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Mounting evidence indicates that there are specific associations between higher levels of optimism and healthier be-
haviors, reduced risk of chronic diseases, and lower mortality. Yet, for public health purposes, it is critical to consider
how optimismmight be related to a full scope of health conditions in aging—from cognitive to physical health. Using pro-
spective data from the Health and Retirement Study (n = 5,698), we examined whether higher baseline optimism was
associated with subsequent increased likelihood of maintaining healthy aging over 6–8 years of follow-up. Optimism
was assessed at study baseline (2006 or 2008), and components of healthy aging were assessed every 2 years,
defined as: 1) remaining free of major chronic diseases; 2) having no cognitive impairment; and 3) good physical func-
tioning. Hazard ratios were obtained using Cox proportional hazards models, and a range of relevant covariates were
considered (sociodemographic factors, depressive symptoms, and health behaviors). After adjusting for sociodemo-
graphic factors and depression, the most (top quartile) versus least (bottom quartile) optimistic participants had a 24%
increased likelihood of maintaining healthy aging (95% CI: 1.11, 1.38). Further adjustment for health behaviors did not
meaningfully change the findings. Optimism, a potentially modifiable health asset, merits further research for its poten-
tial to improve likelihood of health in aging.

chronic disease; cognitive function; health psychology; healthy aging; optimism; physical function; psychological
well-being; resilience

Abbreviations: CI, confidence interval; HRS, Health and Retirement Study.

As populations age, identifying factors that foster mainte-
nance of healthy aging into late life is crucial for improving the
health and well-being of older adults and containing health-care
costs (1, 2). Although average life expectancy has increased,
the number of years lost to disability has also increased (3, 4).
Further, US health-care spending, which reached $3.2 trillion in
2015, is expected to increase at an average rate of 5.5% per year
over the next decade, an increase that is attributable partly to the
rising prevalence and burden of chronic diseases. Although
most biomedical and public health efforts to foster health have
focused on reducing risk factors, an emerging body of research
suggests that there are modifiable health assets that might con-
tribute to reduced risk of age-related chronic diseases (5, 6).

Dispositional optimism—the generalized expectation that
good things will happen—is one promising health asset.
Importantly, it appears as if the potential health benefits of opti-
mism are independent of psychological distress (e.g., depression)

(7). Although optimism is approximately 23%–32% heritable
(8, 9) and is shaped by social, structural (e.g., socioeconomic
status), and life-course factors (10, 11), randomized controlled
trials suggest that it might be modified using a variety of meth-
ods that range from writing exercises (e.g., writing a list of
items for which one is grateful) to classroom-based modules
that focus on cognitive-behavioral strategies (12–14). Further,
optimism has been associated with healthier behaviors (e.g.,
physical activity, healthy diet, not smoking, medication adher-
ence) (15–19) and healthier biologic functioning (e.g., lower
inflammation and higher antioxidants levels) (20–22), which
in turn reduce risk of chronic conditions (23, 24). Finally, a
previous study among 33,326women from the Nurses’Health
Study found that the most (top quartile) versus least (bottom
quartile) optimistic women had 23% greater odds of healthy
aging 8 years later, after adjusting for sociodemographic fac-
tors and depression (25). However, at that time, the Nurses’
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Health Study comprised women only and was unable to exclude
women who were not healthy agers at baseline because not all
components of healthy aging were assessed then. Thus, the pres-
ent study builds upon this work in 2 ways. First, we were able to
examine risk of incident healthy aging, which helps reduce some
potential bias. Second, we were able to test associations of opti-
mismwith healthy aging inmen, as well as in women.

