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that personal optimism is an important variable in the successful adaptation to the
later years of life. For example, Palmore, Randolph, and Overholser (1979) stress
four basic factors to successful aging: (1) a variety of meaningful activities; (2) good
health habits; (3) sound financial planning; and (4) mental attitude—an optimistic
outlook. Havighurst, Neugarten, and Tobin (1968) have observed that successful
agers are individuals who (1) take pleasure from daily activities; (2) view life as
meaningful and accept life circumstances; (3) believe they have achieved their
major goals; (4) have a positive sell-image; and (5) maintain happy and oplimistic
attitudes and moods.

BEHAVIORAL HEALTH AND GROWTH MODELS
OF HUMAN DEVELOPMENT

Psychiologists interested in the health field are on an exciting new frontier of inter-
disciplinary collaboration in the scientific exploration of health-behavior relation-
ships. At the first anniversary of the newly formed division of Health Psychology
within the American Psychological Association, Matarazzo (1980) described the
new opportunities for training, research, and practice in the fields of behavioral
medicine and behavioral health. He viewed behavioral medicine as a broad inter-
disciplinary field of inquiry concerned with health and illness or related dysfunc-
tions (e.g., hypertension, smoking, obesity, efc.). He preferred the term behavioral
health to describe the subspecialty concerned with the maintenance of health and
the prevention of illness in currently healthy persons. _

The behavioral health philosophy has emerged in response to a growing reali-
zation that the traditional illness model, with emphasis on remediation, is no longer
appropriate to deal with modern stress-related problems. As well, the health system
is being overburdened and the cost of health services is rising at an alarming rate
cach year (Ryan & Travis, 1981). Tealth professionals, disenchanted with the
medical model, were quick to respond to the challenge by proposing new preven-
tative approaches to health, culminating in the wellness movement (Antonovsky,
1979, Ardell, 1977; Ryan & Travis, 1981). Figure 7-1 describes the essence of the
wellness model. In the medical model, health is viewed as a dichotomous construct.
If disease is present, one is considered ill; if it is absent, one is considered healthy.
In the wellness model, health is a continuum, anchored by premature death and a
high level of wellness.

A parallel progression of events is evident in the field of life-span develop-
mental psychology. Over the past decade, we have witnessed a shift from the deficit
or decrement models of human development to growth or competence models
(Albee, 1980; Bond & Rosen, 1980; Butler, 1974; McCrac, 1981). Growth models
of aging give greater weight to the adaptive processes in the later Years. The theo-
retical orientation of Erikson (1963), the content analysis of biographical material
by Buhler (1935), and the life cycle analyses of Neugarten (1979) converge in de-
scribing the adaptive processes or developmental themes across the life span. An
analysis of these themes supgests that the life span can be differentiated into three
broad stages, each characterized by life experiences that differ in kind and quality
(see Table 7-1).

If there are age differences in human adaptation to life events, they may be
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FIGURE 7-1. The Wellness Model of Health. Moving from the
center to the left shows a progressively worsening state of health,
Moving to the right of center indicates increasing levels of health
and well-being. The treatment modal can bring you to the neutral
point, where the symptoms of disease have been allaviated. The
waellness modal, which can be utilized at any point, directs you
beyond neutral, and encourages you to move as far to the right

as possible. It is not meant to replace the treatment model on the
left side of the continuum, but to work in harmony with it. If you
are ill, then treatment is important, but don't stop there, [From
The Wellness Workbook by Regina Sara Ryan & John W, Travis,
M.D. Copyright © 1981. Used with permission. Available from Ten
Speed Press, P.O. Box 7123, Berkeley, CA 84707.)

a function of differences in the kind and quality of experiences encountered at
different times during the life span rather than due simply to the passage of time.
The values and goals of one stage of life may become dysfunctional at another,
necessitaling some reorientation. The specific set of properties that govern changes
during childhood and adolescence (e.g., biological-maturational growth) are differ-
ent from the properties that govern change during adulthood and the later years
(Ager, White, Mayberry, Crist, & Conrad, 1981-82; Flavell, 1970; Lowenthal,
Thumnher, Chiriboga, & Associates, 1975). The monumental work of Lowenthal
and her associates (1975) contributes much to our understanding of adaptational
patterns at successive transition points in the life cycle. Baltes and Nesselroade
(1979) have pointed out that nonnormative events, that is, events which do not
follow a biological-maturational sequence such as illnesses, -losses, marital disrup-
tions, relocation, etc., become increasingly important later in the life span. Neu-
garten (1979) described the aping process as a *“‘continually changing sense of self

TABLE 7-1 Stage of Life and Kind and Quality of Experience

STAGE KIND AND QUALITY OF EXPERIENCE

Youth and young Sensing, perceiving, feeling; skill acquisition;

adulthood planning, developing, and testing life goals
‘. Adulthood Crystallization of goals; self-review of life
goals; reassessment of lifestyles
Maturity

Integration, interpretation; refiection, antici-
pation; meaning and purpose of existence;
life review; value reorientation
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and a changin;; set of adaptations. With the passagt:1 c:if t(irnes,gl';f)e becomes more,
lex; it becomes enriched, not impoverished " Ap. - ‘
ot leﬁio't‘):gavimai health approach and the growth models of étfe-s;t);n d;vel:?pe
; i i irection to understanding the adaptiv
tal psychology combine to provide direction adaptiv
I;:?::::ssez z'n the gf:t:: years. Our investigation of the role of personal optimism in
the health of older adults reflects the influence of these two current trends.

THEORETICAL, CONCEPTUAL,
AND MEASUREMENT PERSPECTIVES

In humans, the cortex has the potential to c?tf:r! complete controtfovz{z]r tl‘m‘mr’:rhe-
primitive subcortex (Simceons, 1960). The a’mhl)_r nl'human.s to sc -rel ec .w(;; 2
stract, and to represent the environment sym.bnhcaﬂy has given lhlemlt e pnil 2
modulate subcortical processes at the conscious lev‘e!. As a result, }umaln ;ress_
acquired tremendous flexibility in interpreting biologically based rezctls;ms 0(]931]
ful events. Such flexibility, however, can be a df'm'bfle-edged swor g .enry
expressed the potential consequences of such flexibility when he wrote:

The enormous complexity of human society and .man‘s capaml)tr‘ th'rm;ﬁlhr::
symbol system to identify with more powcrft_ll. hcmgs?-gofis or chosen L.Jl o
or institutions—give him a cerlain invg]ncralnlity to limbic s}l'slc;ir‘n ;ro::?lér.
long as he perceives himselfl to be soually_supporled here or in e f t;l;)l.h he':
But, if as the result of early or late expericnce or a combmahonlo o f;ate
comes to perceive himself as helpless and lacking in ?ower t}? contro cia.nonai
he may well become more vulnerable than an animal whose asso .
cortex is more limited. (p. 33)

The ability of humans to utilize symbol‘syslcms givcs. lluI:m the cupalci::‘)i'“t]:a
experience a wide range of emotions, such as pn'y. shame, guilt, hope, 0:1 ?Elum: “;
It allows them to transcend the time houqdarles o!’ past, prescn:i. an o 0. -
hold future expectations; and to give meaning lo ixtslence. .lndccl bper (penel?e;
mism can be considered as a “coriical elaboration™ of the visceral brain 2
1977).

