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Abstract
Background—Prior research links optimism to physical health, but the strength of the association
has not been systematically evaluated.

Purpose—The purpose of this study is to conduct a meta-analytic review to determine the strength
of the association between optimism and physical health.

Methods—The findings from 83 studies, with 108 effect sizes (ESs), were included in the analyses,
using random-effects models.

Results—Overall, the mean ES characterizing the relationship between optimism and physical
health outcomes was 0.17, p<.001. ESs were larger for studies using subjective (versus objective)
measures of physical health. Subsidiary analyses were also conducted grouping studies into those
that focused solely on mortality, survival, cardiovascular outcomes, physiological markers (including
immune function), immune function only, cancer outcomes, outcomes related to pregnancy, physical
symptoms, or pain. In each case, optimism was a significant predictor of health outcomes or markers,
all p<.001.

Conclusions—Optimism is a significant predictor of positive physical health outcomes.
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Introduction
Interest in the relationship between personality characteristics and physical health has increased
substantially over the past several decades. Within this larger framework, a number of studies
have explored the link between dispositional optimism (the generalized expectation that good
things will happen) and physical well-being. Many of these studies have shown optimism to
be protective. For example, research shows that optimistic people, compared to those more
pessimistic in outlook, report less pain [1–4], better physical functioning [5–8], experience
fewer physical symptoms [6,8–12], and are less likely to be rehospitalized following coronary
artery bypass surgery [13].
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Although research on optimism and health has flourished, there has been no systematic review,
qualitative or quantitative, of this specific literature. Thus, the nature of the association between
optimism and physical health has not been explicitly assessed. This is an important oversight
inasmuch as not all studies report significant associations (e.g., [14]). The purpose of the
present paper is to provide a quantitative, meta-analytic review of the research exploring links
between dispositional optimism and physical health.

Two other recent reviews are relevant here. First, Pressman and Cohen [15] provided a
qualitative review of the literature linking positive affect to health. Although positive affect
and optimism are related constructs, they are not the same [15,16]. Thus, the focus of the review
by Pressman and Cohen [15] and the present review are distinct. Additionally, their review
was qualitative; whereas, the present review is quantitative. The second review, by Chida and
Steptoe [17], examined quantitatively the association between positive psychological well-
being and mortality. The review by Chida and Steptoe [17] differs from the present review in
that they defined positive psychological well-being quite broadly, including variables such as
vitality, life satisfaction, and positive affect, in addition to optimism. Inasmuch as subanalyses
were not conducted on specific predictors, it is difficult to tell whether optimism alone predicts
health outcomes. Additionally, Chida and Steptoe [17] focused on only one outcome, mortality;
whereas, the present review focuses on multiple outcomes.

As stated, the primary aim of this paper is to assess the extent to which optimism is linked to
physical health outcomes (broadly defined). In addition, the meta-analysis was used to gather
information about two other areas of interest. First, we wanted to examine moderators of the
relation between optimism and physical health. The strength of the association between
optimism and health varies across studies. The meta-analysis was used to identify and evaluate
potential reasons for these differences.

One way to distinguish between the effect sizes (ES) of different studies is to take into account
the manner in which physical health is assessed. The term “physical health” is quite broad and
includes outcomes that reflect disease endpoints that are “softer” or “harder” in nature. For
example, softer endpoints would include self-reports of symptoms or a clinical judgment about
disease state; whereas, a harder endpoint might be mortality. Self-reported outcomes are very
subjective in nature and rely completely on the respondent as a source of information. As such,
these reports are influenced by a host of factors (e.g., memory biases) other than the underlying
disease state. They also share important method variance with the manner in which optimism
is assessed (i.e., via self-report). In contrast, harder disease endpoints primarily reflect
outcomes that are biological in nature or outcomes that can be objectively determined (such
as immune parameters or mortality). The present analysis assessed whether optimism is more
strongly related to subjective than objective physical health outcomes.

The studies reviewed differ in many ways, in addition to the type of endpoint that is assessed.
The design of the study could also affect the ES. A significant finding in a cross-sectional study
may or may not hold in a study using a prospective design that examines changes in the outcome
across time. One could argue that different types of designs also offer research evidence that
is more or less convincing, in that some study designs (e.g., prospective studies) generally offer
better evidence than do others (e.g., cross-sectional studies). Conducting separate analyses
aggregating studies based on study design could be a useful way to identify variations in the
ES of associations between optimism and physical health.

Studies also differ on the type of participants that were sampled. Some studies sampled
participants that were healthy throughout the study, while other studies sampled participants
that were either acutely or chronically ill at the beginning of the study or were categorized
according to some specific health condition, such as pregnancy. Still, other research sampled
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participants that were healthy at the beginning of the study, and these participants may or may
not have been healthy at the end of the study (e.g., epidemiological studies of mortality due to
certain diseases).

Additional analyses were conducted distinguishing between studies that used healthy
participants versus those that used “patient” samples, to discern whether sample type makes a
difference in the relationship between optimism and physical health. We define healthy
participants as those who had no known disease or health problem throughout the entire
duration of the study and patient participants as those who were categorized according to a
specific health condition by the end of the study (including research on survival and mortality).

Moreover, the studies included in the database were quite diverse, in terms of the types of
outcome measures that were used. Because of this, we also performed subanalyses on clusters
of studies that examined similar outcomes. For example, we separated studies that measured
physiological markers (such as intima-media thickness, blood pressure, glycosylated
hemoglobin, and immune markers) from studies that measured disease endpoints or survival
and mortality. We also conducted subanalyses on several subjective outcomes of interest. In
summary, subsidiary analyses were conducted on studies grouped according to whether they
focused on mortality, survival, cardiovascular outcomes, physiological markers (including
immune function), immune function only, cancer outcomes, outcomes related to pregnancy,
physical symptoms, or pain.

A final difference among studies concerns the manner in which optimism was measured. Many
of the studies used the Life Orientation Test (LOT, [18]) or the revised LOT (LOT-R, [19]) to
assess the positivity of the generalized outcome expectancies that people hold. Peterson and
Seligman [20] have approached optimism in terms of explanatory style, and the Attributional
Style Questionnaire (ASQ, [21]) and the Expanded Attributional Style Questionnaire (EASQ,
[22]) have been developed to assess optimism from this perspective. Still, other measures have
also been used. The differences in the measures used to assess optimism may also account for
some of the variability among the studies. Analyses were conducted to explore this possibility.

As noted, the meta-analysis had a further aim, in addition to evaluating the significance of
several moderator variables of interest. Specifically, it was used to gather information relevant
to an issue that has emerged within the literature on optimism, but which also has implications
for the link between optimism and physical health. That is, Scheier and Carver [18] initially
conceptualized dispositional optimism as being a single bipolar trait, with optimism at one end
and pessimism at the other. Most people working in the field still continue to construe optimism
and pessimism in this fashion and analyze their studies accordingly. However, a number of
researchers [23] have explored the possibility that optimism and pessimism are somewhat
distinct constructs. This view is consistent with the fact that scales of generalized optimism
are often shown to comprise two separate components [18,19,23,24]—one measuring the
person's expectancies for positive outcomes (i.e., his or her optimism) and one measuring the
person's expectancies for negative outcomes (i.e., his or her pessimism).

If optimism and pessimism are viewed as two separate constructs, it becomes possible to ask
which one has a greater impact on physical health. Perhaps effects found in the more numerous
“bipolar” studies really are only due to the toxic effects of pessimism or only to the protective
effects of optimism (see, e.g., Robinson-Whelen et al. [25]). Alternatively, perhaps both are
equally important. The questions being asked here are reminiscent conceptually of the question
that has arisen in the literature on affect, pertaining to whether it is better to construe positive
and negative affect as bipolar ends of the same dimension or better to construe them as two
independent, albeit correlated, dimensions (e.g., [26]). The questions are also related
conceptually to the ones asked in earlier research involving the Type A Behavior Pattern and
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the attempt to identify which of the Type A components was most predictive of heart disease
(e.g., Matthews et al. [27]). To provide evidence on this issue, studies providing separate
assessments of optimism and pessimism were analyzed separately for optimism effects and
pessimism effects, to determine if the two components were differentially related to health
outcomes.

Method
Literature Search and Selection of Studies

In order to identify studies to include in our review, we performed computerized literature
searches of the MedLINE and PsycINFO databases. These searches were performed through
April 2009 using combinations of the following keywords: optimism, explanatory style, Life
Orientation Test, Life Orientation Test-Revised, Attributional Style Questionnaire, Expanded
Attributional Style Questionnaire, immunity, HIV/AIDS, rheumatoid arthritis, lupus,
autoimmune, multiple sclerosis, pain, pregnancy, infertility, neoplasms, cancer,
cardiovascular, coronary, cardiac, heart, hypertension, ischemic heart disease,
atherosclerosis, endocarditis, cardiomyopathy, heart failure, cerebrovascular disease,
anemia, stroke, diabetes mellitus, renal disease, disease, osteoarthritis, tuberculosis,
respiratory, asthma, Huntington's disease, Alzheimer's, influenza, pneumonia, peptic ulcer,
sleep, illness, physical health, survival, mortality, and chronic disease. We then used the
ancestry method to locate studies that had not been identified in the computerized searches.
Finally, we hand-searched through the three journals in which we found the majority of the
articles published that included measures of optimism and physical health: Journal of
Personality and Social Psychology, Health Psychology, and Journal of Behavioral Medicine.
We did not locate any additional studies through our hand-search. We limited the search to
only those studies that were published in English-language peer-reviewed journals.
Unpublished data such as doctoral dissertations and conference abstracts were not included.

This search identified 132 studies that were considered for inclusion in the meta-analysis.
Studies were then searched to determine whether they met the following additional inclusion
criteria: (1) the study had to have a measure (or measures) of dispositional optimism (thus,
studies were omitted if the expectancies measured were not generalized in nature, but rather
limited to a particular domain or disease outcome, e.g., expectancies about how quickly life
would normalize following coronary artery bypass graft surgery); (2) the study had to include
a measure (or measures) of a physical health outcome; (3) the study had to have some type of
ES statistic (such as a correlation coefficient) or statistics that could be transformed to an ES
(e.g., t tests); and (4) the sample size had to be reported. We included studies with subjective
and/or objective health outcomes. Subjective health outcomes include physical symptom
reports, pain reports, and physician ratings of health status. Objective health outcomes include
objective health records, survival, immune parameters, and various other biological outcomes.
Since we were interested in the relationship between optimism and physical health, we did not
include studies that only assessed mental health parameters (e.g., distress or anxiety). Using
these criteria, 84 studies were included in our analyses, with a total of 108 ESs.

Coding
Each study was coded for the following participant characteristics: type of sample (e.g., healthy
participants, and cancer patients), mean age of the participants, gender percentages, and racial
and ethnic category percentages. The following methodological characteristics were coded:
date the study was published, design of the study, optimism measure(s) used, outcome measure
(s) investigated, and the nature of covariates included in the analyses (if any).
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A brief explanation of our coding of the study designs is warranted here. Although many of
the studies were described by their authors as prospective studies, we categorized many of
these author-identified prospective studies as longitudinal studies for the purposes of the meta-
analysis. Many of the authors described their studies as prospective when they measured
optimism and physical health across time without controlling for baseline physical health
measures. Following Cohen et al. [28], we consider a prospective study to be a form of
longitudinal study that assesses the associations between a predictor at one point in time and
an outcome at a later point, controlling for the association between predictor and outcome at
baseline. For the purpose of this meta-analysis, studies were only coded as prospective if they
included (a) data presented in the article indicating that the sample was equivalent in health at
the beginning of the study, or (b) baseline physical health was controlled for in the ES
calculation between optimism and the later physical health outcome, or (c) the sample started
out as healthy at the beginning of the study and developed subsequent illness or disease. In
many instances, we could not extract the previously described prospective ES information from
the information presented in the papers; rather, the data were often reported as measuring the
relevant variables across time without controlling for baseline physical health. Readers should
be aware that we used our coding scheme to classify studies in the tables that are presented,
and that our coding scheme may be at odds with the coding scheme used by the authors.

Calculation of Effect Sizes
We calculated ESs based on statistics published in the original reports. ESs are presented as
correlation coefficients (r) in the table. Not all studies presented correlations between optimism
and health outcomes, thus, other statistical information was converted to correlation
coefficients. Student t and F values were transformed into correlations using formulas provided
by Lipsey and Wilson [29]. If no statistics to calculate an ES were presented, we searched the
article for a relevant p value, from which, we calculated a t statistic and an requivalent [30] using

the formula: . Four studies reported odds ratios, which were converted
into correlation coefficients using the formula: r = (odds ratio − 1)/(odds ratio + 1) [31]. Two
studies reported only that their findings regarding optimism and health outcome were
nonsignificant and did not provide further information for calculating an ES. The results from
these studies were assigned an r of zero. This is a conservative approach as there is seldom
zero correlation between two constructs. If the article did not include an ES or information to
calculate an ES, the author of the study was contacted directly for the ES information. We
contacted 24 authors (three authors were contacted about more than one manuscript and several
ES possibilities). Twenty of the authors contacted replied that they would attempt to address
our request, two were unable to provide ES information due to no longer having access to the
data, 15 provided us with the ES information we requested, and three failed to respond
following several reminders after their initial agreement to provide the information.