The present study uses data from the Health and Retirement
Study (HRS) to examine the relationship of initial optimism
levels to incident healthy aging over 6–8 years of follow-up,
among men and women aged >50 years who were healthy in
all aging domains at study baseline. Healthy aging was defined
as having good cognitive and physical function with no major
chronic diseases. We hypothesized that higher (versus lower)
baseline optimism would be associated with higher likelihood
of healthy aging over the follow-up period. We evaluated the
role of known potential confounders, identified as relevant in
prior research (e.g., demographic factors). We also considered
current depression as a potential confounder to address the pos-
sibility that optimism might not have an independent effect and
could merely mark the absence of psychological distress, which
has previously been linked with negative health outcomes
among older adults (26). Additionally, because some work sug-
gests that the associations between optimism and health might
vary according to sex, we evaluated whether associations were
similar in women andmen (27).

METHODS

Study population

We used data from the Health and Retirement Study (HRS),
an ongoing, nationally representative panel study of US adults
aged >50 years that surveys participants every 2 years. Starting
in 2006, study staff visited a randomly selected 50% of HRS
study participants for an enhanced face-to-face (EFTF) inter-
view. The remaining 50% of participants were assessed in 2008
(28). After the interview, respondents were given a self-
administered psychosocial questionnaire (29), which they com-
pleted and returned by mail to the University of Michigan. The
response rate for this psychosocial questionnaire was 88% in
2006 and 84% in 2008 (29). We combined data from both time
points, and we considered both 2006 and 2008 as baselines for
the present study. Healthy aging was assessed at baseline and
every 2 years after that until the most recent wave of available
HRS data in 2014. Thus, for the 2006 cohort, 4 follow-up mea-
surements were available (i.e., 8 years), and for the 2008 cohort,
3 follow-up measurements were available (i.e., 6 years). Among
those who completed the psychosocial questionnaire (n =
13,771), we excluded participants who did not have full
information about the healthy-aging variables at baseline
(n = 427), did not meet our definition of healthy aging at
baseline (i.e., good cognitive and physical function, with-
out major chronic diseases; n = 7,580), or did not complete
the optimism measure (n = 66), resulting in a final analyti-
cal sample of 5,698 respondents. When considering the full
HRS cohort with relevant information at baseline (n = 13,344),
80% had healthy cognitive function, 76% had healthy physical
function, 60% had no chronic conditions, and 43% met all 3
healthy-aging criteria.

Measures

Optimism. Optimism was assessed at baseline (2006 or
2008) using the 6-item Life Orientation Test–Revised (LOT-R).
This measure has good discriminant and convergent validity and
good reliability (30). After reverse coding negatively worded
items, all items were averaged together to create a composite
score, with higher scores indicating greater optimism. Inter-
nal consistency reliability was high in the present sample at
baseline (Cronbach α = 0.75). To facilitate comparisons of effect
size across studies, we standardized optimism scores (mean,
M = 0, standard deviation, 1). Because optimism is best charac-
terized by both endorsing positively worded items and rejecting
negatively worded items (31), we followed recent recommenda-
tions to use the 6-item composite rather than 3-item subscales
that are sometimes used whereby negatively oriented items are
viewed as representing a pessimistic orientation and positively
oriented items as representing an optimistic orientation (32).

Healthy aging. To obtain a multisystem view of healthy
aging, we based our definition of healthy versus less-healthy
aging on Rowe and Kahn’s model of successful aging, which
accounts for comorbidities and disabilities (33). Using amulti-
dimensional definition of healthy aging has the benefit of sum-
marizing the relationship of optimism to aging in a single
measure, rather than separately quantifying how optimism re-
lates to many distinct outcomes.

Each component of a multidimensional healthy-aging score
(i.e., chronic conditions, physical function, cognitive function) was
assessed every 2 years in HRS, and individuals were considered
healthy versus usual agers if they met criteria for being healthy
across all 3 components. Recognizing that varying cutpoints can
be used for the domains below to determine healthy versus usual
aging, several alternative cutpoints were previously tested; associa-
tions between known risk factors and healthy aging remained
robust to variations in such cutpoints, indicating that results
with this measure are likely robust to variations in healthy-
aging definitions (34). Although healthy-aging definitions
can includemental health, we did not include this domain because
it can be strongly linked to optimism itself; however, to account
for other aspects of mental health and reduce concerns about
potential confounding bymental health we controlled for depres-
sion in our models. Belowwe describe the criteria for being cate-
gorized as healthy for each of the 3 domains.