The Construct of Personal Optimism

The construct of personal optimism has been mosl clnsf,:iy'?_ss(?ualjd atr‘\lcl
used interchangeably with the construct of hope. ‘IL can hF cll.:s:ls: lcu u:o::::c .
general heading of attitudes toward the future whic_h also includes the P
of future orientation, future expectation, and future time perspective. o

A number of psychologists have atlempted _m.develop a ll\eo‘;etwtah h‘nd
work for the construct of hope or personal optimism. Lewin (1948) theoriz
about the importance of time perspective:

i indivi ing limited to what he considers
life-span of an individual, far from being
.{:ee prcseﬁl situation, includes the future, the pre.sen_l.and also lht_':. pas:ti
Actions, emolions, and certainly the morale of an individual at any instan
depend on his total lime perspective. (p. 104)
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The extension into future time is referred to by Lewin as the “psychological fu-

ture.” Hope is defined as the expectation that “sometime in the future, the real
situation will be changed so that it will equal my wishes.” Lewin cautions that the
psychological future seldom corresponds to what actually happens later. The indi-
vidual may engage in unrealistic optimism, vacillating between the extremes of hope
and despair. However, "regardless of whether the individual's picture of the future
is correct or incorrect at a given time, this picture deeply affects the mood and the
action of the individual at that time" (p. 104). Persistence and level of aspiration
depend on the value of goals and expectations of goal attainment—both considered
key components of personal optimism, .

Erikson (1980) places the construct of hope within his psychosocial theory
of human development. Hope is based on a sense of trust (an attitude toward one-
sell and the world) developed during the trust-mistrust stage prior to the first year
of life. For Erikson, trust implies confidence that one can cope with urges within
onesell and that one can rely on the sameness and continuity of the caretaker.
Successful resolution of the conflict at the trust-mistrust stage produces a sense
of trust and favorable expectations of new experiences: unsuccessful resolution
produces a sense of mistrust and fearful apprehension of future situations (Maier,
1969).

Farber (1967) views hope as jointly determined by personality make-up and
situational demands. The critical personality factor is a sense of competence; the
situational demand is the degree of threat leveled against the individual in a given
culture. Examples of threats include loss of a loved one, loss of status, and the

ravages of a disease. The relationship between a sense of competence and threat
is described by a ratio function:

Hope = {(C/T) where C = sense of competence and T = threat on

a social-psychological scale of threats for a given
culture, objectively determined.

Thus, the higher the sense of competence relative to a given threat, the greater the
sense. of hope. In addition, given a stable sense of competence, hope can vary in
direct proportion to the degree of threat. Thus hope is a domain-specific construct.

In the tradition of learning theory, Mowrer (1960) equates hope with the goal
event of reward and conceptualizes the mechanism of hope in terms of conditioned
goal anticipatory responses, such as salivation when food is used as reward. Hope,
then, may be objectively defined by various parameters of reinforcement. For ex-
ample, the higher the percentage of reward, the greater the hope. The behavioral
manifestation of hope is the vigor or persistence of behavior directed toward the
goal event.

However, in the context of studying how organisms cope with prolonged
frustration, Wong (in press) has found that goal persistence is also dependent on
the availability of instrumental options. Wong has observed that for both humans
and rats, the more instrumental opportunities, the greater the goal persistence,
even when reinforcement parameters are kept constant. For example, given the
same reinforcement history, organisms will persist longer when there are many
roules leading to the goalbox than when only one route is available. By the same
token, an individual should be more hopeful of achieving desired goals in life, when
he or she has more instrumental options. Thus, hope may be operationally defined
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by the number of available alternative instrumental responses to a.chwve the desired
s In the context of developing a two-dimensional model of loclus of‘c?n‘trﬁl,
Wong and Sproule (1983) argue that one's expectancy oi: success ?rlmop](; lisljs::nm);
determined by internal control and external control. _An mdmduaﬁ_ .sttou o
maximum expectancy of success, when there !s a high degr'ce ?1 in em?_ N
(in terms of competence and instrumental options) and a high eigtee 0 P;Q -
control (in terms of help andd supporl! from po;vcrful others). In other words, hop |
oth internal and external resources. - .
depeﬂisig‘:: B 979), who is an anthropologist, prcfer.s the term opr:rn:;r?; to ﬂ::f;li:i
“3 mood or attitude associated with an expect‘ahon atzou\ the sc;gm dn: el
future—one which the evaluator regard§ as soc.laHy desirable, to usla“zzsa fuua.
for his plasue” (. 18) For Tier opiise 8 T sl 1 s
ion-specific state and depends on wha : ' le. (
:i?ﬁl;pc;;i{;:al. “In essef}ce there can be no obje‘ctwe‘ly olt‘;vmus Opl:r:;s?:,islld:
always subjective and exisls in [;hclco(nle‘xé)nf an individual's purposes
i d by the individual™ (p. 18).
scrlb"—i‘r?gre?s::lg':::s lhyat the role of man as a hunlgt-gathere.r, the ‘de‘ve'l:{pmeri;vtci}i;:l]
large cerebral corlex, and the incrca‘\singl{30:151t:.:uiy(Erf“.r::;:aii::ﬁ.;n;:‘::mIIEd }‘n;,k
{ tape to those who think things . make plins, ¢
:;izlaal:!“;::zrﬁl\:d::t‘:l:eg. “For social as well as eco:EomiF and ccnlogmcn’l 1cu?on?, tlLl::
came useful, if not essential, to employ symbolic skills I'o’r ev.alua.lmgr’t e 11;979)
(p. 21). Thus, optimism is considered as necessary to survival as air ( Ingr.orelicai
To date, Stotland (1969) has provided the most comprehe.ns;ved :::e S
perspective on the psychology of hope. Stotland atlempts to :mlae 1ectan2
construct within the experimental psyclfo!ogy tradition, pamc;i arlg exp : oaf
theory. He defined hope as “an expectation greater lh.an zerc; of ac uet:'mgercfivea
The degree of hopefulness is thz 13;;! of this expectation or the person's p
ili rieving a goal™ (p. 2).
pmbagll]:tj{a(r}lfdaﬁroposis s.géven pl:cposilions from which_ a nl.:\mbcrr (if l:ﬁpothzs:;
have been formulated. Space does not allow for a Iull'dlscussmr; 0 i‘ae : eo{r}zmon
the empirical evidence cited in support of il‘. Su_t'ﬁcc it to say :11a! lledp nE)hc gy
that a sense of hope is a prcrequisil;: fo{rl at-)n::lon’ is crucial to understanding
i n hope and health-related behaviors.
unnm;-[l]e?:ite‘:s?n (IQP'H) discusses hope at two ‘l‘cvels. At le\fei onT. h'f:pf' |sl lltl:;
expectation of something positive in the fulur?_ ?-iope at this 1?:"? refers cnno)l;\':sq
future direction. At the second level, hope is vlc.wed as the “‘cognitive upr‘ ex\-
of thrusting the past into the future.” In elaborating, Hend?rgonbslales_r it] =
pectancies of something positive are to some extent determined ); p(:S! :vewli‘en
experiences which lead to feclings of competence a'l.ld mastery arnl( which
projected into the future provide a cognilive and emotional sense of hope. R
A number of clinical investigators have focused on the nepalive ?)?}: ol 1|
hope construct. For example, Beck, Weissman, L.cslcr. and Trexler I{_l _,uzi;;'\;cx:
oped an operational measure of 110pcle§SI1ess dcfu.led as a system ;: mil, fadagd
pectancies concerning oneself and one's future I!fe. Related Ato l_ope es i
the learned helplessness construct (Garber & Seligman, 198.0._ S; lgm:;lln,l % a[;
Helplessness results from the expectation l!wl the outcome is in eplen en o
individual's response. A helpless individual is one who perceives oulcomes
uncontrollable or nonconlingent.
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L CANCEROUS GROWTH ]