Meta-analytic Procedures
We converted all test statistics into Fisher z scores before conducting the analyses. Mean ESs
were transformed back into rs for presentation after all analyses were conducted. Each study
contributed only one ES per analysis in order to maintain the assumption of statistical
independence [32]. When a study contained more than one ES, such as longitudinal studies
with multiple follow-up points on the same outcome, we computed the average ES to avoid
violating the assumption of statistical independence. We used a Statistical Package for the
Social Sciences macro, MEANES [29], to conduct the meta-analyses.

Several different sets of analyses were conducted. In order to aggregate across studies, the sign
of the ESs were changed as needed to make them consistent across studies. Such
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transformations were necessitated because some of the health outcomes measured (e.g., pain)
were negative in nature and some of the outcomes measured (e.g., survival time) were positive
in nature. The first planned analyses were conducted on the overall relationship between
optimism and physical health, aggregating across all studies. We expected that optimism would
be significantly related to physical health and that the ESs in this analysis would be
heterogeneous.

The second set of analyses categorized studies in terms of the kind of physical health outcome
examined (i.e., whether the outcome studied was objective or subjective in nature). We
expected that optimism would be more strongly related to subjective measures of physical
health than objective measures, which reflected harder disease endpoints.

Third, we conducted analyses aggregating studies based on the study design (cross-sectional,
longitudinal, or prospective), as we expected that study design would moderate the relationship
between optimism and physical health.

We then conducted analyses aggregating studies based on sample type (healthy versus patient).
We also conducted separate analyses for studies that looked only at mortality, survival,
cardiovascular outcomes, physiological markers (including immune function), immune
function only, cancer outcomes, physical symptoms, pain, or only at outcomes related to
pregnancy.

We also performed analyses aggregating studies based on the type of optimism measure used.
Different measures of optimism have emerged from somewhat different theoretical
perspectives [33], and it is possible that these differences in measurement instruments may
moderate the relationship between optimism and physical health. Specifically, we separated
analyses based on whether the studies used (a) LOT or LOT-R, (b) ASQ or EASQ, or (c) one-
item measures of optimism.

Finally, we conducted analyses comparing ESs for those studies providing separate
assessments of optimism and pessimism. These analyses were conducted as it remains unclear
whether heightened optimism is protective, heightened pessimism is risk-enhancing, or if both
factors are important in understanding links to physical well-being.

Each ES was weighted by sample size before conducting analyses, as studies that have a larger
sample size provide a more accurate estimate of the true population parameter [29]. We
calculated both an unweighted mean ES and a sample size-weighted mean ES for each analysis.
There were no differences between the mean ESs for the analyses, thus, we only present the
weighted mean ES in the results. Analyses were conducted using a random-effects model
[29,34,35], as our goal was to be able to generalize the findings beyond the studies included
in the meta-analysis. Random-effects models calculate means and confidence intervals that
generalize to all studies in a research area, as opposed to fixed effects models which cannot be
generalized to the entire domain of studies [34]. The random-effects model enables
generalization beyond the observed studies because the model assumes that population
parameters vary between studies and attempts to estimate this variance. This estimated variance
is combined with the subject-level sampling error and is used to compute standard errors and
confidence intervals. With more variance, the confidence intervals calculated using a random-
effects model will be larger than those calculated using a fixed effects model. Using a random-
effects model, though, provides a conservative test of significance of combined effects sizes;
whereas, inappropriately applying a fixed effects model when it is not appropriate can yield
erroneously narrow confidence intervals [34,35].

Primary analyses used unadjusted ESs to estimate the association between optimism and health.
We used unadjusted ESs because that was the only information available for the majority of
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effects. Although adjusted ESs were sometimes available, the primary analyses used only
unadjusted ESs, in order to use the same metric for all effects that were included. Subsidiary
analyses were also conducted, however, to determine whether ESs were also significant when
only including effects that were adjusted for covariates. To do this, effects were placed into
one of three categories: those that did not adjust for covariates, those that were adjusted for
demographic and/or health risk covariates, and those that were adjusted for one or more
psychosocial covariates such as depression or negative affectivity (62.9%, 19%, and 18.1% of
the total effects available for analysis, respectively). The overall analysis was then repeated,
breaking effects down into these three categories. Similar subsidiary analyses were conducted
stratifying effects according to whether they reflected a subjective health outcome or an
objective health outcome.

Additional Analyses
We conducted t tests and F tests that paralleled the aforementioned meta-analyses. First, we
compared ESs between objective and subjective measures of physical health to investigate
whether the type of health outcome studied results in different ESs. Comparisons also were
conducted after aggregating the studies by design (cross-sectional, longitudinal, and
prospective). Similarly, we compared healthy versus patient samples to discern whether type
of participant sampled in the studies might result in significantly different ESs. We also
compared ESs between studies using different measures of optimism and studies that measured
optimism and pessimism separately. Finally, we conducted F tests to determine if ES varied
as a function of whether the effect was adjusted for covariates or not.

Results
The Appendix provides a descriptive summary of each study utilized in the meta-analysis
including the total number of participants, sample type, optimism measure used, physical health
outcome investigated, and ES. These data are split according to whether the physical health
outcome assessed was objective or subjective in nature. Some studies are listed more than once,
as they reported multiple correlations between optimism and physical health measures. The
majority of the studies consisted of longitudinal (35% of the sample) and prospective designs
(28% of the sample). The remainder of studies included was cross-sectional (35% of the
sample). Some of the longitudinal and prospective studies also included cross-sectional data.
Forty-four of the ESs (38%) involve correlations between optimism and objective physical
health outcomes, and 73 of the ESs (62%) involve correlations between optimism and
subjective physical health outcomes. The majority of studies (78%) used the LOT [36] or LOT-
R [30] to measure optimism. When judging and interpreting ESs, 0.10 is considered a small
effect, 0.30 is considered a medium effect, and 0.50 is considered a large effect [37].

Overall Analysis of Effect Sizes for Optimism and Physical Health
The first analysis included the ES of all studies with the goal of providing an overall mean ES
of the relationship between optimism and physical health. This analysis revealed a mean ES
of 0.17 (K=108; N=30,133; 95% CI=0.15 to 0.20). Thus, optimism was significantly related
to physical health outcomes based on all the studies examined (p<.001). Not surprisingly, the
analysis showed that the test of homogeneity (Q=343.49, p=.000) was also significant,
suggesting that the ESs in the overall analysis are heterogeneous. Accordingly, the planned
moderator analyses were conducted in order to identify the source of some of this heterogeneity.

Moderators of the Relationship Between Optimism and Physical Health
Objective and Subjective Measures of Physical Health—The mean ES for optimism
and subjective measures of physical health outcomes was 0.21 (K=65; N=11,772; 95% CI=0.18
to 0.25), and the mean ES for optimism and objective measures of physical health outcomes
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was 0.11 (K=43; N=18,361; 95% CI=0.09 to 0.14). Thus, ESs for both subjective and objective
health outcomes were significantly different from zero (both p<.001). The t test conducted to
compare ESs for subjective and objective health outcomes revealed that the mean ES for
objective measures was significantly smaller than the mean ES for subjective measures (t (106)
=−2.89, p=.005). Thus, the type of health outcome assessed moderates the relationship between
optimism and good health.

Study Design—We conducted analyses for optimism and health after stratifying by study
design. The mean ES for optimism and health outcomes was 0.22 (K=37; N=8,443; 95%
CI=0.18 to 0.26) for cross-sectional designs, 0.18 (K=38; N=5,692; 95% CI=0.13 to 0.22) for
longitudinal designs, and 0.12 (K=33; N=15,998; 95% CI=0.09 to 0.15) for prospective
designs. Each of the mean ESs was significantly different from zero (all p<.001). We tested
the significance of the differences between ESs using analysis of variance. This analysis did
not reveal any significant differences [F (2, 105)=1.73, p=.18].

Inspection of the mean ESs, however, reveals that the differences are ordered in the expected
direction, with the ES for prospective studies being the lowest. Consequently, a secondary
analysis was conducted. For this analysis, cross-sectional and longitudinal studies were
combined, because they suffer conceptually from the same set of limitations and compared to
studies that used prospective designs. The mean ES for optimism and health outcomes for
cross-sectional and longitudinal studies combined was 0.20 (K=75; N=14,135; 95% CI=0.17
to 0.23). The mean ES for cross-sectional and longitudinal studies combined was not
significantly larger than the mean ES (0.12) for prospective studies (t (106)=1.70, p=.09, 95%
CI=−0.01 to 0.11), although the difference approached significance.

Type of Sample—For this set of analyses, we separated the analyses based on the type of
participant sampled in the studies (i.e., healthy versus patient) to discern whether sample type
was a moderator. For the studies using healthy samples, the mean ES for the relationship
between optimism and health was 0.15 (K=39; N=22,369; 95% CI=0.12 to 0.18). For studies
using patient samples, the mean ES for the relationship between optimism and health was 0.19
(K=69; N=7,864; 95% CI=0.16 to 0.23). Both ESs were significantly different from zero (both
p<.001). The follow-up t test indicated that the mean ES for healthy samples was not
significantly different than the mean ES for patient samples [t (106)=−1.09, p=.27], indicating
that sample type is not a moderator of the relationship between optimism and health.

Separate analyses were also performed for studies that looked only at the following: mortality,
survival, cardiovascular outcomes, physiological markers (including immune function),
immune function only, cancer outcomes, physical symptoms, pain, or outcomes related to
pregnancy. For purposes of these analyses, we kept the studies with prospective designs
separate from the studies with cross-sectional and longitudinal designs but combined the latter
two groups. These analyses showed that optimism was linked to the vast majority of health
outcomes that were assessed including mortality and survival (see Table 1). Only four analyses
failed to find an ES greater than zero, and two of these four were close to being significant
(i.e., those involving cross-sectional and longitudinal studies of immune function (p=.07), and
those involving prospective studies of cancer outcomes (p=.053)). The link between optimism
and health seemed most tenuous for prospective studies of pain (p=.18).

Type of Optimism Measure—Analyses were conducted for studies using different
measures of optimism: the LOT or LOT-R, ASQ or EASQ, and one-item measures of optimism.
The mean ES for optimism and health using the LOT or LOT-R as the measure of optimism
was 0.17 (K=94, N=22,413, 95% CI=0.14 to 0.19). The mean ES was 0.28 (K=5; N=471; 95%
CI=0.05 to 0.47) for those studies using the ASQ or EASQ and 0.31 (K=4; N=4,137; 95%
CI=0.16 to 0.44) for those using one-item measures of optimism. All ESs were significantly
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different from zero (all p<.01). The means ESs for the different types of optimism measures
were not significantly different from each other (F (6, 96)=1.25, p=.29), indicating that type
of optimism measure is not a moderator of the relationship between optimism and health
outcomes.

Optimism Versus Pessimism—Analyses were done on those studies that assessed
optimism and pessimism separately, in order to assess the strength of association of each
element to health outcomes. The mean ES between the optimism component by itself and health
was 0.14 (K=16; N=11,243; 95% CI=0.08 to 0.20). The mean ES between the pessimism
component and health was 0.18 (K=17; n=7,666; 95% CI=0.12 to 0.24). The mean ES for each
component was significantly different from zero (both p<.001). Although the mean ES for the
pessimism component was larger than the mean ES for the optimism component, a follow-up
t test revealed no significant difference between the two means.

Unadjusted Versus Adjusted Effect Sizes—To determine whether ESs differed
depending on whether the effects were adjusted for covariates or not, effects were grouped into
one of three categories: those that were unadjusted for covariates, those that were adjusted for
demographic and/or health risk covariates, and those that were adjusted for psychosocial
covariates. In terms of the overall analysis, the mean ES between optimism and health for
unadjusted effects was 0.18 (K=66; N=8,493; 95% CI=0.13 to 0.19). The mean ES for effects
adjusted for demographic and/or health risk covariates was 0.16 (K=20; N=8,312; 95% CI=0.11
to 0.22). The mean ES for effects adjusted for psychosocial covariates was 0.20 (K=19;
N=7,767; 95% CI=0.13 to 0.26). All ESs were significantly different from zero (all p<.001).
The mean ESs did not differ significantly from each other (F (2, 102)=1.25, p=.29).

Two further analyses were also performed—one including effects that involved subjective
outcomes and one including effects that involved objective outcomes. With respect to effects
involving subjective outcomes, the mean ES between optimism and health for unadjusted
effects was 0.20 (K=42; N=5,255; 95% CI=0.17 to 0.23). The mean ES for effects adjusted for
demographic and/or health risk covariates was 0.18 (K=10; N= 809; 95% CI=0.05 to 0.30).
The mean ES for effects adjusted for psychosocial covariates was 0.24 (K=11; N=5,574; 95%
CI=0.14 to 0.32). Each of these ESs was significantly different from zero (all p≤.005). The
mean ESs did not differ significantly from each other (F (2, 60)=1.15, p=.32).