Chronic disease domain. We considered chronic diseases
that are primary causes of mortality in the United States; dis-
ease diagnosis was reported by participants on questionnaires
every 2 years and included cancer or malignant tumor of any
kind (excluding minor skin cancer), heart disease (including
heart attack, coronary heart disease, angina, congestive heart
failure, or other heart problems), stroke, diabetes, and chronic
lung disease (e.g., chronic bronchitis or emphysema but not
including asthma). Participants also reported whether they
were actively being treated or taking medication for a spe-
cific disease, thereby indicating whether the disease was
active or severe. Participants were considered “healthy” in
the chronic disease domain if they reported not having a
disease or if they reported neither actively receiving treat-
ment nor taking medication for the disease. Validity and
reliability of self-reported chronic disease has previously
been demonstrated in HRS (35).
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Cognitive function domain. The HRS cognitive function
assessment (36, 37) was adapted from the modified Telephone
Interview for Cognitive Status (TICS-M). The assessment is a
27-point scale that includes an immediate and delayed 10-noun
free-recall test, a serial-7 subtraction test, and a backward count-
20 test. This assessment tool has been shown to have high sensi-
tivity and specificity for cognitive impairment in older adults;
the cutpoints were derived from previous research conducted on
cognitive impairment in HRS (38, 39). Respondents scoring
0–11 on the 27-point scale were classified as “usual” in the cog-
nitive domain, while those scoring ≥12 were classified as
“healthy” in this domain. More detailed information about the
cognitive assessments can be found in HRS reports (36, 37).

Physical function domain. Physical function was assessed
using items adapted from scales developed by Rosow and Bre-
slau (40), Nagi (41), Katz et al. (42), and Lawton and Brody
(43). We defined physical function limitations as ≥4 reported
limitations of physical function (i.e., walking several blocks,
climbing 1 flight of stairs, pushing or pulling large objects, lift-
ing or carrying 10 pounds, getting up from a chair, reaching or
extending arms up, stooping, kneeling, crouching, and sitting
for 2 hours) or activities of daily living (i.e., walking across a
room, dressing, eating, bathing, getting in/out bed, and using
the toilet). Those reporting <4 limitations were considered
“healthy” in the physical function domain. This criterion
was determined by identifying the physical function score
where 75% of participants could be considered to have
healthy physical function at baseline.

Covariates. All covariates were self-reported at base-
line (in 2006 or 2008) and included sociodemographic fac-
tors, depression, and health behaviors. Sociodemographic
factors were age (continuous), sex, race/ethnicity (white, black,
Hispanic, other), marital status (married, not married), educa-
tional attainment (did not complete high school, high-school
diploma or General Education Development (GED) equiva-
lent, college degree or higher), and total wealth (based on quin-
tiles of the distribution). Based on past research, depression was
defined as a score of ≥4 on the 8-item Center for Epidemiologic
Studies Depression Scale (44, 45). Health behaviors were smok-
ing status (never, former, current), frequency of physical activity
(never, 1–3 times per month, >1 time per week, every day), fre-
quency of alcohol consumption (abstinent,<1 day per week, 1–2
days per week, and ≥3 or more days per week), and body mass
index (calculated from self-reported measurements as weight
(kg)/height (m)2;<25.0, 25.0–29.9,≥30.0).