The effect of stressors on cancer develo i i
; : pment in animals has been thoroughl
reviewed by Friedman, Glasgow, and Ader (1969) and by LaBarba (1970) \gvhz
cou;cluded li!al under certain circumstances, tumorigenicity and mortality in ani-
;m s can bt? lnﬂlfenceq by experimental and/or environmental manipulations. Two
(;:lci:n]l studies using mice and rats report a relationship between inescapable shock
ex:g;:g::l::s) and t;m(;r growth,ssuggesling that lack of control over stressors
cancer development (Skla ; Visintai icelli
ooy o p (Sklar & Anisman, 1979; Visintainer, Volpicelli,
Before we review the available hur i
nan evidence, we would like to point out
;i};::amereair: t\;;?sl!ﬁae\;fdar%:[ the. rr;etho;jo}l.logica] problems that plague theprcsearch
t : - the majority of the studies are retrospective in their des
andb;m: subject to relrospe?t_ive contamination (Brown, 1974) and imerpret:iliig
Srl?di:smfyg{i{l]; icﬁmrouglh c_:rquue, see Fox, 1978). Nevertheless, the results of such
i lle conclusive, do offer suggestions and directions for i
andforopredlctwe stuc{:es on the relationship between hopelessness and cair::rpec““
e ne ogthhe earliest anecdotal accounts of a relationship between psyc};ologi-
i :;eai: the ?cc‘[rtetlu;;mentrof cancer was given in the second century A.D. by
g reported to have found cancer to be more fre in holi
a il ¢ quent in “melancholic™
(deprels:ed) as opposed to. sanguine™ (cheerful) women (Mettler & Mettler 19411(':}
. a content an_alysls of lluf writings of the eighteenth- and ninetee;ﬂh-cen-‘
j{ofpal? (};E;;I;;‘ls ;Jegard:ing the relationship between emotions and neoplastic disease
, observed a characteristic pattern in the life | i i ior
16 e emelchoent oo o pater e life histories of patients prior
ol - The life situation was characterized by ()1
z;g::tﬂli.c’_anl figure through iliness, separation, or by death; (2) frustraf‘;o(n ?}fossis r?i!;'iaj
Kowa; zog;;ijézgduﬁz fi‘esplalrran]ii ho};:elessness as a reaction to loss and frustragt'ion
: 1at “out of the whole range of human emotion -
s they all .
cians], more or less, tended to select for emphasis those which reﬂecteﬁ desg}i‘ry:lr

hopelessness' as the precursor of the neoplastic state. Of this relation between de-
spair and cancer they were convinced” (p. 227). A similar pattern was reported by
LeShan and Worthington (1956) in their review of the nineteenth- and twentieth-
century literature.

The work of LeShan (1966) corroborated these early observations. LeShan
traced the emotional life-history pattern associated with neoplastic diseases of 450
adult cancer patients and 150 controls equated by age, sex, and social class over
a 12-year period. He found a specific and typical pattern of development in 72 per-
cent of the cancer patients and in 10 percent of the equated controls. The pattern
consisted of five major phases: (1) emotional disturbance in childhood, prior to
the first seven years, characterized by feelings of isolation, rejection, hopelessness,
and despair; (2) poor outlet for emotional discharge as an adult but a positive ca-
thexis to spouse, job, or children that gave meaning to life; (3) loss of the cathected
object; (4) feclings of isolation, hopelessness, depression, despair; and (S) discovery
of cancer at some time from 6 months to 8 years [ollowing loss of the cathected
object. LeShan placed primary emphasis on the feeling of despair: *“The depth and
intensity of this orientation is so great that it is difficult to describe. Basically, it is
bleak hopelessness about ever achieving any real feelings of meaning or enjoyment
in life” (p. 783). Goldfarb, Driesen, and Cole (1967) and Simonton et al. (1978)
have identified similar psychological processes that precede the onset of cancer.

Thomas, Duszynski, and Shaffer (1979) shed some light on the nature of
the emotional disturbance in early adulthood as described by LeShan (1966) and
LeShan and Worthington (1956). In an impressive long-term prospective study of
medical students (all males), Thomas et al. observed that those who perceived the
relationship to their parents as one lacking in closeness (e.g.. emotional distance
and detachment, active hostility) were more likely lo develop cancer. The father-
son relationship appeared to be the most crucial; the mother-son relationship was
also important but its linkage to development of cancer was less marked.

Several studies provide support for LeShan’s (1966) observations that cancer
patients typically have poor emotional outlets (Bahnson & Bahnson, 1966; Greer
& Morris, 1975: Kissen, 1963; Kissen, Brown, & Kissen, 1969; Morris, Greer, Pettin-
gale, & Watson, 1981 Wirsching, Stierling, Hoffman, Weber & Wirsching, 1982).
Greer and Morris conducted a carefully controlled investigation of the psychologi-
cal attributes of women admitted to hospita! for breast tumor biopsy. Information
was obtained from patients by means of detailed structured interviews and various
tests on the day before the operation, without knowledge of the provisional diag-
noses. Sixty-nine patients were found to have breast cancer and 91 patients, who
were diagnosed as having benign breast cancer, served as controls. No differences
were found between the two groups on a large number of demographic and psycho-
logical variables. However, the two groups differed significantly with respect to
emotional release—a higher proportion of the cancer patients suppressed their anger
and other feelings compared to controls. These results were replicated by Morris
et al. (1981). Similar results were reported by Kissen (1963) and Kissen et al.
(1969) who found a more restricted outlet of emotional discharge among male lung
cancer palients compared to noncancerous controls. Bahnson and Bahnson (1966)
found that cancer patients tended to deny and repress conflictual impulses and
emotion to a significantly higher degree than normal controls.

In a recent study of the psychological profile of breast cancer patients as-
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sessed before biopsy, Wirsching et al. (1982) found that cancer patients compared
to benign controls were more likely to remain aloof, suppress their emotions,
rationalize, show no anxiety before the operation, show unusual altruism, avoid
conflict, and to show signs of helplessness and hopelessness. This psychological
profile was found in all breast cancer patients and in a quarter to a third of the
patients with benign tumors. The profile led to a highly significant correct predic-
tion of 83 percent of the cancer and 71 percent of the benign patients. Although
the cancer patients were older compared to the benign controls, the age difference
had no effect on the results.