With respect to effects involving objective outcomes, the mean ES between optimism and
health for unadjusted effects was 0.08 (K=24; N=8,493 95% CI=0.06 to 0.10). The mean ES
for effects adjusted for demographic and/or health risk covariates was 0.24 (K=10; N=7,503;
95% CI= 0.14 to 0.34). The mean ES for effects adjusted for psychosocial covariates was 0.14
(K=8; N=2,193; 95% CI=0.06 to 0.22). All ESs were significantly different from zero (all p<.
001). The mean ESs did not differ significantly from each other (F (2, 39)=2.39, p=.11).

Because of the special interest in the relationship between optimism and negative affectivity
that has arisen in the literature (e.g., [38]), one final analysis was conducted. For this analysis,
effects were included only if the effect was adjusted for some variant of negative affectivity
(i.e., for measures of neuroticism, negative affectivity, or depression). This analysis produced
a mean ES of 0.20 (K=10; N=1,848; 95% CI=0.06 to 0.32). This ES was significantly different
from zero (p<.005).

Discussion
This quantitative review summarizes the findings from 84 studies that tested the relationship
between optimism and physical health outcomes. In the aggregate, these studies strongly
suggest that optimism is a significant predictor of physical health. The ES for the overall
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analysis was in the small to moderate range, using the framework developed by Cohen and
Cohen [37]. This finding is important because not all of the prior research on optimism and
physical health has produced significant relationships [14]. The results from the overall
analysis help to document the positive role that optimism plays in physical well-being.

Also noteworthy is the fact that the strength of the relationship between optimism and health
was moderated by the nature of the outcome that was assessed. That is, results revealed that
the mean ES for studies using subjective measures to assess health outcomes was significantly
higher than the mean ES for studies using objective measures. Indeed, the mean ES for
subjective outcomes was nearly twice as high as the mean ES for objective measures.

As defined in the present study, subjective health measures were largely those that reflected
self-reports of physical symptoms or pain (but included physician ratings of disease as well).
Over the past several decades, self-report measures of health have come under increasing
scrutiny, for at least a couple reasons. First, when psychosocial predictors and health outcomes
are both assessed via self-reports, they share common method variance, and this shared method
variance may lead to inflated associations. Second, numerous authors have argued that self-
reports might be contaminated by certain psychosocial factors, most notably, neuroticism
[39,40]. The argument here is that nuisance factors like neuroticism relate to self-reports of
disease not because of any real association with the underlying disease process but because of
reporting biases and perceptional distortions. To the extent that characteristics like neuroticism
are correlated with the psychosocial predictor variables of interest, inflated associations with
health can result.

The fact that the mean ES for studies using subjective measures of health was higher than the
mean ES for studies using objective measures of health is consistent with the concern about
self-report measures. It is also important to realize, however, that even though the mean ES
for studies using objective measures was lower, it was still statistically significant.
Additionally, separate analyses conducted on studies focusing exclusively on survival,
mortality, cardiovascular outcomes, physiological markers (including immune function),
immune function only, cancer outcomes, and pregnancy outcomes all documented significant
effects between optimism and health. Thus, optimism still predicts health outcomes, even when
harder disease endpoints and direct markers of underlying physiologic state are used.

There was no moderator effect for study design in the present set of analyses. This finding is
somewhat surprising. Because prospective designs explicitly take baseline health into account,
they focus on changes in health over time, and as such, provide a direct measure of the temporal
association between variables. We anticipated that these differences between designs would
result in smaller mean ESs for prospectively designed studies. This was not the case. Even so,
we still believe that prospective studies are preferred. Prospective studies are the only ones that
are able to eliminate an explanation based on reverse causality. Thus, the advantage held in
this regard by prospective studies is far from trivial.

We also considered that ESs for the association between optimism and physical health might
differ depending on the type of population that is sampled. This was not the case. Although
the ES for studies using patient populations was larger than the ES for studies using healthy
populations, the difference was small and nonsignificant.

Neither were there any differences between ES as a function of the type of optimism measure
that was used. This suggests that choice of assessment instrument may not matter. We should
note, however, that the majority of studies reported in the literature used either the LOT or
LOT-R to assess optimism. This is likely due to the fact that these scales are easy for participants
to complete. They also allow for the separate measurement of optimism and pessimism,
depending on how the scale is scored. This is a capability that one-item scales do not have.
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Thus, there are reasons why these scales have been used so much. Continued use of the LOT-
R (the newer preferred version) would allow for the greatest comparability with the prior
research that has been done.

Primary analyses were based on unadjusted ESs. While informative, unadjusted effects do not
rule out the possibility that the effects were due in fact to some unmeasured factor that is
correlated with optimism. For example, perhaps persons who are healthier are more optimistic
and that it is differences in health that are driving the effects, not differences in optimism.
Similarly, the argument has been made [38] that optimism effects are really due to the
confounding with neuroticism or negative affectivity. Analysis of ESs adjusted for relevant
covariates could help mitigate some of these concerns.

Subsidiary analyses of major findings revealed that significant ESs were obtained even when
ESs were adjusted for relevant demographic factors, health status and health risk factors, and
relevant psychosocial factors. Indeed, there were no significant differences between adjusted
and unadjusted ESs in any of the analyses that were conducted. Perhaps most noteworthy was
the finding that a significant ES emerged for optimism even from those studies that specifically
adjusted their effects for negative affectivity. This strongly suggests that the effects of optimism
are independent of the effects of negative affectivity. More generally, it suggests that
dispositional optimism is a significant predictor of variations in physical health and biologic
markers of health, even when traditional risk factors and relevant psychosocial factors are taken
into account. As such, dispositional optimism provides value added.

Our final issue has to do with the relative potency of optimism and pessimism, if the two
components are viewed as separate rather than comprising the polar ends of a single
unidimensional construct. Although the statistical test comparing the optimism and pessimism
components was not significant, the mean ES for the pessimism component was larger than
the mean ES for the optimism component. This fact, coupled with the small number of studies
involved in the comparison, suggests that the question should remain open. It may well be the
case that it is the presence or absence of pessimism that is important in determining physical
health outcomes rather than the presence or absence of optimism. Scheier et al. [19] have
explicitly suggested that primary analyses involving optimism and pessimism be conducted
using an overall composite score, treating the variables as bipolar opposites. They also
suggested that secondary analyses of data sets be done to explore whether one component was
more or less toxic (or more or less protective) than the other. Given that this issue has yet to
be definitively resolved, routinely conducting and reporting secondary analyses of data sets
separating optimism and pessimism by component would still seem warranted.

Limitations
Every data analytic plan or research strategy has its limitations, and meta-analysis is no
exception. These limitations need to be borne in mind when evaluating the conclusions that
can be drawn from the results presented. First, the search for studies has to end at some point
in time; even the research literature that the review captures is dynamic. Additional studies
will always be added to the literature. In this sense, all attempts to characterize the literature
are necessarily out of date.

A second limitation of meta-analysis has to do with aggregating research findings based on
multivariate relationships. There are two issues here. The first has to do with the paucity of
studies that include covariates in analyses. In the majority of studies that we located, unadjusted
effects were all that were reported, and less than 20% contained psychosocial covariates.
Additionally, the information needed to construct inverse variance weights is often not
available in the published manuscript [29]. It is difficult to estimate the independent effect of
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some factor of interest when relevant covariates are not measured or are reported upon in a
manner from which ESs cannot be extracted.

The second problem has to do with the difficulty interpreting ESs from multivariate analyses
even when the data are available. That is, the field has not agreed upon set of demographic,
health risk, or psychosocial factors to include in analyses. As a result, the ES statistics are
contingent on very different covariates from study to study. This makes it difficult to know
whether the effects of a target variable, e.g., optimism, are independent of specific covariates,
e.g., age. In this case, an analysis was performed aggregating only studies that include a
measure of affectivity, because the confounding of optimism and negative affectivity has been
explicitly discussed in the literature [38]. However, it is not feasible to do this for every
covariate measured. To do so would yield a set of results that would be exceedingly complex
and likely too fragmented to understand fully. Thus, although analyses of ESs based on
multivariate associations have benefits (i.e., they can tell you in general whether a target
variable provides value added), they also have drawbacks.

A third limitation has to do with the fact that the current meta-analysis used correlations across
studies to calculate ESs. Use of this technique precluded the possibility of including in the
analysis studies that report interactions between optimism and some other psychosocial
variable. Although there are very few studies that explore interactions of this type, including
them in the meta-analysis might have yielded a more complex picture of the relationship
between optimism and health.

Looking to the Future
The present meta-analysis identified a number of studies that examined links between optimism
and physical health outcomes and underlying biologic states. The nature of the studies included
and the meta-analyses performed on the outcome of those studies can be used to help inform
future research activity in this area. In general, it is clear from this review that optimism is
related to physical health. It is also clear that the link between optimism and health is stronger
for subjective health outcomes than for objective health outcomes. We do not need more studies
to document these basic effects.

On the other hand, there are at least three issues or concerns that the present meta-analysis
raised toward which future research might be directed. The first has to do with the continued
effort to tease apart the effects of optimism from related constructs. It was noteworthy to us
that so few studies included psychosocial covariates. Although the data suggested that
optimism is linked to health, independent of other relevant psychosocial characteristics, the
analyses were based on a limited set of studies. Thus, it will be important for future studies to
include measures of related concepts and continue the effort to distinguish which effects are
due to what. It will also be important to report findings in such a manner that ESs can be easily
estimated.

We should explicitly note that this recommendation is not limited to research focusing on the
effects of optimism. The same strategy should be employed whenever psychosocial predictors
are being examined, particularly so when those psychosocial predictors involve characteristics
of the person. Thus, studies that focus on depression, positive affect, or whatever variable
should also include relevant psychosocial covariates, so that the effects of variables other than
optimism can be distinguished as well. As already discussed, the importance of including
covariates in research on optimism has been primed because of the discussion in the literature
of the association between optimism and negative affectivity [38]. Although we have not
systematically examined the literature, it would not be surprising to learn that even fewer
studies of other psychosocial variables have included psychosocial covariates in their designs.
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Second, very few studies have attempted to capture the underlying pathways by which
optimism impacts disease and health. To identify such pathways, studies are needed that assess
optimism, the suspected underlying pathways, and relevant disease endpoints and health
outcomes. Relevant statistical analyses then have to be performed to determine whether those
pathways provide a viable explanation for the optimism-disease link. Such studies are
complicated and time consuming to enact, which no doubt explains why so few studies of this
type exist. Still the relevant studies are conspicuously lacking from the available database and
need to be conducted in the future.

Finally, attention still needs to be given to the relative toxicity of optimism versus pessimism.
Although not statistically significant, ESs for the pessimism component were larger than the
ESs for the optimism component. Very few studies have conducted analyses that enable the
relative potency of these two components to be evaluated, and more studies are critically
needed. The answer to the question of which component is more toxic has implications for not
only how we understand the manner in which expectancies impact health but also on the kinds
of interventions that are created to help people maintain better health.

Acknowledgments
This publication was supported by the Pittsburgh Mind-Body Center (PMBC; NIH grants HL076852/076858) and by
MH30915 and MH65430 awarded to Carnegie Mellon University.

Appendix

Rasmussen et al. Page 13

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



C
ha

ra
ct

er
is

tic
s o

f t
he

 st
ud

ie
s

St
ud

y
N

Sa
m

pl
e 

ty
pe

O
pt

im
is

m
 m

ea
su

re
H

ea
lth

 m
ea

su
re

St
ud

y 
de

si
gn

E
ffe

ct
 si

ze
 (r

)

St
ud

ie
s w

ith
 o

bj
ec

tiv
e 

he
al

th
 m

ea
su

re

 
A

lli
so

n 
et

 a
l. 

(2
00

3)
 [4

1]
10

1
H

ea
d 

an
d 

ne
ck

 c
an

ce
r

FL
O

T
Su

rv
iv

al
 a

t 1
 y

ea
r

PR
.0

6

 
B

re
nn

an
 a

nd
 C

ha
rn

et
sk

i (
20

00
) [

42
]

11
2

U
nd

er
gr

ad
ua

te
s

A
SQ

Im
m

un
og

lo
bu

lin
 A

C
S

−.
02

 
B

ro
dy

 e
t a

l. 
(2

00
8)

 [4
3]

20
0

D
ia

be
te

s m
el

lit
us

LO
T 

(p
es

si
m

is
m

)
G

ly
co

sy
la

te
d 

he
m

og
lo

bi
n

C
S

.1
0

 
C

oh
en

 e
t a

l. 
(1

99
9)

 [4
4]

39
H

ea
lth

y 
w

om
en

LO
T

Im
m

un
e 

m
ea

su
re

 (m
ea

n 
of

 C
D

 4
 c

ou
nt

s o
f

3 
m

on
th

s)
LO

.2
9

 
C

oh
en

 e
t a

l. 
(1

99
9)

 [4
4]

39
H

ea
lth

y 
w

om
en

LO
T

Im
m

un
e 

m
ea

su
re

 (m
ea

n 
of

 C
D

 8
 c

ou
nt

s o
f

3 
m

on
th

s)
LO

.0
2

 
C

oh
en

 e
t a

l. 
(1

99
9)

 [4
4]

39
H

ea
lth

y 
w

om
en

LO
T

Im
m

un
e m

ea
su

re
 (m

ea
n 

of
 N

K
 C

el
ls

 co
un

ts
of

 3
 m

on
th

s)
LO

−.
03

 
C

on
tra

da
 e

t a
l. 