Statistical analysis

We used Cox proportional hazard models to calculate hazard
ratios and 95% confidence intervals, and we estimated associa-
tions between baseline optimism andmaintaining healthy aging
over follow-up by taking the reciprocal of the exponentiated β
estimates. Respondents were censored after 1) the first report of
becoming a usual ager, 2) loss to follow-up, 3) death, or 4) the
end of follow-up (2014). For all analyses, we evaluated 3 sets
of models. The first adjusted for age only. The second model
additionally adjusted for potential confounding factors, namely
sociodemographic factors (i.e., sex, race, marital status, educa-
tional attainment, total wealth) and depression. The third model
additionally adjusted for the following health behaviors, which

are potential intermediates (and potential confounders): smok-
ing, alcohol intake, physical activity, and body mass index. We
considered optimism categorized as quartiles to assess the pos-
sibility of discontinuous effects and also as a continuous vari-
able, where results can be interpreted as the likelihood of
maintaining healthy aging as a function of a 1-standard-
deviation increase in optimism.

Additional analyses

We conducted several additional analyses. To test possible
residual confounding due to depression, we excluded people
with depression at baseline. To evaluate the presence of effect
modification by sex, we tested distinct models in men and
women, as well as including an interaction term for sex × opti-
mism, with optimism as a continuous variable. To evaluate
the presence of effect modification by age group, we tested
models separately in participants aged <65 and ≥65 years.
We also included an interaction term for sex × age group,
with optimism as a continuous variable. Some studies present
findings with 3-item subscales; for comparability, we also con-
sidered these subscales in secondary analyses. Finally, we
also tried using discrete-time survival analysis because survival
analysis treats time as a continuous variable, yet time in our data
was divided into discrete units (i.e., information was collected
every 2 years instead of continuously). All analyses were per-
formed using Stata, version 15.0 (StataCorp LLC, College Sta-
tion, Texas).

RESULTS

At baseline, the distribution of sociodemographic and health
characteristics was generally similar across optimism quartiles
(Table 1). However, those in the highest versus lowest opti-
mism quartile were more educated (e.g., 44% versus 25% with
a college degree or more) and had a lower prevalence of smok-
ing (e.g., 9% vs. 17% were current smokers) and depression
(e.g., 2% versus 14%). Over the 6–8 years of follow-up, 49% of
participants maintained healthy aging (2,774/5,698).

Optimism and likelihood of maintaining healthy aging
over time

We observed that greater optimism was associated with the
maintenance of healthy aging over time (Table 2). For exam-
ple, after controlling for confounders (i.e., demographic fac-
tors and depression), we found a 24% increased likelihood of
maintaining healthy aging over the follow-up period for those
in the top versus bottom quartile of optimism (95% confidence
interval (CI): 1.11, 1.38). Adding health behaviors resulted in
little attenuation in the primary association. When considering
optimism as a continuous variable, each standard-deviation
increase in optimism was associated with a hazard ratio of
1.08 (95% CI: 1.04, 1.12) for maintaining healthy aging, after
controlling for confounders (Table 2). This association re-
mained after further adjusting for health behaviors.

Table 3 shows relationships of optimism and aging sepa-
rately in women (n = 3,492) and men (n = 2,206). Average
optimism scores at baseline were similar in women and men
(mean optimism scores were 4.7 and 4.6 points, respectively).
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We observed strong associations between greater optimism
and increased likelihood of maintaining healthy aging over
the follow-up period for both sexes (Table 3). Among women,
after controlling for confounders, we found a 18% increased

likelihood of maintain healthy aging for those in the top versus
bottom quartile of optimism (95% CI: 1.02, 1.35); adding
potential intermediates to the model slightly attenuated this
finding. Findings were similar among men; we found a 41%

Table 1. Distribution of Participant Characteristics at Baseline According to Quartiles of Optimism (n = 5,698),
Health and Retirement Study, United States, 2006 or 2008a,b

Characteristic
Quartilec

1 (n = 1,322) 2 (n = 1,522) 3 (n = 1,333) 4 (n = 1,521)

Mean age, yearsd 66 (9) 68 (9) 66 (9) 66 (8)

Sex

Female 56 59 61 68

Male 44 41 39 32

Marital status

Married 67 68 71 70

Race/ethnicity

White 81 81 86 87

Black 7 10 8 8

Hispanic 9 7 4 3

Other 3 2 2 1

Education

Less than high school 15 10 6 5

High school or equivalent 59 59 56 51

At least college 25 30 38 44

Depressed 14 7 4 2

Smoking status

Never 44 47 48 48

Former smoker 39 40 42 43

Current smoker 17 12 10 9

Physical activity frequency, no.