A number of prospective studies linking hopelessness to the development of
uterine cervical cancer in women have been reported by Schmale and lker (1964,
1966, 1971). In one scries of studies (Schmale & Iker, 1964, 1966), 51 healthy
women under the age of 50 and considered equally predisposed to the disease com-
pleted an open-ended, tape-recorded interview and several psychological tests. The
interview data were analyzed in terms of the extent to which feelings of hopeless-
ness were expressed. Hopelessness was defined as “a complete sense of frustration
for which the individual felt there was no solution.” Cancer was predicted, inde-
pendent of the biopsy results, as present or absent based on interview evidence of
recently experienced (past G months) feelings of hopelessness. Of 18 women pre-
dicted to have cancer, 11 (61 percent) were actually found to have cancer; of the
33 predicted to have no cancer, 25 (76 percent) did not have cancer. These results
were statistically significant. The additional predictions that cancer patients would
show higher depression, lower ego strength, and lower femininity scores were not
supported.

In a content analysis of the nature of the recent life events experienced by
the predicted cancer versus no-cancer patients, Schmale and Iker (1966) found that
while threat of loss made up the majority of the events, the threats were about
equal in the two groups. Thus, it was not the life events per se, but the presence
of the reported hopelessness in reaction to the experiences that differentiated the
cancer from the no-cancer patients. Finally, the authors point out that the feeling
of hopelessness does not predispose to cancer; it merely plays a facilitative role in
an already biologically predisposed organism. These findings support earlier obser-
vations in a retrospective study conducted by Schmale (!958).

Psychological factors also play a role in the course and outcome of neoplastic
disease. Greer, Morris, and Pettingale (1979) conducted a prospective 5-year study
of 69 consecutive female breast cancer patients. The patients were under 70 years
with no previous history of malignant disease, a breast lump less than 5§ ¢m in
diameter, and no distant metastases. Psychological responses were obtained by
means of a structured interview. The responses were grouped into four mutually
exclusive categories: (1) denial—active rejection of any evidence about the diagno-
sis, little reported emotional distress; (2) fighting spirit—a highly optimistic attitude
that cancer can be beaten; (3) stoic acceptance—acknowledgment of the diagnosis,
butasically ignoring it and carrying on a normal life; (4) feelings of hopelessness/
helplessness—a complete engulfment by knowledge of diagnosis, preoccupation
with cancer and impending death, lack of hope, obvious mental distress. The sta-
tistically significant results showed that 75 percent of the patients who were alive
with no recurrence at 5 years after the operation had initially coped with denial
or fighting spirit, whereas 35 percent had responded with either stoic acceptance
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or hel lcssness‘ﬂlopeiessness. Furthermore, of the women who subscc{luenl‘l}; s({l::i,
88 er:cent reacted initially with stoic acceptance or helplessness/hopele . nai
Fortr;'-six percent of the women who were alive and well showed these emotio
nacm;-‘llé-mc and Picard (1979) conducted 2 predictive slu«!y of 110 rnal; pa?eft_:‘tr:
with undiagnosed subacute x-ray lesions of the lung. Ratings were made o iy
subscales of psychosocial risk factors selected on the basls'of pze\];l‘?}:s‘r(e:;z;wk
ings: i i ility; (2) job stability; (3) marriage stability;
findings: (1) childhood instability; ( b st : B oo
: t significant loss. The midpo T the
of plans for the future; and (5) recen ‘ o ek
i d to predict palients with benigh . 2
posite scale score was usc : D e et
i i ge. Actual pathological diag :
malignant (above midpoint) discase ¢ - ok o
i i & months after the interview. Ihe psy
in a follow-up review at an average 2 e L i
tly predicted the diagnoses of 53 (80 percen )o ‘ .
sbia;?gﬁoég:asz i':nd 27 (61 percent) of the 44 with llung ca;lmiseri(()lt'_ tl;enfswf:ns?:e
igni iob stability, and lack ol pia
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with stress by means of faith, denial, pride, or hope had a lower corticosteroid
response, while those who were anxious, dejected, hopeless or despairing had higher
hydrocortisone rates.

In their mind/body model of cancer development (Figure 7-2), Simonton
et al. (1978) describe the mechanism by which a psychological state of hopeless-
ness or despair gets translated into malignant neoplastic disease. Several animal and
human studies and review articles clearly suggest that psychological stress involves
the central nervous system, particularly the hypothalamus, the neuroendocrine
and the immunological systems in a complex network of mediating relationships
(Cunningham, 1981). An organism’s vulnerability to disease is heightened by means
of cellular and humoral immunosuppression produced by central nervous system
and hormonal activity. The link between psychological stress and the immune
system has also been demonstrated through behaviorally conditioned immunosup-
pression, hypnosis, and hypothalamic lesions (Ader & Cohen, 1975; Gorczynski,
MacRae, & Kennedy, 1982; Riley, cited in Holden, 1978; Rogers, Dubey, & Reich,
1979; Selye, 1956; Sklar & Anisman, 1981; Solomon, 1969; Southam, 1969; Stein,
Schiavi, & Camerino, 1976).

In a unique prospective study, Bartrop, Luckhurst, Lazarus, Kiloh, and Penny
(1977) investigated the effects of bereavement on the immune response of healthy
adults. T and B cell numbers and function, and hormone assays were studied at
two and six weeks after bereavement. The authors found the cell-mediated immune
response o be significantly depressed in the bereaved group at six weeks compared
to a hospital control group. No differences were found in T and B cell numbers
and in hormone levels. Thus, a direct link was demonstrated between severe psy-
chological distress and abnormality in immune function that was not mediated by
hormone changes. It is worthwhile pointing out that loss of a significant other is
typically accompanied by affective states, such as hopelessness, that consistently
emerge in the psychosocial profile of cancer patients.

In summary, the evidence reviewed points to a fairly uniform pattern of ante-
cedent psychosocial events having a direct as well as an indirect suppressive effect
on the immunological system leading to cancer. More specifically, the construct of
hopelessness or despair has been consistently identified as the primary affective
precursor to the onset, development, and outcome of neoplastic disease. Certainly
not all individuals with the psychological pattern described in this section develop
cancer, and there are, no doubt, individuals without the pattern who do. However,
the linkage of hopelessness or despair to cancer seems to have been established.

Several of the previously cited studies controlled for the effect of age and
for a good reason because normal immune functions decline with age (Makinodan,
1977). In animals and humans, the thymic lymphatic mass decreases with age due
to atrophy of the thymic cortex. Associated with involution of the thymus is a
decline of circulation levels of natural antibodies and thymic hormones. Interest-
ingly, the decline begins at sexual maturity (Makinodan), just about the time when
mortality rates (the Gompertz curve) in the population begin to rise.

Infections, autoimmunity, and cancer increase as the normal immune func-
tions decline with age. This relationship is most striking among the aged in both
humans and animals (Makinodan, 1977; Teller, 1972). Immunoengineering through
selective alteration of the immune system by the manipulation of diet, body tem-
perature, drug treatment, and rejuvenation via injection of young donor immune

147  Personal Opiimism, Physical and Mental Health

i

cells or stored autologous immune cells has the potential to reduce the severity of
various diseases associated with aging (Makinodan, 1977). '

At the moment, these approaches are at a very preliminary stape of develop-
ment, Furthermore, they do not directly address the question of the influence of
psychological states on the growth of cancer. Since the normal immune function is
aiready declining with age, any additional immunosuppression brought on by cog-
nitive/affective states such as hopelessness should lead to increased susceptibility
to disease in the elderly. We need an approach that will focus our attention on
positive psychological states. Do psychological factors of a positive nalure increase
the efficiency of the immune system? Can a change for the better in the psycho-
logical state of a cancer patient affect the development of the tumor? What is the
nature of such change? What happens physiologically and biologically when psycho-
logical states are improved? The salutogenic orientation, to be presented later, will
address these issues.