(2
00

4)
 [4

5]
14

2
Su

rg
er

y
LO

T-
R

Po
st

-s
ur

gi
ca

l c
om

pl
ic

at
io

ns
LO

.1
0

 
C

os
te

llo
 e

t a
l. 

(2
00

2)
 [2

]
20

Te
m

po
ro

m
an

di
bu

la
r d

is
or

de
r

LO
T

Im
m

un
e 

m
ea

su
re

 (I
L-

6)
PR

−.
62

 
D

e 
M

oo
r e

t a
l. 

(2
00

6)
 [4

6]
90

C
an

ce
r

LO
T-

R
C

an
ce

r a
nt

ig
en

 (C
A

 1
25

)
LO

−.
32

 
de

 R
id

de
r e

t a
l. 

(2
00

4)
 [5

]
65

Ty
pe

 I 
di

ab
et

es
LO

T-
R

B
lo

od
 g

lu
co

se
C

S
−.

15

 
Fr

ie
dm

an
 e

t a
l. 

(1
99

3)
 [4

7]
1,

17
8

A
gi

ng
TC

D
ea

th
LO

−.
09

 
G

ilt
ay

 e
t a

l. 
(2

00
4)

 [4
8]

94
0

A
gi

ng
SW

B
Su

rv
iv

al
PR

.1
8

 
G

oe
tz

m
nn

 e
t a

l. 
(2

00
7)

 [4
9]

76
Tr

an
sp

la
nt

 p
at

ie
nt

s (
lu

ng
, l

iv
er

, o
r

bo
ne

 m
ar

ro
w

)
LO

T
Su

rv
iv

al
PR

.0
05

 
H

el
ge

so
n 

an
d 

Fr
itz

 (1
99

9)
 [5

0]
29

8
Pe

rc
ut

an
eo

us
 tr

an
sl

um
in

al
 c

or
on

ar
y

an
gi

op
la

st
y

LO
T

N
ew

 c
or

on
ar

y 
ev

en
ts

 (d
ea

th
 fr

om
 c

or
on

ar
y

ar
te

ry
 d

is
ea

se
, m

yo
ca

rd
ia

l i
nf

ar
ct

io
n,

pr
og

re
ss

io
n,

 e
tc

.)

PR
.0

3

 
K

en
ne

dy
 a

nd
 H

ug
he

s (
20

04
) [

51
]

50
H

ea
lth

y 
un

de
rg

ra
du

at
es

LO
T-

R
Sy

st
ol

ic
 b

lo
od

 p
re

ss
ur

e 
re

ac
tiv

ity
LO

.3
0

 
K

en
ne

dy
 a

nd
 H

ug
he

s (
20

04
) [

51
]

50
H

ea
lth

y 
un

de
rg

ra
du

at
es

LO
T-

R
D

ia
st

ol
ic

 b
lo

od
 p

re
ss

ur
e 

re
ac

tiv
ity

LO
−.

08

 
K

en
ne

dy
 a

nd
 H

ug
he

s (
20

04
) [

51
]

50
H

ea
lth

y 
un

de
rg

ra
du

at
es

LO
T-

R
H

ea
rt 

ra
te

 re
ac

tiv
ity

LO
0

 
K

iv
im

ak
i e

t a
l. 

(2
00

5)
 [5

2]
5,

00
7

H
ea

lth
y 

pe
op

le
LO

T-
R

In
cr

ea
se

 in
 n

um
be

r o
f s

ic
k 

da
ys

PR
−.

04

 
K

oh
ut

 e
t a

l. 
(2

00
2)

 [5
3]

57
A

gi
ng

LO
T

Im
m

un
e 

m
ea

su
re

 (I
L-

10
)

LO
.2

4

 
Le

e 
et

 a
l. 

(1
99

5)
 [5

4]
89

M
al

e 
A

ir 
Fo

rc
e 

ca
de

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (P

H
A

)
LO

.0
4

 
Le

e 
et

 a
l. 

(1
99

5)
 [5

4]
89

M
al

e 
A

ir 
Fo

rc
e 

ca
de

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (P

M
A

)
LO

.1
1

 
Le

e 
et

 a
l. 

(1
99

5)
 [5

4]
89

M
al

e 
A

ir 
Fo

rc
e 

ca
de

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (a

nt
i-C

D
3)

LO
−.

02

 
Lo

be
l e

t a
l. 

(2
00

0)
 [5

5]
12

9
Pr

eg
na

nc
y

LO
T

B
irt

h 
w

ei
gh

t
LO

.2
0

 
Lo

be
l e

t a
l. 

(2
00

0)
 [5

5]
12

9
Pr

eg
na

nc
y

LO
T

G
es

ta
tio

na
l a

ge
LO

.1
3

 
M

ar
ut

a 
et

 a
l. 

(2
00

0)
 [5

6]
72

3
A

gi
ng

M
M

PI
 (p

es
si

m
is

m
)

D
ea

th
PR

.0
9

Rasmussen et al. Page 14

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



St
ud

y
N

Sa
m

pl
e 

ty
pe

O
pt

im
is

m
 m

ea
su

re
H

ea
lth

 m
ea

su
re

St
ud

y 
de

si
gn

E
ffe

ct
 si

ze
 (r

)

 
M

at
th

ew
s e

t a
l. 

(2
00

4)
 [5

7]
20

9
H

ea
lth

y 
m

id
dl

e-
ag

ed
 w

om
en

LO
T 

(p
es

si
m

is
m

)
In

cr
ea

se
 in

 c
ar

ot
id

 in
tim

a-
m

ed
ia

 th
ic

kn
es

s
PR

.1
9

 
M

at
th

ew
s e

t a
l. 

(2
00

8)
 [5

8]
40

1
H

ea
lth

y 
m

id
dl

e-
ag

ed
 w

om
en

LO
T

M
et

ab
ol

ic
 sy

nd
ro

m
e

PR
−.

03

 
M

ot
iv

al
a 

et
 a

l. 
(1

99
9)

 [8
]

25
Ty

pe
 I 

an
d 

II
 d

ia
be

te
s

LO
T

D
is

ea
se

 d
ur

at
io

n
C

S
−.

41

 
N

el
so

n 
et

 a
l. 

(2
00

3)
 [5

9]
98

2
Pr

eg
na

nc
y

LO
T-

R
Pr

eg
na

nc
y 

lo
ss

PR
.0

9

 
R

ai
kk

on
en

 e
t a

l. 
(1

99
9)

 [6
0]

10
0

H
ea

lth
y 

pe
op

le
LO

T
A

ve
ra

ge
 sy

st
ol

ic
 a

m
bu

la
to

ry
 b

lo
od

pr
es

su
re

 o
ve

r 3
 d

ay
s

PR
.1

8

 
R

ai
kk

on
en

 e
t a

l. 
(1

99
9)

 [6
0]

10
0

H
ea

lth
y 

pe
op

le
LO

T
A

ve
ra

ge
 d

ia
st

ol
ic

 a
m

bu
la

to
ry

 b
lo

od
pr

es
su

re
 o

ve
r 3

 d
ay

s
PR

.2
6

 
R

in
i e

t a
l. 

(1
99

9)
 [6

1]
23

0
Pr

eg
na

nc
y

LO
T

B
irt

h 
w

ei
gh

t
LO

.0
9

 
R

in
i e

t a
l. 

(1
99

9)
 [6

1]
23

0
Pr

eg
na

nc
y

LO
T

G
es

ta
tio

na
l a

ge
LO

.0
1

 
Sc

he
ie

r e
t a

l. 
(1

98
9)

 [3
6]

51
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

Ph
ys

ic
al

 re
co

ve
ry

PR
.3

6

 
Sc

he
ie

r e
t a

l. 
(1

98
9)

 [3
6]

51
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

Fe
w

er
 p

os
t-o

pe
ra

tiv
e 

co
m

pl
ic

at
io

ns
PR

.2
3

 
Sc

he
ie

r e
t a

l. 
(1

99
9)

 [1
3]

26
3

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
R

eh
os

pi
ta

liz
at

io
n

PR
−.

33

 
Sc

ho
fie

ld
 e

t a
l. 

(2
00

4)
 [1

4]
17

9
Lu

ng
 c

an
ce

r
LO

T
Su

rv
iv

al
PR

.0
3

 
Sc

hu
lz

 e
t a

l. 
(1

99
6)

 [6
2]

23
8

C
an

ce
r

LO
T 

(p
es

si
m

is
m

)
M

or
ta

lit
y

PR
.1

4

 
Sc

hu
lz

 e
t a

l. 
(1

99
6)

 [6
2]

23
8

C
an

ce
r

LO
T 

(o
pt

im
is

m
)

M
or

ta
lit

y
PR

.0
4

 
Se

ge
rs

tro
m

 (2
00

1)
 [6

3]
22

La
w

 st
ud

en
ts

LO
T-

R
Im

m
un

e 
fu

nc
tio

n 
(D

TH
 sk

in
 te

st
)

PR
.0

9

 
Se

ge
rs

tro
m

 e
t a

l. 
(2

00
3)

 [6
4]

30
M

ed
ic

al
 a

nd
 L

aw
 st

ud
en

ts
LO

T-
R

Im
m

un
e 

fu
nc

tio
n 

(D
TH

 sk
in

 te
st

)
PR

.1
2

 
Se

ge
rs

tro
m

 e
t a

l. 
(1

99
8)

 [6
5]

50
La

w
 st

ud
en

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (C

D
4 

he
lp

er
 T

 c
el

ls
)

PR
.0

1

 
Se

ge
rs

tro
m

 e
t a

l. 
(1

99
8)

 [6
5]

50
La

w
 st

ud
en

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (C

D
8-

cy
to

to
xi

c 
T 

ce
lls

)
PR

.2
5

 
Se

ge
rs

tro
m

 e
t a

l. 
(1

99
8)

 [6
5]

50
La

w
 st

ud
en

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (C

D
19

 B
 c

el
ls

)
PR

.1
5

 
Se

ge
rs

tro
m

 e
t a

l. 
(1

99
8)

 [6
5]

50
La

w
 st

ud
en

ts
LO

T
Im

m
un

e 
m

ea
su

re
 (C

D
16

+5
6 

na
tu

ra
l k

ill
er

ce
lls

)
PR

−.
01

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
78

H
IV

/A
ID

S
LO

T
Lo

w
er

 C
D

 4
 c

ou
nt

s
C

S
−.

05

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
78

H
IV

/A
ID

S
EA

SQ
Lo

w
er

 C
D

 4
 c

ou
nt

s
C

S
−.

21

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
47

H
IV

/A
ID

S
LO

T
D

ec
lin

e 
in

 C
D

 4
 c

ou
nt

s a
t 2

-y
ea

r f
ol

lo
w

-u
p

PR
−.

08

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
47

H
IV

/A
ID

S
EA

SQ
D

ec
lin

e 
in

 C
D

 4
 c

ou
nt

s a
t 2

-y
ea

r f
ol

lo
w

-u
p

PR
−.

43

 
V

on
 A

h 
an

d 
K

an
g 

(2
00

7)
 [6

7]
49

B
re

as
t c

an
ce

r
LO

T-
R

D
is

ea
se

 st
ag

e 
at

 b
as

el
in

e
C

S
−.

06

 
V

on
 A

h 
an

d 
K

an
g 

(2
00

7)
 [6

7]
49

B
re

as
t c

an
ce

r
LO

T-
R

Ly
m

ph
 n

od
e 

st
at

us
 a

t b
as

el
in

e
C

S
−.

02

 
V

on
 A

h 
an

d 
K

an
g 

(2
00

7)
 [6

7]
49

B
re

as
t c

an
ce

r
LO

T-
R

D
is

ea
se

 st
ag

e 
at

 p
os

t-t
re

at
m

en
t

C
S

−.
04

 
V

on
 A

h 
an

d 
K

an
g 

(2
00

7)
 [6

7]
49

B
re

as
t c

an
ce

r
LO

T-
R

Ly
m

ph
 n

od
e 

st
at

us
 a

t p
os

t-t
re

at
m

en
t

C
S

.0
2

 
V

on
 A

h 
et

 a
l. 

