parts
of a broader system, which regulates daily cognitions, emotions, and behaviors. Though they
may be related, and in some cases indistinguishable, they may have different functions in
regard to some outcomes, or under certain conditions. As mentioned earlier, according to the
theoretical model underlying the concept of dispositional optimism, this trait has a motivating
role: People who have positive outcome expectancies have more confidence that they will
attain their goals and therefore they are more likely to persist in their efforts toward their goals.
Indeed, when the outcome at question required persistent action towards a specific goal, such
as recovery from surgery (Scheier et al., 1999), coping with acute stress (Cohen et al., 1999),
or dealing with distressing breast surgery (Montgomery et al., 2003), optimism had a unique
effect that was not eliminated when negative affectivity was controlled for. Related findings
showed that the effects of optimism on outcomes related to specific stressors were often
mediated by coping responses (e.g., David, Montgomery, & Bovberg, 2006).

Thus, optimism may be indistinguishable from affectivity regarding general physical and
mental health, as hypothesized and found here for the full RAH sample, which is a normative
sample in the sense that participants were interviewed about their daily lives and were not
necessarily coping with a specific stressor at the moment. At the same time, optimism could
exert a unique effect in relation to outcomes that involve active coping with a health threat, as
was found in the Arthritis Sub-study of the RAH study, in which optimism and pessimism were
related to pain coping strategies even after controlling for anxiety or happiness (Benyamini,
2004). These seemingly contradictory findings are actually in line with the theoretical
framework, which implies that under stress optimism would be more likely to play a role, and
with empirical findings, showing that pessimism exacerbates the effects of stress on
psychological adjustment. In light of these findings, Bromberger and Matthews (1996)
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suggested that “pessimism may be a more dynamic trait than the tendency toward anxiety
insofar as its effects depend on the specific nature of the environmental challenges and stressors
that women are experiencing” (p. 212; their study included only women).

Several limitations should be noted. First, the sample is not representative – it is
overwhelmingly Caucasian, educated, and affluent. Second, the focus of the RAH study on
older adults made it possible to replicate previous findings from younger samples but not to
compare the results with those obtained in a younger group with the same measures and
procedures. Third, positive affectivity may overlap in part with one of the outcomes studied,
life satisfaction. However, the good fit of the measurement models suggests that these measures
are distinct. Additionally, the inclusion of positive and negative measures among both
predictors and outcomes provides a better test of the issues at question than has been provided
by studies that included only negative measures in one or both sets. Fourth, our trait measure
of anxiety does not cover the entire range of emotions included in the construct of neuroticism.
Though this is not ideal, it is a limitation stemming from secondary analysis of data from a
large longitudinal study of older adults, which has many advantages over most of the samples
in which these issues have been tested. It is also worth noting that many other studies of these
issues suffer from similar limitations, as they have also operationalized neuroticism using trait
anxiety measures, including the Smith et al. (1989) study that initiated the controversy
regarding the independence of optimism from neuroticism. Moreover, the pattern of the results
suggests that even a rather narrow definition of neuroticism is sufficient to eliminate the effect
of optimism.

To conclude, the findings suggest that for community samples of older adults and for measures
of general well-being, dispositional optimism is redundant with measures of negative/positive
affectivity, similar to findings previously reported from young samples (Smith et al., 1989).
These conclusions do not contradict the possibility that for outcomes requiring active coping,
under conditions of stress, dispositional optimism could contribute in unique ways that are
distinct from negative and positive affectivity, as expected according to the theoretical rationale
underlying the construct of dispositional optimism.
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Figure 1.
Structural equation model of the associations between optimism and three outcome variables
(standardized parameter estimates), χ2 (320, N = 525)=453.79, p<.001, NNFI=.964, CFI=.970,
RMSEA=.028, SRMR=.046. In this and the next figures: Solid lines represent statistically
significant paths (p<.05). Broken lines represent paths that are not statistically significant.
Measured indicators, their errors, and correlations between measurement errors of the same
indicators at two times are not shown. All R-squared values are statistically significant at p<.
01.
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Figure 2.
Structural equation model of the associations between affect and three outcome variables
(standardized parameter estimates), χ2 (320, N=525)= 444.67, p<.001, NNFI=.976, CFI=.980,
RMSEA=.027, SRMR=.055.
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Figure 3.
Structural equation model of the associations between optimism and affect and three outcome
variables (standardized parameter estimates), χ2 (684, N=525)=893.30, p<.001, NNFI=.971,
CFI=.975, RMSEA=.024, SRMR=.049.
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