0 12 10 7 6

1–3 per month 9 8 8 6

1 per week 15 14 12 13

>1 per week 50 55 59 61

>1 per day 14 14 14 14

Alcohol frequency, days per week

0 43 40 37 34

<1 18 21 19 18

1–2 19 18 21 22

≥3 20 21 23 26

Bodymass indexe

Normal (<25.0) 33 31 32 37

Overweight (25.0–29.9) 38 41 43 40

Obese (≥30.0) 28 28 25 22

a Optimismwasmeasured using the Life Orientation Test–Revised (30).
b Some values of categorical variables do not sum to 100% due to rounding or because of missing data.
c Quartile 1 (mean = 3.4; range, 1.0–3.9); quartile 2 (mean = 4.3; range, 4.0–4.7); quartile 3 (mean = 5.1; range,

4.75–5.4); quartile 4 (mean = 5.8; range, 5.4–6.0).
d Values are expressed asmean (standard deviation).
eWeight (kg)/height (m)2.
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increased likelihood of maintaining healthy aging for those
in the top versus bottom quartile of optimism (95% CI: 1.18,
1.69), and the relationship remained after controlling for health
behaviors. Using the continuous optimism score revealed analo-
gous results for each sex (Table 3). Although these sex-stratified
analyses suggested that the associations were stronger in men,
therewas no interaction between sex and optimism (P for interac-
tion = 0.33).

Additional analyses

In secondary analyses, the association between each standard-
deviation increase in optimism and healthy aging remained sig-
nificant when restricting analyses to people without depression at

baseline. For example, inmodels adjusting for sociodemographic
factors, each standard-deviation increase in optimismwas associ-
ated with an 8% increased likelihood of maintaining healthy
aging (95% CI: 1.04, 1.12). When considering optimism as
quartiles, participants in the highest versus lowest quartile
had a greater likelihood of maintaining healthy aging (haz-
ard ratio = 1.22, 95% CI: 1.09, 1.37) after adjusting for so-
ciodemographic factors.

When evaluating potential effect modification by age group,
we observed that associations between greater optimism and
increased likelihood of maintaining healthy aging over the
follow-up period were similar for older and younger partici-
pants. Among those aged <65 years, after controlling for con-
founders, we found a 31% increased likelihood of maintaining

Table 2. Hazard Ratios for the Association BetweenOptimism and Likelihood of Maintaining Healthy Aging (n = 5,698), Health and Retirement
Study, United States, 2006–2014

Model

Optimism Score

Continuousa
Quartile 1 Quartile 2 Quartile 3 Quartile 4
(n = 1,322) (n = 1,522) (n = 1,333) (n = 1,521)

(n = 553 Casesb) (n = 593 Casesb) (n = 689 Casesb) (n = 839 Casesb)

HR 95%CI HR 95%CI HR 95%CI HR 95%CI HR 95%CI

1c 1.14 1.10, 1.18 1.00 Referent 1.15 1.05, 1.27 1.33 1.19, 1.47 1.44 1.30, 1.59

2d 1.08 1.04, 1.12 1.00 Referent 1.10 1.00, 1.22 1.19 1.07, 1.33 1.24 1.11, 1.38

3e 1.07 1.03, 1.11 1.00 Referent 1.10 1.00, 1.22 1.17 1.05, 1.30 1.21 1.09, 1.35

Abbreviations: CI, confidence interval; HR, hazard ratio.
a Per 1-standard-deviation increase in Life Orientation Test–Revised (30) score.
b Cases are defined as those who experienced healthy aging.
c Model 1 adjusted for age.
d Model 2 added potential confounding factors to model 1: age, sex, race/ethnicity, marital status, education, total wealth, and depression.
e Model 3 added possible intermediates (also potential confounders) to model 2: smoking status, alcohol intake, physical activity, and bodymass

index.