Hopelessness and sudden death. One of the mysteries of life is the sudden
death phenomenon that cannot be explained in terms of pathological factors.
Cannon (1957), in attempting to understand the so-called voodoo deaths occurring
in primitive cultures, postulated that they were tripgered by powerful emoticnal
states that aroused the sympathicoadrenal system of the organism (see Newquist,
Chapter 6, this volume). In a review of the literature on sudden death or disease,
Goodfriend and Wolpert (1976) concluded thal emotfional states, particularly the
state of hopelessness, precipitate a physiological response leading to sudden death.
However, the specific physiological mechanisms could not be identified.

In a preliminary report on psychosocial factors and sudden death in 26 men
predisposed to cardiovascular disease, Greene, Goldstein, and Moss (1972) reported
that the majority of these men had been depressed for a week up to several months
prior to sudden death. Sudden death seemed to be precipitated by acute arousal
of affects such as anxiety or anger. The authors concluded that the combination
of depression and acute arousal produced disharmonious responses in the hor-
monal and autonomic systems, although evidence for the latter conjecture was not
provided. :

In a now-classic study, Richter (1957) investigated the nature of this phe-
nomenon in wild and domesticated Norway rats and atlempted to identify the
crucial variables. Based on some puzzling observations made in connection with
another problem, Richter de-whiskered 34 wild and 12 domestic rats and placed
them in an inescapable water jar. In this situation, normal control rats will swim 60
to 80 hours prior to exhaustion. He found that 3 of the 12 domesticated rats dove
to the bottom of the jar and drowned within two minutes; the remaining 9 swam
40 to 60 hours. On the other hand, all 34 wild rats died within 15 minutes follow-
ing immersion. Moreover, heart and respiratory rates were shown to slow down
before death, indicating that the rats died as a result of overstimulation of the
parasympathetic rather than the sympathicoadrenal system. Richter attributed the
sudden deaths to hopelessness. “The situation of these rats scarcely seems one

demanding fight or flight—it is rather one of hopelessness . . . the rats are in a
siluation against which they have no defense . . . they seem literally to ‘give up’”
(p. 196).

From the salutogenic perspective of this chapter, the more interesting finding
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reported by Richter Is that immersion of the wild rats for a few minutes on several
occasions (stress inoculation) eliminated the sudden death phenomenon. Wild rats
who learned that the situation was not hopeless swam just as long as (or longer
than) domestic rats, In Stotland’s (1969) words, *“Hope of survival is essential for
action for survival” (p. 21).

In an attempt to document the sudden death phenomenon in humans, Engel
(1971) analyzed a large number of newspaper accounts of sudden unexpected
deaths. He identified eight life-setting categories conducive to illness or death:
(1) the collapse or death of a close person; (2) during acute grief; (3) on threat of
loss of a close person; (4) during mourning or on an anniversary; (5) on loss of
status or sell-esteem; (6) personal danger or threat of injury; (7) after a danger is
over; and (8) reunion, triumph, or happy ending. Common to all of the life events
is either a response to overwhelming excitation or hopelessness (giving up). Engel
proposed that both the fight-flight and the conservation-withdrawal systems are
provoked by the psychological stress leading to lethal cardiac events.

In another study, Engel (1968) described the common coping response lead-
ing to either iliness or death as the “'giving-up, given-up complex.™ lts characteristic
feature is a sense of psychological impotence, a feeling that one cannot cope with
changes in the environment and that previous coping mechanisms and resources
are no longer effective or available. The “giving-up, given-up complex™ is charac-
terized by: (1) a sense of helplessness and hopelessness; (2) a depreciated image
of oneself; (3) a loss of gratification from relationships or roles in life; (4) a dis-
ruption of the sense of continuity between past, present, and future; and (5) reac-
tivation of memories of earlier periods of giving up (Engel, 1968). For Engel, the
“giving-up, given-up complex” is neither a necessary nor a sufficient condition for
illness or death but plays a role in modifying the capacity of the organism to cope
with disease.

Miller and Lieberman (1965) investigated the effect of changes in the socio-
physical environment on the mortality, morbidity, and psychological disability of
aged persons. Forty-five women, aged 61 to 91, underwent relocation from a small
state-controlled home to a large state institution. All were free from mental and
physical symptoms at the initial interview. Several measures of adaptive capacity
and affect were obtained at 2 weeks prior to relocation, and 6 weeks and 18 weeks
after moving. At 18 weeks, 23 of the 45 women showed negative change in health
(death, physical and psychological deterioration). Depressive affect at the initial
interview was the only variable to differentiate the no-change from the negative-
change groups. Women who had been depressed before relocation showed health
declines after moving. Upon reexamination of the depression construct, however,
the authors determined that meaninglessness and hopelessness were the primary
components of their measure. Thus it was meaninglessness and hopelessness that
modified the capacity of the women to deal with relocation stress leading to rapid
physical and psychological decline.

~ The evidence suggests that sudden death or illness is the result of strong emo-
tioflal reactions, particularly feelings of depression and hopelessness. Sudden death
can occur in otherwise healthy people and is augmented in individuals predisposed
to illness. The specific physiological mechanism is still unclear, although it seems to
involve both the sympatheticoadrenal and the parasympathetic nervous systems.
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Hopelessness and suicide. One of the most disturbing aspects of mental
health and aging is the dramatic rise in the suicide rate of people 60 years and old_er.
In 1975, Americans over 60 years of age represented 18.5 percent oflihe. population
but committed 23 percent of all suicides. Older white males are particularly vulner-
able. While the suicide rate in the population has remained relatively stable at be-
tween 9 and 13 per 100,000 since 1945, the rate for older white males has ranged
between 40 and 75 per 100,000. The male/female ratio during the ages 65 to 69 is
4 to 1. This increases to 12 to 1 by age 85. While females artempr suicide three
times as often as males, males commit suicide three times as often as females
(Miller, 1979). o N

Stengel (1973) has made a psychodynamic distinction belwt?en suicide at-
tempters and suicide committers. Attempters appeal for help.; commllger_s are IE\(?I.!-
vated toward self-destruction. The success of older males in committing smmdg
suggests that suicidal acts for appeal are not as common among o?der males. Sui-
cidal behavior is often associated with an inability to cope with s;gn'lﬁcan{ ioss:es
(Farber, 1967; Henderson, 1977; Resnik & Cantor, 1970). Losses in economic,
social, physical, psychological, and emotional spheres are more common among
the elderly, not necessarily because of age but because of having lived and experi-
enced life longer. _ ‘

Some elderly people experience grave tragedies throughout life, but never
even think of committing suicide; others may suffer only minor fears, yet lose their
desire to live. Scveral sociological and psychological explanations have been offe_red
to account for suicidal behavior, including anomie, role failure, feelings of inferior-
ity, loss of self-esteem, lack of a confidant, loneliness, dependency conflict, depres-
sion, and hopelessness (Birren, 1964; Durkheim, 1951, Farber, 1967; Henderson,

1977; Hendin, 1963, Miller, 1978, 1979, Pfeiffer, 1977; Stenback, 1980). Depre§-
sion, defined as an affective disorder manifested in psychologicﬂ% (e.g." dysphoric
mood, apathy, withdrawal) and physical (e.g., loss of appetile, sieep disturbance,
constipation) ways, is the most commonly cited expl'anahon (Stenback).