(2
00

7)
 [6

8]
54

B
re

as
t c

an
ce

r
LO

T-
R

Im
m

un
e 

m
ea

su
re

 (n
at

ur
al

 k
ill

er
 c

el
ls

)
C

S
.0

8

 
Y

i e
t a

l. 
(2

00
8)

 [6
9]

11
1

D
ia

be
te

s m
el

lit
us

LO
T

G
ly

co
sy

la
te

d 
he

m
og

lo
bi

n
LO

−.
11

Rasmussen et al. Page 15

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



St
ud

y
N

Sa
m

pl
e 

ty
pe

O
pt

im
is

m
 m

ea
su

re
H

ea
lth

 m
ea

su
re

St
ud

y 
de

si
gn

E
ffe

ct
 si

ze
 (r

)

St
ud

ie
s w

ith
 su

bj
ec

tiv
e 

he
al

th
 m

ea
su

re

 
A

be
nd

 a
nd

 W
ill

ia
m

so
n 

(2
00

2)
 [7

0]
63

B
re

as
t c

an
ce

r
LO

T
Pa

tie
nt

 re
po

rt 
of

 c
an

ce
r r

ec
ur

re
nc

e
C

S
−.

12

 
A

ch
at

 e
t a

l. 
(2

00
0)

 [7
1]

65
9

A
gi

ng
LO

T
Fr

ee
do

m
 fr

om
 p

ai
n

LO
.0

6

 
A

ff
le

ck
 e

t a
l. 

(2
00

1)
 [1

]
89

Fi
br

om
ya

lg
ia

LO
T

M
ea

n 
da

ily
 p

ai
n

LO
−.

04

 
A

ff
le

ck
 e

t a
l. 

(2
00

1)
 [1

]
89

Fi
br

om
ya

lg
ia

LO
T

M
ea

n 
da

ily
 fa

tig
ue

LO
−.

13

 
A

lli
so

n 
et

 a
l. 

(2
00

1)
 [7

2]
88

H
ea

d 
an

d 
ne

ck
 c

an
ce

r
FL

O
T

Fr
ee

do
m

 fr
om

 p
ai

n
C

S
.1

8

 
B

ak
er

 (2
00

7)
 [7

3]
39

U
nd

er
gr

ad
ua

te
s

LO
T 

(o
pt

im
is

m
)

Ph
ys

ic
al

 sy
m

pt
om

s
LO

−.
18

 
B

ak
er

 (2
00

7)
 [7

3]
39

U
nd

er
gr

ad
ua

te
s

LO
T 

(p
es

si
m

is
m

)
Ph

ys
ic

al
 sy

m
pt

om
s

LO
.1

9

 
B

en
ne

tt 
an

d 
El

lio
t (

20
05

) [
74

]
72

Po
st

-c
ar

di
ac

 e
ve

nt
A

SQ
Ph

ys
ic

al
 sy

m
pt

om
s

LO
−.

54

 
B

en
st

en
 e

t a
l. 

(2
00

8)
 [7

5]
10

1
Sp

in
al

 fu
si

on
 p

at
ie

nt
s

O
ne

-it
em

 m
ea

su
re

 (p
es

si
m

is
m

)
Pa

in
C

S
.5

7

 
B

re
w

er
 (2

00
7)

 [7
6]

91
K

ne
e 

su
rg

er
y

LO
T-

R
K

ne
e 

pa
in

LO
.0

7

 
C

ha
m

be
rla

in
 e

t a
l. 

(1
99

2)
 [7

7]
50

Su
rg

er
y

LO
T

K
ne

e 
pa

in
PR

−.
14

 
C

ha
ne

y 
et

 a
l. 

(2
00

4)
 [7

8]
42

R
he

um
at

oi
d 

ar
th

rit
is

A
SQ

Pa
in

LO
.3

4

 
C

on
w

ay
 e

t a
l. 

(2
00

8)
 [7

9]
67

H
yp

er
te

ns
io

n
LO

T-
R

 (o
pt

im
is

m
)

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

25

 
C

on
w

ay
 e

t a
l. 

(2
00

8)
 [7

9]
67

H
yp

er
te

ns
io

n
LO

T-
R

 (p
es

si
m

is
m

)
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

.4
6

 
C

os
te

llo
 e

t a
l. 

(2
00

2)
 [2

]
20

Te
m

po
ro

m
an

di
bu

la
r d

is
or

de
r

LO
T

Pa
in

PR
−.

02

 
C

ur
bo

w
 e

t a
l. 

(1
99

3)
 [8

0]
13

5
B

on
e 

m
ar

ro
w

 tr
an

sp
la

nt
s

LO
T

Pe
rc

ei
ve

d 
he

al
th

C
S

.2
5

 
de

 R
id

de
r e

t a
l. 

(2
00

4)
 [5

]
50

M
ul

tip
le

 sc
le

ro
si

s
LO

T-
R

Ph
ys

ic
ia

n 
ra

tin
g 

of
 n

eu
ro

lo
gi

ca
l d

is
or

de
r

in
te

rf
er

in
g 

w
ith

 fu
nc

tio
ni

ng
C

S
−.

11

 
de

 R
id

de
r e

t a
l. 

(2
00

4)
 [5

]
50

M
ul

tip
le

 sc
le

ro
si

s
LO

T-
R

Ph
ys

ic
al

 fu
nc

tio
ni

ng
PR

.0
6

 
de

 R
id

de
r e

t a
l. 

(2
00

4)
 [5

]
65

Ty
pe

 I 
di

ab
et

es
LO

T-
R

Ph
ys

ic
al

 fu
nc

tio
ni

ng
PR

.2
4

 
Fe

rr
ei

ra
 a

nd
 S

he
rm

an
 (2

00
7)

 [8
1]

72
O

st
eo

ar
th

rit
is

LO
T-

R
Pa

in
C

S
−.

28

 
Fi

tz
ge

ra
ld

 e
t a

l. 
(2

00
0)

 [8
2]

50
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

R
ed

uc
tio

n 
in

 p
os

t-C
A

B
G

 a
ng

in
a

LO
.2

9

 
Fo

tia
do

u 
et

 a
l. 

(2
00

8)
 [8

3]
10

0
Pa

re
nt

s o
f c

an
ce

r p
at

ie
nt

s
LO

T-
R

Pe
rc

ei
ve

d 
he

al
th

C
S

.2
6

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2a
) [

6]
26

9
C

hr
on

ic
 d

is
ea

se
LO

T-
R

Ph
ys

ic
al

 fu
nc

tio
ni

ng
 a

t 6
-m

on
th

 fo
llo

w
-u

p
LO

.2
4

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2a
) [

6]
26

9
C

hr
on

ic
 d

is
ea

se
LO

T-
R

Ph
ys

ic
al

 fu
nc

tio
ni

ng
 a

t 1
-y

ea
r f

ol
lo

w
-u

p
LO

.2
4

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2a
) [

6]
26

9
C

hr
on

ic
 d

is
ea

se
LO

T-
R

D
is

ea
se

 se
ve

rit
y 

at
 6

-m
on

th
 fo

llo
w

-u
p

LO
−.

22

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2a
) [

6]
26

9
C

hr
on

ic
 d

is
ea

se
LO

T-
R

D
is

ea
se

 se
ve

rit
y 

at
 1

-y
ea

r f
ol

lo
w

-u
p

LO
−.

21

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
10

4
Ty

pe
 I 

di
ab

et
es

LO
T-

R
Pa

tie
nt

 re
po

rt 
of

 p
hy

si
ca

l f
un

ct
io

ni
ng

C
S

.1
5

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
95

R
he

um
at

oi
d 

ar
th

rit
is

LO
T-

R
Pa

tie
nt

 re
po

rt 
of

 p
hy

si
ca

l f
un

ct
io

ni
ng

C
S

.2
5

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
98

M
ul

tip
le

 sc
le

ro
si

s
LO

T-
R

Pa
tie

nt
 re

po
rt 

of
 p

hy
si

ca
l f

un
ct

io
ni

ng
C

S
.3

3

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
10

4
Ty

pe
 I 

di
ab

et
es

LO
T-

R
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

−.
26

Rasmussen et al. Page 16

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



St
ud

y
N

Sa
m

pl
e 

ty
pe

O
pt

im
is

m
 m

ea
su

re
H

ea
lth

 m
ea

su
re

St
ud

y 
de

si
gn

E
ffe

ct
 si

ze
 (r

)

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
95

R
he

um
at

oi
d 

ar
th

rit
is

LO
T-

R
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

−.
36

 
Fo

ur
ni

er
 e

t a
l. 

(2
00

2b
) [

7]
98

M
ul

tip
le

 sc
le

ro
si

s
LO

T-
R

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

29

 
Fr

y 
(1

99
5)

 [8
4]

37
Fe

m
al

e 
ex

ec
ut

iv
es

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

44

 
G

la
ze

r e
t a

l. 
(2

00
2)

 [9
]

46
C

ar
di

ac
 p

at
ie

nt
s

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

43

 
G

la
ze

r e
t a

l. 
(2

00
2)

 [9
]

46
C

ar
di

ac
 p

at
ie

nt
s

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s a
t 3

-m
on

th
 fo

llo
w

-u
p

LO
−.

11

 
H

am
id

 (1
99

0)
 [8

5]
75

U
nd

er
gr

ad
ua

te
s

LO
T

In
flu

en
za

 sy
m

pt
om

s
LO

−.
24

 
H

oo
ke

r e
t a

l. 
(1

99
2)

 [8
6]

51
A

lz
he

im
er

's 
ca

re
gi

ve
rs

LO
T

Pe
rc

ei
ve

d 
he

al
th

C
S

.1
5

 
Ja

ck
so

n 
et

 a
l. 

(2
00

2)
 [8

7]
99

U
nd

er
gr

ad
ua

te
s

EA
SQ

 (p
es

si
m

is
m

)
Ph

ys
ic

al
 il

ln
es

s
PR

.2
5

 
K

in
g 

et
 a

l. 
(1

99
8)

 [8
8]

75
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

A
ng

in
a

LO
0

 
K

ur
de

k 
an

d 
Si

es
ky

 (1
99

0)
 [1

0]
48

H
IV

/A
ID

S
LO

T
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

−.
06

 
La

m
 e

t a
l. 

(2
00

4)
 [8

9]
36

7
B

re
as

t c
an

ce
r

C
LO

T
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

−.
25

 
La

u 
an

d 
K

na
rd

ah
l (

20
08

) [
90

]
1,

94
6

H
ea

lth
y 

ad
ul

ts
O

ne
-it

em
 m

ea
su

re
 (o

pt
im

is
m

)
Pe

rc
ei

ve
d 

he
al

th
C

S
.2

7

 
La

u 
an

d 
K

na
rd

ah
l (

20
08

) [
90

]
1,

94
6

H
ea

lth
y 

ad
ul

ts
O

ne
-it

em
 m

ea
su

re
 (o

pt
im

is
m

)
M

ea
n 

pa
in

C
S

−.
11

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

15
8

U
nd

er
gr

ad
ua

te
s

LO
T

Pe
rc

ei
ve

d 
he

al
th

C
S

.2
8

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

15
8

U
nd

er
gr

ad
ua

te
s

LO
T

U
pp

er
 re

sp
ira

to
ry

 il
ln

es
s (

U
R

I)
 sy

m
pt

om
s

C
S

−.
23

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

15
8

U
nd

er
gr

ad
ua

te
s

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

17

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

13
8

U
nd

er
gr

ad
ua

te
s

LO
T 

at
 2

-w
ee

k 
fo

llo
w

-u
p

Pe
rc

ei
ve

d 
he

al
th

 a
t 2

-w
ee

k 
fo

llo
w

-u
p

C
S

.1
6

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

13
8

U
nd

er
gr

ad
ua

te
s

LO
T 

at
 2

-w
ee

k 
fo

llo
w

-u
p

U
R

I s
ym

pt
om

s a
t 2

-w
ee

k 
fo

llo
w

-u
p

C
S

−.
01

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
4)

 [1
1]

13
8

U
nd

er
gr

ad
ua

te
s

LO
T 

at
 2

-w
ee

k 
fo

llo
w

-u
p

Ph
ys

ic
al

 sy
m

pt
om

s a
t 2

-w
ee

k 
fo

llo
w

-u
p

C
S

−.
08

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
8)

 [9
1]

17
5

U
nd

er
gr

ad
ua

te
s

LO
T

U
R

I s
ym

pt
om

s
C

S
−.

20

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
8)

 [9
1]

17
5

U
nd

er
gr

ad
ua

te
s

LO
T

N
on

-U
R

I s
ym

pt
om

s
C

S
−.

16

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
8)

 [9
1]

13
1

U
nd

er
gr

ad
ua

te
s

LO
T

U
R

I s
ym

pt
om

s
LO

−.
32

 
Ly

on
s a

nd
 C

ha
m

be
rla

in
 (1

99
8)

 [9
1]

13
1

U
nd

er
gr

ad
ua

te
s

LO
T

N
on

-U
R

I s
ym

pt
om

s
LO

−.
21

 
M

ah
le

r a
nd

 K
ul

ik
 (2

00
0)

 [3
]

21
5

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
Pa

in
 a

t 2
 w

ee
k 

po
st

 c
or

on
ar

y 
ar

te
ry

 b
yp

as
s

su
rg

er
y

LO
−.