Table 3. Hazard Ratios for the Association BetweenOptimism and Likelihood of Maintaining Healthy Aging According to Sex, Health and
Retirement Study, United States, 2006–2014

Sex and
Model

OptimismScore

Continuousa Quartile 2b Quartile 3b Quartile 4b

HR 95%CI No. of
Participants

No. of
Casesc HR 95%CI No. of

Participants
No. of
Casesc HR 95%CI No. of

Participants
No. of
Casesc HR 95%CI

Women 900 443 877 455 802 443

1d 1.12 1.07, 1.17 1.18 1.04, 1.34 1.22 1.07, 1.39 1.36 1.19, 1.56

2e 1.06 1.00, 1.11 1.12 0.98, 1.27 1.09 0.96, 1.24 1.18 1.02, 1.35

3f 1.05 1.00, 1.10 1.12 0.98, 1.27 1.08 0.94, 1.23 1.16 1.00, 1.33

Men 617 259 524 266 489 279

1d 1.17 1.10, 1.23 1.13 0.97, 1.31 1.40 1.19, 1.64 1.59 1.34, 1.89

2e 1.11 1.05, 1.18 1.09 0.94, 1.27 1.26 1.07, 1.49 1.41 1.18, 1.69

3f 1.10 1.04, 1.17 1.09 0.94, 1.27 1.24 1.05, 1.47 1.39 1.16, 1.66

Abbreviations: CI, confidence interval; HR, hazard ratio.
a Per 1-standard-deviation increase in Life Orientation Test–Revised (30) score.
b Quartile 1 is the reference category (women: n = 913 participants, 402 cases; men: n = 576 participants, 227 cases).
c Cases are defined as those who experienced healthy aging.
d Model 1 adjusted for age.
e Model 2 added potential confounding factors to model 1: age, sex, race/ethnicity, marital status, education, total wealth, and depression.
f Model 3 added possible intermediates (also potential confounders) to model 2: smoking status, alcohol intake, physical activity, and body mass index.
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healthy aging for those in the top versus bottom quartile of
optimism (95% CI: 1.08, 1.59). Findings were similar among
participants aged≥65 years (top vs. bottom optimism quartile,
OR = 1.17, 95% CI: 1.03, 1.34). Adding further potential
intermediates to models in either age group only slightly
attenuated these finding. There was no statistical interaction
between age group and optimism (P for interaction = 0.1).

When considering the 3-item subscales separately, the asso-
ciation with healthy aging was stronger for the negatively
worded subscale. For example, in models adjusting for socio-
demographic factors, each standard-deviation increase in the
optimism subscale was associated with a 3% increased likeli-
hood of maintaining healthy aging (95% CI: 0.99, 1.06) while
each standard-deviation increase in the pessimism subscale
was associated with a 10% reduced likelihood of maintaining
healthy aging (95%CI: 0.87, 0.93).

Finally, results from discrete-time survival analyses were simi-
lar to results from the standard survival analyses. For example,
after controlling for confounders, we found a 27% increased like-
lihood of maintaining healthy aging for people in the top versus
bottom optimism quartile (95%CI: 1.13, 1.41).