Depression may not explain why elderly white males are so much more at
risk. In fact, recent evidence shows that elderly women are significantly more de-
pressed compared to elderly males (Linn, Hunter, & Harris, 1980, Olltmfm,. Michals,
& Steer, 1980). Also, certain kinds of depressive disorders are episodic in nature
(Pfeiffer, 1977) and, unlike hopelessness, do not necessarily imply negative future
expectations. The theme to be developed in this section is that suicide in older
adults, particularly in white males, can be better explained by the mE:nl.aI state of
hopelessness or despair brought on by repeated failures to cope witl? various losses
(Farber, 1967). As Lifton (1979) points out, *‘People who com.mli suicide may
or may not be significantly depressed, but they are glmost certain to be affected
by despair—by a sense of radical absence of meaning ar}d purpose, and of the
impossibility of human connection” (p. 249). Given feel;‘ngs of.hopclessness or
despair, the suicidal person can create a future only by_ killing hlms\::lf or herself
(Lifton, 1979). Thus, suicide can be viewed as an acl carried out to relieve the state
of hopelessness (Stenback, 1980). ‘ ' :

The relationship between hopelessness and suicide has been 1nves(tgnte.d at
the cultural level (Cecchini, 1976; Farber, 1967) and the individual.ievel (Bjerg,
1967; Farnham-Diggory, 1964; Ganzler, 1967; Henderson, 1977; Minkoff, Berp-
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man, Beck, & Beck, 1973; Pokorny, Kaplan, & Tsai, 1975, Stenback, 1980). Farber
found Danes to view life less hopefully, to be more concerned with‘the pre.sent to
bel:come more depressed, and to commit suicide more frequently than Norwegi:;ns
Bjerg foun§ loss of hope to be the main theme in 81 percent of suicide notes'
I-:arnham-Dlggory reported that suicidal patients had a significantly constricteci
view of the future compared to nonsuicidal patients. Ganzler found that In com-
parison to nonsuicidal psychiatric outpatients and normal subjects, the suicidal
group rated the future more negatively. ‘
_ The importance of hopelessness as the critical variable in suicide was high-
lighted in a study of 68 male and female suicide altempters, age range 14 10863
years (Minkol’l‘ et al., 1973). The patients, the majority of wimm were diagnosed
depressive, completed scales of hopelessness, depression, and suicidal intent within
48 hours of admission to the hospital. A highly significant correlation was found
bcl_wcen hopelessness and seriousness of suicidal intent. Furthermore, seriousness
of intent was found to be more closely related to hopelessness than lc; depression
In a subsequent comparison study, Pokorny et al. (1975) suggested that exlcrnai
support systems might lessen the impact of hopelessness as a predictor of suicide

' Feelm_gs of hopelessness and despair were also evident in the psychophy;in-
logical profiles of severely depressed suicidal patients studied by Bunney and
Faw.ccu (1967). These investigators identified four specific patterns of 17-hydroxy-
corh'cuslcmid (17-OHCS) excretion among 143 depressed patients. Patients wil}il
relatively stable high 17-OHCS levels and patients with periodic r-me-m-lwo-day
peaks measured over an extended period of time were later found to be suicidal
None nf_ the depressed patients with low to moderate cortisol levels showed suicidai
len.dcncws. The suicidal patients were described as feeling utterly hopeless, suf-
fclrmg from intense guilt feelings, and were of the opinion that their familie; and
fm:.nds‘wuulld be better off without them. These findings have practical and theo-
:clic.al limphca'lions. First, the specific pattern of biochemical changes can be used
!o_ald in the identification of potentially suicidal individuals. Second. the relation-
ship t:elween belfavioral manifestations of depression and biochemica‘l changes is a
E(;II:E:-EZ: one. Third, depression per se may not be a sufficient condition for suicidal

In a review of the evidence of possible psychosocia i ife hi

u.f suicidal individuals, Henderson (1977) cfmycluded llllarlac;;:zxa:hrolslsfel:::'solgrﬁ
d:':ro.rce. separation, or death early in the person’s life predisposes that individual %0
suicidal tendencies. This individual may later develop a sense of self-worth primaril
through c!.nse‘ r_elalionship with a significant other such as the spouse. {;owevery
“:rhcn .lll{: individual again expericnces a sudden disruption in the affectional rcln:
tiouship he or she becomes vulnerable (o feelings of hopelessness. suicidal ideati
and suicidal behavior (llenderson, 1977). ‘ o

‘ F.al_nily attitudes during the early developmental period may also predispose
an 1:1d1wd.ual to suicide tendencies. In a prospective study of former medical
students cited in an earlier section, Thomas et al. (1979) found a striking similarit
be.hfeen students who subsequently developed cancer and those who becami
suicidal/mentally ill. Both groups rated themselves significantly lower on the
clnscmfss.-lo-purenls scale compared to their healthy classmates. While the cancer
and suicidal groups were similar on some psychological va:inbles‘, they differed on
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others. For example, the suicidal group showed significantly more evidence of
depression and anger than did those who later developed cancer.

Considering Henderson’s (1977) description of suicidal individuals, LeShan’s
(1966) life history pattern in cancer patients and the Thomas et al. (1979) study,
the only apparent difference between the cancer and suicidal patients is that the
former tend to suppress, whereas the latter more readily express their emotions.
It may well be that faced with the same degree of hopelessness, one individual doeg
not have the courage to commit suicide and subsequently develops cancer; whereas
another individual expresses his or her anger and frustration by taking a destruc-
tive act—committing suicide.

In summary. the hopelessness-suicide relationship can be described by a
specific and unique psychosocial pattern. The suicidal individual is one who has
experienced early traumatic loss of an affectional relationship and/or lack of close-
ness to parents. In adulthood, a sense of competence, optimism, and meaningful-
ness is developed primarily through the spouse, the job, or the children. Later in
life, disruptions through personal threats and losses lead to feelings of depression
and failure. The projection of failure experiences into the future gives rise to feel-
ings of hopelessness or despair, culminating in attempted or committed suicide.

Older white American males, particularly those from the middle or upper
class, may be more vulnerable to a disruption of their goals, value orientations, and
sense of competence later in life compared to either females (Thurnher, 1974) or
to nonwhite male peers, fewer of whom would share the higher social status. In

Farber's (1967) words:

One possible explanation in terms of the present theory is that the upper-
class person, when he becomes depressed in the face of some deprivation, is
more restricted than others in psychological space of free movement, in his
areas of hope. In contrast, the member of a class below in such a state can
always hope for socioeconomic improvement as a possible alleviation of-his
difficulties. The upper-class person has everything, and still he is depressed;
he knows that all the things and courses available to him are useless in his
plight. In his elevated position, the world has a low ceiling . . . Suicide, then,
is in the main an act of hopelessness, of despair and desperation. (p. 305)