21

 
M

ah
le

r a
nd

 K
ul

ik
 (2

00
0)

 [3
]

21
5

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
Pa

in
 at

 1
 m

on
th

 p
os

t c
or

on
ar

y 
ar

te
ry

 b
yp

as
s

su
rg

er
y

LO
−.

17

 
M

ah
le

r a
nd

 K
ul

ik
 (2

00
0)

 [3
]

21
5

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
Pa

in
 a

t 3
 m

on
th

s p
os

t c
or

on
ar

y 
ar

te
ry

by
pa

ss
 su

rg
er

y
LO

−.
14

 
M

ah
le

r a
nd

 K
ul

ik
 (2

00
0)

 [3
]

21
5

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
Pa

in
 a

t 6
 m

on
th

s p
os

t c
or

on
ar

y 
ar

te
ry

by
pa

ss
 su

rg
er

y
LO

−.
17

 
M

ah
le

r a
nd

 K
ul

ik
 (2

00
0)

 [3
]

21
5

C
or

on
ar

y 
ar

te
ry

 b
yp

as
s s

ur
ge

ry
LO

T
Pa

in
 a

t 1
2 

m
on

th
s p

os
t c

or
on

ar
y 

ar
te

ry
by

pa
ss

 su
rg

er
y

LO
−.

27

 
M

ot
iv

al
a 

et
 a

l. 
(1

99
9)

 [8
]

25
Ty

pe
 I 

an
d 

II
 d

ia
be

te
s

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

47

Rasmussen et al. Page 17

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



St
ud

y
N

Sa
m

pl
e 

ty
pe

O
pt

im
is

m
 m

ea
su

re
H

ea
lth

 m
ea

su
re

St
ud

y 
de

si
gn

E
ffe

ct
 si

ze
 (r

)

 
N

or
th

ou
se

 e
t a

l. 
(1

99
9)

 [1
2]

98
B

re
as

t c
an

ce
r

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
C

S
−.

48

 
Pe

nc
e 

(2
00

7)
 [9

2]
27

Si
ck

le
 c

el
l p

at
ie

nt
s

LO
T-

R
M

ea
n 

pa
in

LO
.0

9

 
Pr

itc
ha

rd
 e

t a
l. 

(2
00

7)
 [9

3]
24

2
U

nd
er

gr
ad

ua
te

s
LO

T
Ph

ys
ic

al
 sy

m
pt

om
s

PR
−.

16

 
Pa

ke
nh

am
 a

nd
 R

in
al

di
s (

20
01

) [
94

]
11

4
H

IV
/A

ID
S

LO
T

Pe
rc

ei
ve

d 
he

al
th

C
S

.0
7

 
R

ut
hi

g 
et

 a
l. 

(2
00

7)
 [9

5]
23

1
A

gi
ng

LO
T

Pe
rc

ei
ve

d 
he

al
th

C
S

.3
3

 
Sc

he
ie

r e
t a

l. 
(1

98
9)

 [3
6]

51
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

St
af

f r
at

in
gs

 o
f p

hy
si

ca
l r

ec
ov

er
y

PR
.2

5

 
Sc

he
ie

r e
t a

l. 
(1

98
9)

 [3
6]

51
C

or
on

ar
y 

ar
te

ry
 b

yp
as

s s
ur

ge
ry

LO
T

A
ng

in
a

PR
−.

29

 
Se

ge
rs

tro
m

 (2
00

7)
 [9

6]
61

La
w

 st
ud

en
ts

LO
T

Ph
ys

ic
al

 sy
m

pt
om

s
LO

−.
22

 
Sh

en
 e

t a
l. 

(2
00

4)
 [9

7]
14

9
Po

st
-c

ar
di

ac
 e

ve
nt

LO
T-

R
Ph

ys
ic

al
 h

ea
lth

 a
t 6

-w
ee

k 
fo

llo
w

-u
p

LO
.4

9

 
Sh

ep
pe

rd
 e

t a
l. 

(1
99

6)
 [9

8]
22

C
ar

di
ac

 p
at

ie
nt

s
LO

T
D

ec
re

as
e 

in
 g

lo
ba

l c
or

on
ar

y 
ris

k 
(s

el
f-

re
po

rt)
LO

.6
4

 
Sh

ne
k 

et
 a

l. 
(2

00
1)

 [9
9]

86
C

ar
di

ac
 p

at
ie

nt
s

LO
T

C
he

st
 p

ai
n

C
S

−.
29

 
Sm

et
s e

t a
l. 

(1
99

8)
 [1

00
]

25
0

C
an

ce
r

LO
T

Fa
tig

ue
C

S
−.

01

 
Sm

et
s e

t a
l. 

(1
99

8)
 [1

00
]

25
0

C
an

ce
r

LO
T

Fa
tig

ue
 a

t 2
-w

ee
k 

fo
llo

w
-u

p
LO

.0
3

 
Sm

et
s e

t a
l. 

(1
99

8)
 [1

00
]

25
0

C
an

ce
r

LO
T

Fa
tig

ue
 a

t 9
-m

on
th

 fo
llo

w
-u

p
LO

.0
8

 
Sm

ith
 a

nd
 Z

au
tra

 (2
00

4)
 [4

]
64

K
ne

e 
su

rg
er

y
LO

T-
R

Pa
in

C
S

.1
1

 
Sm

ith
 a

nd
 Z

au
tra

 (2
00

4)
 [4

]
64

K
ne

e 
su

rg
er

y
LO

T-
R

Pa
in

PR
−.

02

 
Ta

llm
an

 e
t a

l. 
(2

00
7)

 [1
01

]
56

C
an

ce
r

LO
T

Ph
ys

ic
al

 fu
nc

tio
ni

ng
LO

.4
2

 
Te

nn
en

 e
t a

l. 
(1

99
2)

 [1
02

]
54

R
he

um
at

oi
d 

ar
th

rit
is

LO
T

Pa
in

C
S

−.
27

 
Te

nn
en

 e
t a

l. 
(1

99
2)

 [1
02

]
54

R
he

um
at

oi
d 

ar
th

rit
is

LO
T

D
is

ea
se

 a
ct

iv
ity

C
S

−.
09

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

7)
 [1

03
]

11
7

R
he

um
at

oi
d 

ar
th

rit
is

LO
T 

(o
pt

im
is

m
)

Pa
in

LO
.0

1

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

7)
 [1

03
]

11
7

R
he

um
at

oi
d 

ar
th

rit
is

LO
T 

(p
es

si
m

is
m

)
Pa

in
LO

.2
3

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

7)
 [1

03
]

11
7

R
he

um
at

oi
d 

ar
th

rit
is

LO
T 

(o
pt

im
is

m
)

Fa
tig

ue
LO

−.
05

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

7)
 [1

03
]

11
7

R
he

um
at

oi
d 

ar
th

rit
is

LO
T 

(p
es

si
m

is
m

)
Fa

tig
ue

LO
.1

4

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
78

H
IV

/A
ID

S
LO

T
H

IV
 sy

m
pt

om
s

C
S

−.
30

 
To

m
ak

ow
sk

y 
et

 a
l. 

(2
00

1)
 [6

6]
78

H
IV

/A
ID

S
EA

SQ
H

IV
 sy

m
pt

om
s

C
S

−.
28

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

5)
 [1

04
]

15
4

R
he

um
at

oi
d 

ar
th

rit
is

LO
T

Pa
in

/fa
tig

ue
C

S
−.

13

 
Tr

eh
ar

ne
 e

t a
l. 

(2
00

1)
 [1

05
]

12
5

U
nd

er
gr

ad
ua

te
s

LO
T

U
R

I s
ym

pt
om

s
LO

−.
04

 
U

m
st

at
td

 e
t a

l. 
(2

00
7)

 [1
06

]
23

1
O

ld
er

 w
om

en
LO

T-
R

 (o
pt

im
is

m
)

Ph
ys

ic
al

 fu
nc

tio
ni

ng
C

S
−.

13

 
U

m
st

at
td

 e
t a

l. 
(2

00
7)

 [1
06

]
23

1
O

ld
er

 w
om

en
LO

T-
R

 (p
es

si
m

is
m

)
Ph

ys
ic

al
 fu

nc
tio

ni
ng

C
S

.2
0

 
W

on
g 

an
d 

Fi
el

di
ng

 (2
00

7)
 [1

07
]

14
4

Lu
ng

 c
an

ce
r p

at
ie

nt
s

Si
ng

le
 it

em
 o

pt
im

is
m

 m
ea

su
re

Pa
in

LO
−.

03

 
W

ya
tt 

et
 a

l. 
(1

99
9)

 [1
08

]
69

9
C

an
ce

r
LO

T
Ph

ys
ic

al
 sy

m
pt

om
s

C
S

−.
21

Rasmussen et al. Page 18

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



LO
T 

Li
fe

 O
rie

nt
at

io
n 

Te
st

 (S
ch

ei
er

 a
nd

 C
ar

ve
r [

18
])

, L
O

T-
R 

Li
fe

 O
rie

nt
at

io
n 

Te
st

-R
ev

is
ed

 (S
ch

ei
er

 e
t a

l. 
[1

9]
), 

FL
O

T 
Fr

en
ch

 li
fe

 o
rie

nt
at

io
n 

te
st

 (A
lli

so
n 

et
 a

l. 
[1

09
])

, C
LO

T 
C

hi
ne

se
 li

fe
 o

rie
nt

at
io

n 
te

st
 (L

ai
et

 a
l. 

[1
10

])
; A

SQ
 A

ttr
ib

ut
io

na
l S

ty
le

 Q
ue

st
io

nn
ai

re
 (P

et
er

so
n 

et
 a

l. 
[2

1]
), 

EA
SQ

 E
xp

an
de

d 
A

ttr
ib

ut
io

na
l S

ty
le

 Q
ue

st
io

nn
ai

re
 (P

et
er

so
n 

an
d 

V
al

la
no

va
 [2

2]
), 

TC
 T

er
m

an
 c

he
er

fu
ln

es
s (

Fr
ie

dm
an

 e
t a

l. 
[4

7]
),

SW
B 

D
ut

ch
 su

bj
ec

tiv
e 

w
el

l-b
ei

ng
 fo

r o
ld

er
 p

er
so

ns
 (T

em
pe

lm
an

 [1
11

])
, C

S 
cr

os
s-

se
ct

io
na

l, 
LO

 lo
ng

itu
di

na
l; 

PR
 p

ro
sp

ec
tiv

e

Rasmussen et al. Page 19

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
References marked with an asterisk indicate studies included in the meta-analyses.

1*. Affleck G, Tennen H, Zautra AJ, Urrows S, Abeles M, Karoly P. Women's pursuit of personal goals
in daily life with fibromyalgia: A value-expectancy analysis. J Consult Clin Psychol 2001;69(4):
587–596. [PubMed: 11550725]

2*. Costello NL, Bragdon EE, Light KC, et al. Temporomandibular disorder and optimism: Relationships
to ischemic pain sensitivity and interleukin-6. Pain 2002;100:99–110. [PubMed: 12435463]

3*. Mahler HIM, Kulik JA. Optimism, pessimism and recovery from coronary bypass surgery: Prediction
of affect, pain and functional status. Psychol Health Med 2000;5(4):347–358.

4*. Smith BW, Zautra AJ. The role of purpose in life in recovery from knee surgery. Int J Behav Med
2004;11(4):197–202. [PubMed: 15657019]

5*. de Ridder D, Fournier MA, Bensing J. Does optimism affect symptom report in chronic disease?
What are its consequences for self-care behaviour and physical functioning? J Psychosom Res
2004;56:341–350. [PubMed: 15046972]

6*. Fournier MA, de Ridder D, Bensing J. How optimism contributes to the adaptation of chronic illness.
A prospective study into the enduring effects of optimism on adaptation moderated by the
controllability of chronic illness. Pers Individ Differ 2002a;33:1163–1183.

7*. Fournier MA, de Ridder D, Bensing J. Optimism and adaptation to chronic disease: The role of
optimism in relation to self-care options of type I diabetes mellitus, rheumatoid arthritis and multiple
sclerosis. Br J Health Psychol 2002b;7:409–432. [PubMed: 12614494]

8*. Motivala SJ, Hurwitz BE, LaGreca AM, et al. Aberrant parasympathetic and hemodynamic function
distinguishes a subgroup of psychologically distressed individuals with asymptomatic type-I
diabetes mellitus. Int J Behav Med 1999;6(1):78–94. [PubMed: 16250693]

9*. Glazer KM, Emery CF, Frid DJ, Banyasz RE. Psychological predictors of adherence and outcomes
among patients in cardiac rehabilitation. J Cardiopulm Rehabil 2002;22:40–46. [PubMed:
11839996]

10*. Kurdek LA, Siesky G. The nature and correlates of psychological adjustment in gay men with AIDS-
related conditions. J Appl Soc Psychol 1990;20(10):846–860.

11*. Lyons A, Chamberlain K. The effects of minor events, optimism and self-esteem on health. Br J
Health Psychol 1994;33:559–570.