DISCUSSION

In a prospective study using a nationally representative sam-
ple of older US adults who were free of chronic disease as well
as cognitive and physical impairment at baseline, we found that
higher baseline optimismwas associated with an increased like-
lihood of maintaining healthy aging over the 6–8 years of
follow-up. In addition to the existing literature suggesting that
optimism is associated with reduced risk of mortality (23, 46–
48), our findings further indicate that this prolonged longevity
might also be accompanied by better overall health and func-
tioning. Our results were maintained after careful control for
potential confounders, such as sociodemographic factors. They
were also robust to further adjustment for depression; this sug-
gests that optimism is not primarily a marker of the absence of
depression but might independently increase the likelihood of
healthy aging.

Our findings converge with past research, in which associa-
tions between higher optimism levels and reduced risk of individ-
ual age-related conditions (e.g., heart disease, stroke, cognitive
impairment) have been reported, as well as reduced risk of mor-
tality from age-related diseases (e.g., heart disease, stroke, respi-
ratory disease, total cancer) (23, 46–49). However, in the present
study, we gain a multisystem view of healthy aging by simulta-
neously considering chronic diseases, cognitive health, and phys-
ical function, which has the public health benefit of summarizing
the relationship of optimism to aging within an integrated, com-
positemeasure.

Although mechanisms that explain the potential health
benefits of optimism have not yet been clearly defined, opti-
mism might operate through health behaviors, altered bio-
logic functioning, or potentially other factors. For example,
individuals with higher optimism appear to be more proac-
tive in taking care of their health and engaging in favorable
behaviors (e.g., healthier diets, less smoking, and more phys-
ical activity) (15–19, 50). That said, associations between
optimism and healthy aging were only modestly attenuated

after adjusting for important health behaviors in our sample.
Thus, the range of health behaviors considered might need to
be broadened, the measurement instruments used to capture
such behaviors might require more precision, or at this point
in the life course other mechanisms might be stronger. Other
work evaluating potential biological pathways shows that
those with higher optimism display healthier regulation of
physiological systems including healthier immune respon-
siveness, healthier lipid profiles, and higher levels of plasma
antioxidants (20–22). Thus, the association of optimism with
healthy aging might be explained in part by a direct effect on
biological function. These direct mechanisms merit addi-
tional research. Other factors that are influenced by optimism
and might be relevant to health include developing enhanced
social networks and the ability to mobilize support, having
greater confidence in the future, and having a better capacity
to problem solve and self-regulate (49, 51–55).

Our study has several limitations. Unmeasured confounding
is always possible in observational studies. For example, a
genetic predisposition to good health could lead to higher opti-
mism. While we cannot completely rule out this possibility, we
did control for a range of potential confounders, including
depression. Also, worth noting is that strong genetic variants
associated with optimism have not yet been found. Reverse
causation is possible if underlying physical, functional, or cog-
nitive health conditions influenced optimism at baseline. We
used several measures to mitigate concern about this issue. For
example, we excluded participants who were not aging with
good health in any of these domains at baseline. Moreover,
prior work has indicated that optimism tends to be stable in the
face of declining health (56, 57).

Our study also has several strengths. We drew from a large,
diverse, and nationally representative sample of older US adults
followed prospectively over 6–8 years. In addition, the study
population is richly characterized, and as a result we were able
to take account of a broad array of potential confounders and
had limited attrition.

In conclusion, as the number of older adults in our society
rapidly rises, we will need a comprehensive and multidisciplin-
ary effort to meet the unique demands of this growing demo-
graphic. Specifically, we will need a range of interventions that
can be deployed at the population level to improve health as
well as functioning. Our findings suggest that optimism might
be a promising intervention target for future research. Early
randomized trials suggest that optimism can be altered with a
variety of interventions, ranging from intense classroom-style
instruction and activities that have larger effects (13, 14) to
brief paper-and-pencil exercises that elicit smaller effects (12).
Although most interventions have been tested primarily in
younger samples, and durability of effects are unknown, our
study suggests the importance of further developing approaches
that foster optimism among older adults, with the goal of enhanc-
ing the health trajectory of our increasingly aging population.
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