The Salutogenic Orientation

The neologism salutogenesis was coined by Antonovsky (1979) to describe a
new perspective on the origins of health. The salutogenic orientation embraces the
question of why, in the midst of ubiquitous stressors, so many individuals are able
to stay healthy most of their lives. The major consequences of a pathogenic orienta-
tion have been the overriding emphasis on negative cmotional states and their
influence on illness outcomes and the neglect of studying individuals who, under
extremely stressful circumstances, do not become ill. It is interesting to note that in
a widely referenced prospective study of life change and illness susceptibility,
Holmes and Masuda (1974) found that 49 percent, 25 percent, and 9 percent of
physicians with high, medium, and low life change scores, respectively, became il
9 months later. However, not mentioned are the 51 percent in the high-risk group
who do net report illness. Clearly, other factors are at work in the high-risk group
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that have not been taken inlo account. Kobasa (1979) used the term hardiness
to describe a personality mediator in resistance against stress and illness; the hardy
individual is characterized by a strong commitment to self, an attitude of vigorous-
ness toward the environment, a sense of meaningfulness, and an internal locus of
control. Antonovsky (1979) proposed the concept sense of coherence, an orienta-
tion that sees life as meaningful and manageable, as a psychological resource to
resist stress and illness. Recently, Hutschnecker (1981) described many case studies
from his practice to substantiate the theme that hope sustains life while hopeless-
ness causes death. In the final chapter on “Hope and Cancer,” Hutschnecker cites
from an article produced by Hoffman-LaRoche Pharmaceutical Company:

In a stu'dy of two hundred cancer patients, it was observed that each and
every one maintained at least a little hope. People without hope sce no end to

their suffering but those with hope have ‘confidence in the desirability of
survival.' (p. 237)

In this section, we will explore the role of the salutogenic concept of personal
optimism and its relationship to health-promoting behavior.

Personal optimism and cancer remission. One of the puzzling phenomena in
medical practice is the sudden regression in tumor growth for which an adequate
explanation has yet to be offered. It is referred to as spontaneous remission. A
related phenomenon, whose operation is well documented, is the so-called placebo
effect, a positive expectation that the treatment will help, creating an expectancy
of health (Beecher, 1955; Simonton et al., 1978). Simonton et al., for example,
found that cancer patients with a positive attitude had better responses to treat-
ment compared to patients with negative attitudes, Furthermore, paticnts with a
serious prognosis but positive attitude responded better to treatment than did
patients with less serious prognoses and negative attitudes. Thus attitude seems to
be a better predictor of response to treatment than severity of the disease, In the
Greer et al. (1979) study of breast cancer patients reported earlier, it was found
that a fighting spirit, defined as a highly optimistic attitude accompanied by a
search for greater information about breast cancer, proved to be an extremely
effective coping response in arresting the [urther growth of tumors.

A mind/body model of cancer regression has been proposed by Simonton
et al. (1978). The model is presented in Figure 7-3. It is based on the premise that
active and positive participation in one’s health can influence the onset of the
discase, the outcome of treatment, and the quality of life. The model describes how
the psychological state of hope or personal optimism can influence the neurophy-
stological systems leading to cancer regression. Strong evidence in support of such
an assertion, however, is still lacking. Much of it is in the form of anecdotal ac-
counts and case studies (Cousins, 1979; Hutschnecker, 1981!; Simonton et al.,
1978).

One of the most dramatic examples of the effect of positive emotions in
reversing the effect of a life-threatening disease is the well-documented case study
of Norman Cousins. Cousins suffered from an “incurable” collagen illness, u disease
of the connective tissues that leads to a progressive disintegration of body cells.
Through a regimen of good doctor-patient relationship, a strong will to live, an
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to say, the relative merits of different iti
» th : positive-attitude training proc
cancer patients remain an empirical question. RETRES =

Drmen.sions of future orientation in the elderly. We have already docu
m_cutcd the importance of a positive future orientation in health In this section, w -
?\-’Il] attempt to identily the major dimensions of future orientation which may bc
lmporgntly ;el;ﬂed to physical and mental health in the elderly =

Une ol the stereotypes about the elderly is th : i
port:onalelly on the past (Gitelson, 1948: ngiz, 19??: Ig;i}éatrifel: [;‘Qg:'egcﬂ:jﬁm'
1952). This widely held belief seems to make good intuitive sense. becaa::se forst;ré
eldcr!y, lht_: fulure becomes increasingly shorter, present activi'ties become in
creas.ir)gly limited, but the reservoir of past events continues to increase. Howey )
EI]'I;E'!’I:!CHI support il'oF this stereotypic belief is very weak. For example, in‘ the Lt:\:irs'
g mq)“:.[tllljl:l:,i:::tr::\l;ailesfvencé:a::edgﬁnzrli‘;?z;he I'reqmlency of talking about the past in

~ ; ron (19 correc i b
person talks relatively more about the past does nlolz nI::c;:ls;sarici;ll;L‘:xar: h bCCﬂUSCHII
thinks more about the past” (p. 118). Nalis

. By emplqying a consciousness-sampling technique, which consists of inter
rupting the subject and asking the question, “What were you just thinking about"“l
Cameron (1972) found that people most frequently think about the present nt;xt'
most about the anure, and least about the past, regardless of Iheirpage F(‘)r e
ample, for the middle age sample, 11 percent thought about the past Gi ercc:[
about the present, and 27 percent about the future: for the 56- to 64-y;arolljds the
percentages associated with thinking of the past, present, and future were 14 pe
cent, 60 percent, and 27 percent. In subsequent studies E','ameron Desai Bahag 5
allui Dremel (1977) again found that at any given mome'm betwec‘n S:D{i a.m ;:13
tsl.pﬂk pi;n., people are most likely to think about the present, and least likely to
tink about th_e past. They also reported that for the U.S. national sample. future
oriented thinking declines with age, while present-oriented thinking inc?ea;cs witl;

age, but there is no clear eviden i i inki
Hfe span. ce of increase in past-oriented thinking over the

However, Cameron’s results ma

be questi i
A0 i 1 y be questioned on methodological grounds.

: ! sul roached by a stranger and asked the question, “Wh

{usl thinking about? " it is highly unlikely that the sub?ccl would disziut:r!fisy?;‘rl
ler l!u.)ughls or feclings. In other words, what is reported may not be what is

;vlerlmned privately by the subject. Secondly, sampling consciousness between
‘EJO am, .ant% 8:00 p.m. favors thinking of the present at the expense of past

oriented thinking, because daily activities typically occur during this period of tfijme-
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i
Il consciousness sampling was laken before 8:00 a.m. and after 8:00 p.m., fre-
quency of past-oriented thinking would have been higher ‘because one is apl Lo
review the day’s events or to engage in reminiscing while awake in the dark.

From our point of view, the content of consciousness is much more impor-
tant than temporality. Itis what one thinks rather than flow mucit one thinks aboul
the past, present, or future that importantly affects one’s well-being. Further, we
hypothesize that what one thinks about in the past, the present and the [uture is
equally important, regardless of how much time is spent in each of these three
temporal orientations. The generally held belief that one spends more and more
time in reminiscing but less and less time in future-oriented thinking might be
true, notwithstanding Cameron’s findings, but that does not necessarily mean that
future-oriented thinking is less important for the elderly. What one (hinks about in
the future always has some consequences on the well-being of the individual, no
matter how little time is devoted to prospective thinking. Lven one moment’s
reflection on the hopelessness of the future should be sufficient to make one feel
depressed. Similarly, just one glimpse of the many exciling or rewarding oppor-
tunities that lic ahead should be sufficient to spur one onward. :

The issue of temporality in the elderly, while interesting in its own right,
suffers from a lack of theoretical analysis. For example, what does it mean when
one spends more time thinking about the future than about the past? Is this person
optimistic or is he or she simply worried too much? How is temporality function-
ally related to emotional and health status? What are the determinants of tem-
porality in thinking? Until these questions are answered, data on temporality have
only very limited theoretical and practical implications.