12*. Northouse LL, Caffey M, Deichelbohrer L, et al. The quality of life of African American women
with breast cancer. Res Nurs Health 1999;22:449–460. [PubMed: 10630287]

13*. Scheier MF, Matthews KA, Owens JF, et al. Optimism and rehospitalization after coronary artery
bypass graft surgery. Arch Intern Med 1999;159:829–835. [PubMed: 10219928]

14*. Schofield P, Ball D, Smith JG, et al. Optimism and survival in lung carcinoma patients. Cancer
2004;100(6):1276–1282. [PubMed: 15022297]

15. Pressman SD, Cohen S. Does positive affect influence health? Psychol Bull 2005;131:925–971.
[PubMed: 16351329]

16. Mondloch MV, Cole DC, Frank JW. Does how you do depend on how you think you'll do? A
systematic review of the evidence for a relation between patients' recovery expectations and health
outcomes. J Cancer Med Assoc 2001;165:174–179.

17. Chida YC, Steptoe A. Positive psychological well-being and mortality: A quantitative review of
prospective observational studies. Psychosom Med 2008;70(7):741–756. [PubMed: 18725425]

18. Scheier MF, Carver CS. Optimism, coping, and health: Assessment and implications of generalized
outcome expectancies. Health Psychol 1985;4(3):219–247. [PubMed: 4029106]

19. Scheier MF, Carver CS, Bridges MW. Distinguishing optimism from neuroticism (and trait anxiety,
self-mastery, and self-esteem): A reevaluation of the Life Orientation Test. J Pers Soc Psychol
1994;67:1063–1078. [PubMed: 7815302]

20. Peterson C, Seligman MEP. Causal explanations as a risk factor for depression: Theory and evidence.
Psychol Rev 1984;91:347–374. [PubMed: 6473583]

21. Peterson C, Semmel A, von Baeyer C, Abramson LY, Metalsky GI, Seligman MEP. The Attributional
Style Questionnaire. Cogn Ther Res 1982;6:287–299.

Rasmussen et al. Page 20

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



22. Peterson C, Villanova P. An Expanded Attributional Style Questionnaire. J Abnorm Psychology
1988;97:87–89.

23. Kubzansky LD, Sparrow D, Vokonas P, et al. Optimism and pessimism in the context of health:
Bipolar opposites or separate constructs? Pers Soc Psychol Bull 2004;30(3):943–956. [PubMed:
15257780]

24. Marshall GN, Wortman CB, Kusulas JW, Hervig LK, Vickers RR Jr. Distinguishing optimism from
pessimism: Relations to fundamental dimensions of mood and personality. J Pers Soc Psychol
1992;62:1067–1074.

25. Robinson-Whelen S, Kim C, MacCallum RC, Kiecolt-Glaser JK. Distinguishing optimism and
pessimism in older adults: Is it more important to be optimistic or not pessimistic? J Pers Soc Psychol
1997;73:1345–1353. [PubMed: 9418282]

26. Watson D, Clark LA, Tellegen A. Development and validation of brief measures of positive and
negative affect: The PANAS scales. J Pers Soc Psychol 1988;54(6):1063–1070. [PubMed: 3397865]

27. Matthews KA, Glass DC, Rosenman RH, Bortner RW. Competitive drive, pattern A, and coronary
heart disease: A further analysis of some data from the Western Collaborative Group Study. J Chronic
Dis 1977;30:489–498. [PubMed: 893653]

28. Cohen, S.; Evans, GW.; Stokols, D.; Krantz, DS. Behavior, Health, and Environmental Stress. New
York: Plenum; 1986.

29. Lipsey, MW.; Wilson, DB. Practical Meta-analysis. Thousand Oaks, CA: Sage; 2001.
30. Rosenthal R, Rubin DB. R-sub (equivalent): A simple effect size indicator. Psychol Methods

2003;8:492–496. [PubMed: 14664684]
31. McCaul KD, Branstetter AD, Schroeder DM, Glasgow RE. What is the relationship between breast

cancer risk and mammography screening? A meta-analytic review. Health Psychol 1996;15:423–
429. [PubMed: 8973921]

32. Rosenthal, R. Meta-analytic Procedures for Social Research Rev ed. Newbury Park, CA: Sage; 1991.
33. Scheier, MF.; Carver, CS. Optimism. In: Fink, G., editor. Encyclopedia of Stress. 2nd. Vol. 3. San

Diego: Academic; 2007. p. 26-29.
34. Hunter, JE.; Schmidt, FL. Methods of Meta-analysis: Correcting Error and Bias in Research Findings.

2nd. Thousand Oaks, CA: Sage; 2004.
35. Shadish, WR.; Haddock, CK. Combining estimates of effect size. In: Cooper, H.; Hedges, LV., editors.

The Handbook of Research Synthesis. New York: Russell Sage Foundation; 1994. p. 261-281.
36*. Scheier MF, Matthews KA, Owens JF, et al. Dispositional optimism and recovery from coronary

artery bypass surgery: The beneficial effects on physical and psychological well-being. J Pers Soc
Psychol 1989;57(6):1024–1040. [PubMed: 2614656]

37. Cohen, J.; Cohen, P. Applied Multiple Regression/Correlation for the Behavioral Sciences. Hillsdale,
NJ: Erlbaum; 1983.

38. Smith TW, Pope MK, Rhodewalt F, Poulton JL. Optimisim, neuroticism, coping, and symptom
reports: An alternative interpretation of the Life Orientation Test. J Pers Soc Psychol 1989;56(4):
640–648. [PubMed: 2709311]

39. Costa PT Jr, McCrae RP. Hypochondriasis, neuroticism, and aging: When are somatic complaints
unfounded? Am Psychol 1985;40:19–28. [PubMed: 3977166]

40. Watson D, Clark LA. Negative affectivity: The disposition to experience aversive emotional states.
Psychol Bull 1984;96:465–490. [PubMed: 6393179]

41*. Allison PJ, Guichard C, Fung K, Gilain L. Dispositional optimism predicts survival status 1 year
after diagnosis in head and neck cancer patients. J Clin Oncol 2003;21(3):543–548. [PubMed:
12560447]

42*. Brennan FX, Charnetski CJ. Explanatory style and immunoglobulin a. Integr Physiol Behav Sci
2000;35(4):251–255. [PubMed: 11330488]

43*. Brody GH, Kogan SM, Murry VM, Chen Y, Brown AC. Psychological functioning, support for self-
management, and glycemic control among rural African American adults with diabetes mellitus
type 2. Health Psychol 2008;27:583–590.

Rasmussen et al. Page 21

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



44*. Cohen F, Kearney KA, Zegans LS, Kemeny ME, Neuhaus JM, Stites DP. Differential immune
system changes with acute and persistent stress for optimists vs pessimists. Brain Behav Immun
1999;13(2):155–174. [PubMed: 10373279]

45*. Contrada RJ, Goyal TM, Cather C, Rafalson L, Idler EL, Krause TJ. Psychosocial factors in outcomes
of heart surgery: The impact of religious involvement and depressive symptoms. Health Psychol
2004;23(3):227–238. [PubMed: 15099162]

46*. De Moor JS, De Moor C, Basen-Engquist K, Kudelka A, Bevers MW, Cohen L. Optimism, distress,
health-related quality of life, and change in cancer antigen 125 among patients with ovarian cancer
undergoing chemotherapy. Psychosom Med 2006;68:555–562. [PubMed: 16868264]

47*. Friedman HS, Tucker JS, Tomlinson-Keasey C, Schwartz JE, Wingard DL, Criqui MH. Does
childhood personality predict longevity? J Pers Soc Psychol 1993;65:176–185. [PubMed: 8355139]

48*. Giltay EJ, Geleijnse JM, Zitman FG, Hoekstra T, Schouten EG. Dispositional optimism and all-
cause and cardiovascular mortality in a prospective cohort of elderly Dutch men and women. Arch
Gen Psychiatry 2004;61:1126–1135. [PubMed: 15520360]

49*. Goetzmann L, Klaghofer R, Wagner-Huber R, et al. Psychosocial vulnerability predicts psychosocial
outcome after an organ transplant: Results of a prospective study with lung, liver, and bone-marrow
patients. J Psychosom Res 2007;62:93–100. [PubMed: 17188126]

50*. Helgeson VS, Fritz HL. Cognitive adaptation as a predictor of new coronary events after
percutaneous transluminal coronary angioplasty. Psychosom Med 1999;61:488–495. [PubMed:
10443757]

51*. Kennedy DK, Hughes BM. The optimism-neuroticism question: An evaluation based on
cardiovascular reactivity in female college students. Psychol Rec 2004;54:373–386.

52*. Kivimaki M, Vahtera J, Elovainio M, Helenius H, Singh-Manoux A, Pentti J. Optimism and
pessimism as predictors of change in health after death or onset of severe illness in family. Health
Psychol 2005;24:413–421. [PubMed: 16045377]

53*. Kohut ML, Cooper MM, Nickolaus MS, Russell DR, Cunnick JE. Exercise and psychosocial factors
modulate immunity to influenza vaccine in elderly individuals. J Gerontol A Biol Sci Med Sci
2002;57A(9):M557. [PubMed: 12196490]

54*. Lee DJ, Meehan RT, Robinson C, Smith ML, Mabry TR. Psychosocial correlates of immune
responsiveness episodes in US Air Force Academy cadets undergoing basic cadet training. J
Psychosom Res 1995;39(4):445–457. [PubMed: 7562674]

55*. Lobel M, DeVincent CJ, Kaminer A, Meyer BA. The impact of prenatal maternal stress and
optimistic disposition on birth outcomes in medically high-risk women. Health Psychol 2000;19
(6):544–553. [PubMed: 11129357]

56*. Maruta T, Colligan RC, Malinchoc M, Offord KP. Optimists vs pessimists: Survival rate among
medical patients over a 30-year period. Mayo Clin Proc 2000;75:140–143. [PubMed: 10683651]

57*. Matthews KA, Raikkonen K, Sutton-Tyrrell K, Kuller LH. Optimistic attitudes protect against
progression of carotid atherosclerosis in healthy middle-aged women. Psychosom Med
2004;66:640–644. [PubMed: 15385685]

58*. Matthews KA, Raikkonen K, Gallo L, Kuller LH. Association between socioeconomic status and
metabolic syndrome in women: Testing the reserve capacity model. Health Psychol 2008;27:576–
583. [PubMed: 18823184]

59*. Nelson DB, McMahon K, Joffe M, Brensinger C. The effect of depressive symptoms and optimism
on the risk of spontaneous abortion among innercity women. J Womens Health 2003;12(6):569–
576.

60*. Raikkonen K, Matthews KA, Flory JD, Owens JF, Gump BB. Effects of optimism, pessimism, and
trait anxiety on ambulatory blood pressure and mood during everyday life. J Pers Soc Psychol
1999;76(1):104–113. [PubMed: 9972556]

61*. Rini CK, Dunkel-Schetter C, Wadhwa PD, Sandman CA. Psychological adaptation and birth
outcomes: The role of personal resources, stress, and sociocultural context in pregnancy. Health
Psychol 1999;18(4):333–345. [PubMed: 10431934]

62*. Schulz R, Bookwala J, Knapp JE, Scheier M, Williamson GM. Pessimism, age, and cancer mortality.
Psychol Aging 1996;11(2):304–309. [PubMed: 8795058]

Rasmussen et al. Page 22

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



63*. Segerstrom SC. Optimism, goal conflict, and stressor-related immune change. J Behav Med 2001;24
(5):441–467. [PubMed: 11702359]

64*. Segerstrom SC, Castaneda JO, Spencer TE. Optimism effects on cellular immunity: Testing the
affective and persistence models. Pers Individ Differ 2003;35:1615–1624.

65*. Segerstrom SC, Taylor SE, Kemeny ME, Fahey JL. Optimism is associated with mood, coping, and
immune change in response to stress. J Pers Soc Psychol 1998;74(6):1646–1655. [PubMed:
9654763]

66*. Tomakowsky J, Lumley MA, Markowitz N, Frank C. Optimistic explanatory style and dispositional
optimism in HIV-infected men. J Psychosom Res 2001;51:577–587. [PubMed: 11595246]

67*. Von Ah D, Kang DH. Correlates of mood disturbance in women with breast cancer: Patterns over
time. J Adv Nurs 2007;61(6):676–689. [PubMed: 18302608]

68*. Von Ah D, Kang DH, Carpenter JS. Stress, optimism, and social support: Impact on immune
responses in breast cancer. Res Nurs Health 2007;30:72–83. [PubMed: 17243109]

69*. Yi JP, Vitaliano PP, Smith RE, Yi JC, Weinger K. The role of resilience on psychological adjustment
and physical health in patients with diabetes. Br J Health Psychol 2008;13:311–325. [PubMed:
17535497]

70*. Abend TA, Williamson GM. Feeling attractive in the wake of breast cancer: Optimism matters, and
so do interpersonal relationships. Pers Soc Psychol Bull 2002;28(4):427–436.

71. Achat H, Kawachi I, Spiro A, DeMolles DA, Sparrow D. Optimism and depression as predictors of
physical and mental health functioning: The normative aging study. Ann Behav Med 2000;22(2):
127–130. [PubMed: 10962705]

72*. Allison PJ, Guichard C, Gilain L. A prospective investigation of dispositional optimism as a predictor
of health-related quality of life in head and neck cancer patients. Qual Life Res 2001;9:951–960.
[PubMed: 11284214]

73*. Baker SR. Dispositional optimism and health status, symptoms, and behaviours: Assessing idiothetic
relationships using a perspective daily diary approach. Psychol Health 2007;22(4):431–455.

74*. Bennett KK, Elliot M. Pessimistic explanatory style and cardiac health: What is the relation and the
mechanisms that links them? Basic Appl Soc Psychol 2005;27(3):239–248.

75*. Bensten SB, Rustoen T, Wahl AK, Miaskowski C. The pain experience and future expectations of
chronic low back pain patients following spinal fusion. J Clin Nurs 2008;17:153–159. [PubMed:
18578791]

76*. Brewer BW, Cornelius AE, Sklar JH, et al. Pain and negative mood during rehabilitation after
anterior cruciate ligament reconstruction: A daily process anlaysis. Scand J Med Sci Sports
2007;17:520–529. [PubMed: 17076828]

77*. Chamberlain K, Petrie K, Azariah R. The role of optimism and sense of coherence in predicting
recovery following surgery. Psychol Health 1992;7(4):301–310.

78*. Chaney JM, Mullins LL, Wagner JL, Hommel KA, Page MC, Doppler MJ. A longitudinal
examination of causal attributions and depression symptomatology in rheumatoid arthritis. Rehabil
Psychol 2004;49(2):126–133.

79*. Conway F, Magai C, Springer C, Jones SC. Optimism and pessimism as predictors of physical and
psychological health among grandmothers raising their grandchildren. J Res Pers 2008;42:1352–
1357.

80*. Curbow B, Somerfield MR, Baker F, Wingard JR, Legro MW. Personal changes, dispositional
optimism, and psychological adjustment to bone marrow transplantation. J Behav Med 1993;16(5):
423–443. [PubMed: 8254649]

81*. Ferreira VM, Sherman AM. The relationship of optimism, pain and social support to well-being in
older adults with osteoarthritis. Aging Ment Health 2007;11(1):89–98. [PubMed: 17164163]

82*. Fitzgerald TE, Prochaska JO, Pransky GS. Health risk reduction and functional restoration following
coronary revascularization: A prospective investigation using dynamic stage typology clustering.
Int J Rehabil Health 2000;5(2):99–116.

83*. Fotiadou M, Barlow JH, Langton H. Optimism and psychological well-being among parents of
children with cancer: An exploratory study. Psychooncology 2008;17:401–409. [PubMed:
17828706]

Rasmussen et al. Page 23

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



84*. Fry PS. Perfectionism, humor, and optimism as moderators of health outcomes and determinants of
coping styles of women executives. Genet Soc Gen Psychol Monogr 1995;121(2):211–245.
[PubMed: 7622022]

85*. Hamid PN. Optimism and the reporting of flu episodes. Soc Behav Pers 1990;18(2):225–234.
86*. Hooker K, Monahan D, Shifren K, Hutchinson C. Mental and physical health of spouse caregivers:

The role of personality. Psychol Aging 1992;7(3):367–375. [PubMed: 1388857]
87*. Jackson B, Sellers RM, Peterson C. Pessimistic explanatory style moderates the effect of stress on

physical illness. Pers Individ Differ 2002;32:567–573.
88*. King KB, Rowe MA, Kimble LP, Zerwic JJ. Optimism, coping, and long-term recovery from

coronary artery surgery in women. Res Nurs Health 1998;21:15–26. [PubMed: 9472234]
89*. Lam WW, Fielding R, Ho EYY. Predicting psychological morbidity in Chinese women after surgery

for breast carcinoma. Cancer 2005;103:637–646. [PubMed: 15612024]
90*. Lau B, Knardahl S. Perceived job insecurity, job predictability, personality, and health. J Occup

Environ Med 2008;50:172–181. [PubMed: 18301174]
91*. Lyons AC, Chamberlain K. Daily events and physical symptoms: Effects of event type, optimism,

pessimism, and health behaviors. Curr Res Soc Psychol 1998;3(8):88–102.
92*. Pence L, Valrie CR, Gil KM, Redding-Lallinger R, Daeschner C. Optimism predicting daily pain

medication use in adolescents with sickle cell disease. J Pain Symptom Manage 2007;33:302–309.
[PubMed: 17349499]

93*. Pritchard ME, Wilson GS, Yamnitz B. What predicts adjustment among college students: A
longitudinal panel study. J Am Coll Health 2007;56(1):15–21. [PubMed: 17711821]

94*. Pakenham KI, Rinaldis M. The role of illness, resources, appraisal, and coping strategies in
adjustment to HIV/AIDS: The direct and buffering effects. J Behav Med 2001;24(3):259–279.
[PubMed: 11436546]

95*. Ruthig JC, Chipperfield JG, Newall NE, Perry RP, Hall NC. Detrimental effects of falling on health
and well-being in later life: The mediating roles of perceived control and optimism. J Health Psychol
2007;12:231–248. [PubMed: 17284488]

96*. Segerstrom SC. Optimism and resources: Effects on each other and on health over 10 years. J Res
Pers 2007;41:772–786. [PubMed: 17710186]

97*. Shen BJ, McCreary CP, Myers HF. Independent and mediated contributions of personality, coping,
social support, and depressive symptoms to physical functioning outcome among patients in cardiac
rehabilitation. J Behav Med 2004;27(1):39–62. [PubMed: 15065475]

98*. Shepperd JA, Maroto JJ, Pbert LA. Dispositional optimism as a predictor of health changes among
cardiac patients. J Res Pers 1996;30:517–534.

99*. Shnek ZM, Irvine J, Stewart D, Abbey S. Psychological factors and depressive symptoms in ischemic
heart disease. Health Psychol 2001;20(2):141–145. [PubMed: 11315732]

100*. Smets EMA, Visser MRM, Visser B, et al. Understanding the level of fatigue in cancer patients
undergoing radiotherapy. J Psychosom Res 1998;45(3):277–293. [PubMed: 9776373]

101*. Tallman BA, Altmaier E, Garcia C. Finding benefit from cancer. J Couns Psychol 2007;54(4):481–
487.

102*. Tennen H, Affleck G, Urrows S, Higgins P, Mendola R. Perceiving control, construing benefits,
and daily processes in rheumatoid arthritis. Can J Behav Sci 1992;24(2):186–203.

103*. Treharne GJ, Lyons AC, Booth DA, Kitas GD. Psychological well-being across 1-year with
rheumatoid arthritis: Coping resources as buffers of perceived stress. Br J Health Psychol
2007;12:323–345. [PubMed: 17640450]

104*. Treharne GJ, Kitas GD, Lyons AC, Booth DA. Well-being in rheumatoid arthritis: The effects of
disease duration and psychosocial factors. J Health Psychol 2005;10(3):457–474. [PubMed:
15857874]

105*. Treharne GJ, Lyons AC, Tupling RE. The effects of optimism, pessimism, social support, and
mood on the lagged relationship between daily stress and symptoms. Curr Res Soc Psychol 2001;7
(5):60–81.

106*. Umstattd MR, McAuley E, Motl RW, Rosengren KS. Pessimism and physical functioning in older
women: Influence of self-efficacy. J Behav Med 2007;30(2):107–114. [PubMed: 17268878]

Rasmussen et al. Page 24

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



107*. Wong WS, Fielding R. Quality of life and pain in Chinese lung cancer patients: Is optimism a
moderator or mediator? Qual Life Res 2007;16:53–63. [PubMed: 17091368]

108*. Wyatt GK, Friedman LL, Given CW, Given BA, Beckrow KC. Complementary therapy use among
older cancer patients. Cancer Pract 1999;7(3):136–144. [PubMed: 10352076]

109. Allison PJ, Guichard C, Gilain L. The role of optimism and sense of coherence in predicting recovery
following surgery. Psychol Health 2001;7(4):301–310.

110. Lai JCL, Cheung H, Lee WM, Yu H. The utility of the revised life orientation test to measure
optimism among Hong Kong Chinese. Int J Psychol 1998;33:45–56.

111. Tempelman, CJJ. Well-being in the Elderly: Development of the Scale Subjective Well-being for
Older Persons. Groningen, Netherlands: University of Groningen; 1987.

Rasmussen et al. Page 25

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rasmussen et al. Page 26

Ta
bl

e 
1

M
ea

n 
ef

fe
ct

 si
ze

s f
or

 sp
ec

ifi
c 

he
al

th
 o

ut
co

m
es

H
ea

lth
 o

ut
co

m
e

K 
st

ud
ie

s
N

 su
bj

ec
ts

W
ei

gh
te

d 
m

ea
n 

E
S

95
%

 C
I

Si
gn

ifi
ca

nc
e 

le
ve

l (
p)

M
or

ta
lit

y
2

1,
90

1
0.

09
0.

04
 to

 0
.1

3
<.

00
1

Su
rv

iv
al

6
1,

77
2

0.
10

0.
03

 to
 0

.1
7

<.
00

1

C
ar

di
ov

as
ul

ca
r (

cr
os

s-
se

ct
io

na
l a

nd
 lo

ng
itu

di
na

l s
tu

di
es

 o
nl

y)
8

58
9

0.
25

0.
12

 to
 0

.3
7

.0
00

2

C
ar

di
ov

as
cu

la
r (

pr
os

pe
ct

iv
e 

st
ud

ie
s o

nl
y)

4
76

1
0.

15
0.

03
 to

 0
.2

7
.0

1

Ph
ys

io
lo

gi
ca

l m
ar

ke
rs

 (c
ro

ss
-s

ec
tio

na
l a

nd
 lo

ng
itu

di
na

l s
tu

di
es

 o
nl

y)
8

84
5

0.
11

0.
04

 to
 0

.1
8

.0
01

Ph
ys

io
lo

gi
ca

l m
ar

ke
rs

 (p
ro

sp
ec

tiv
e 

st
ud

ie
s o

nl
y)

10
96

1
0.

17
0.

07
 to

 0
.2

7
.0

01

Im
m

un
e 

fu
nc

tio
n 

(c
ro

ss
-s

ec
tio

na
l a

nd
 lo

ng
itu

di
na

l s
tu

di
es

 o
nl

y)
4

31
2

0.
12

−0
.0

1 
to

 0
.2

4
.0

7

Im
m

un
e 

fu
nc

tio
n 

(p
ro

sp
ec

tiv
e 

st
ud

ie
s o

nl
y)

7
25

1
0.

21
0.

05
 to

 0
.3

6
.0

1

C
an

ce
r (

cr
os

s-
se

ct
io

na
l a

nd
 lo

ng
itu

di
na

l s
tu

di
es

 o
nl

y)
14

2,
10

2
0.

27
0.

16
 to

 0
.3

6
<.

00
1

C
an

ce
r (

pr
os

pe
ct

iv
e 

st
ud

ie
s o

nl
y)

4
75

6
0.

07
−0

.0
01

 to
 0

.1
4

.0
53

Ph
ys

ic
al

 sy
m

pt
om

s (
cr

os
s-

se
ct

io
na

l a
nd

 lo
ng

itu
di

na
l s

tu
di

es
 o

nl
y)

16
2,

14
8

0.
25

0.
19

 to
 0

.3
0

<.
00

1

Ph
ys

ic
al

 sy
m

pt
om

s (
pr

os
pe

ct
iv

e 
st

ud
ie

s o
nl

y)
1

24
2

0.
16

a
–

–

Pa
in

 (c
ro

ss
-s

ec
tio

na
l a

nd
 lo

ng
itu

di
na

l s
tu

di
es

 o
nl

y)
12

1,
92

5
0.

25
0.

15
 to

 0
.3

5
<.

00
1

Pa
in

 (p
ro

sp
ec

tiv
e 

st
ud

ie
s o

nl
y)

3
17

8
0.

10
−0

.0
5 

to
 0

.2
5

.1
8

Pr
eg

na
nc

y 
ou

tc
om

es
 (c

ro
ss

-s
ec

tio
na

l a
nd

 lo
ng

itu
di

na
l s

tu
di

es
 o

nl
y)

2
35

9
0.

10
−0

.0
2 

to
 0

.2
0

.1
0

Pr
eg

na
nc

y 
ou

tc
om

es
 (p

ro
sp

ec
tiv

e 
st

ud
ie

s o
nl

y)
1

98
2

0.
09

a
–

–

a Th
er

e 
is

 o
nl

y 
on

e 
st

ud
y 

in
 th

is
 c

at
eg

or
y.

 T
hu

s, 
a 

m
et

a-
an

al
ys

is
 w

as
 n

ot
 c

on
du

ct
ed

. T
he

 si
ng

le
 e

ff
ec

t s
iz

e 
is

 p
ro

vi
de

d 
fo

r t
he

 o
ne

 st
ud

y 
in

 th
is

 c
at

eg
or

y

Ann Behav Med. Author manuscript; available in PMC 2010 September 20.