Another finding relevant to the issue of future-oriented thinking among the
elderly is the lack of expressed concerns or worries for the luture. For example,
Gurin, Veroff, and Feld (1960) in a nationwide survey of Americans found that
only 6 percent of those between 21 to 34 years old reported that they “never
worry™ but 17 percent of those 55 years old and over climed that. We would
expect the elderly to be more worried about health problems because health
generally decreases with age, but Gurin et al. found that 50 percent of those over
60 years of age expressed no worry about health, while 38 percent of middle-
aged subjects (40 to 55 years) reported no health worries,

One hypothesis for the lack of future concerns is denial or avoidance (James,
1964). 1le found that 22 percent of 672 subjects over 60 years of age did nol
answer the question whether they “worry about becoming sick.™ This suggesls
that the elderly tend to avoid thinking about those (hreatening unpleasant events
that are likely to be expericnced in the future,

Heyman and Jeffers (1965) propose an allernative interpretation. They
suggest that “although the mechanisms of denial may have been prescnt. the lack
of expressed concern over long-term illness appears to be based chiefly on the
security these elderly persons found in family life, religion, a stable environment.
financial resources and their relative good health at the time of the study™ (p. 159).
While these characterizations may be truc of the sample of elderly investigated, il
is unlikely that most of them enjoy all the benefits listed by Heyman and Jeffers,

Recently, Kulys and Tobin (1980) conducted a study lo test the denial
hypothesis and the security hypothesis among the elderly. They developed a
measure of anticipation, planning, and preparation (APP) for future crisis in the
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are highly similar to those based on the first question. The, writers concluded that
“the experiences associated with aging such as declining health led people to reject
an optimistic approach to life” (p. 62). However, one may question the validity
of the optimism measure used by Ludwig and Eichhorn. For example, one could
dispute the assumption that benevolence and discipline are mutually exclusive, A
loving father does not cease to be benevolent when he shows displeasure and
disciplines his child for misbehavior. Similarly, God does not cease to be benevolent
when He corrects or disciplines His children. .

Several other investigators have also demonstrated that various measures of

future orientation are positively related to life satisfaction and mental health
(Dickie, Ludwig, & Blauw, 1979 Lewin, 1948; Sameth, 1980; Schonfield, 1973;
Spence, 1968; Steuer, 1977). In one of the earliest studies, Lewin (1948) found
that a sense of psychological future was positively related to morale in industrial
workers. Later, Spence (1968) reported making plans for the future to be positively
related to life satisfaction or morale.

Making plans for the future or fulure commitment seems to be most fre-
quently used as a measure of personal optimism or positive future orientation.
Schonfield (1973) investigated the relationship between future commitments and
successful aging in a sample of 100 non-institutionalized elderly females. A future
activity index was developed based on a 7.day future diary and a listing of activities
on a “usual day.” Successful aging was measured by 11 scales: happiness, financial
situation, health, activities, family relationships, pleasure from companions, hous-
ing, clubs and organizations, transportation, usefulness, and a composite successful
aging score. A short personality inventory was also administered. Significant as-
sociations were found between the future activily index and the composile suc-
cessful aging score, ease of transportation, challenging activities, happiness, and
health. Interestingly, none of the personality attributes, such as neuroticism,
introversion, rigidity, aggression, and depression were significantly related to future
commitments.

Dickie, Ludwig, and Blauw (1979) examined the relationship between future
orientation, life satisfaction, and several measures of heaith in both instilutionalized
and non-institutionalized older adults. In both groups, the elderly who made plans
for the future reported greater life satisfaction than did those without future plans.

Steuer (1977) measured both subjective time extension and future commit-
ments. Time extension was based on subjective life expectancy (SLE) and number
of good years left to live (NGL). Future commitment was measured by the number
of plans made for the near and distant future. In a multiple fegression analysis,
Steuer found that SLE, NGL, and future commitiment were all significantly cor-
related with life satisfaction; however, the two time extension measures accounted
for most of the explained variance. More recently, Sameth (1980) also found that
perceived length of future (extension) was positively associated with overall health
and cognitive activily and inversely related with feclings of loneliness. Sameth
also reported that perceived importance of future (quality) was positively cor
related with overall happiness and negatively correlated with psychological anc

psychosomatic complaints and feelings of loneliness.

In sum, there is sufficient evidence demonstrating the beneficial effect of :
positive future outlook on health and life satisfaction. flowever, most of th:
measures used to tap personal optimism are of the one-item variety (e.g., Cantri
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& Roll, 1971
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ASSESSMENT OF PERSONAL OPTIMI
IN THE ELDERLY "

The Future Orientation Survey (FOS)
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because its anticipated occurrence was in some distant future. In addition to the
extension dimension, each response was also coded with respect to the locus of
initiation. An event was considered as self-initiated if the respondent takes an ac-
tive part in initiating, planning, and carrying out the event, such as visiting a friend,
finishing reading a book. An event was treated as other-initiated if it is initiated,
planned, and carried out by others, and over which the respondent has little or no
control. Some examples of the different classifications are shown in Table 7-2. .

The percentages of elderly that expressed optimism in different areas of
life concerns are shown in Table 7-3. 1t is quite obvious that for both the commu-
nity and institutionalized samples, most of the future-oriented thinking is revolved
around one's own family. Since all of the elderly subjects no longer held a job at
the time of the interview, how to spend their time in leisure activities became a
major preoccupation. Friendship, health, voluntary service, and religious aclivities
are also quite prominent in their minds as they think of the future. Very few people
looked forward to a change in housingfliving conditions. On the surface, it might
appear that they were contented with where they lived.

An alternative explanation is that they were realistic about their own finan-
cial resources and the limited options they had. Therefore, most of them simply
stopped hoping for any improvement in terins of accommodation,

What is most disquieting is the very low response rate in the category of
personal development. Given that they have ample time on their hands, they could
really develop their potentials through education and learning. They could enroll in
various courses, acquire new skills, and even start a new career. They might not
be aware of the learning opportunities available to senior cilizens. They might also
be deceived by the myth that “you cannot teach old dogs new tricks.” Whatever
the cause, this should be an arca of concern to social gerontologists and people
interested in the well-being of the elderly. The process ol aging is not incompatible
with growth. One can grow old and remain growing. The potentials for growth are
always there, regardless of one's age, as long as there is the desire lo grow.

It is worth noting that none of the elderly we interviewed anticipated finan-
cial gains. Given the fact that most of them lived on fixed incomes, it is not sur-
prising that they did not hold out any hope for financial improvement.

We compared the number of optimistic responses for each area of life con-
cern between the community and institutionalized clderly. The only significant
difference was in the area of leisure/recreation. Community subjects made more
anticipatory responses (han their institutionalized counterparts (1.28 vs. 0.65),
t = 288, p < .01). The difference scems to suggest thal the community clderly
have more desirable and enjoyable leisure activitics to look forward to, even though
institutions might provide many organized leisure activities for their residents.

When we compared the two samples in terms of the two theoretical dimen-
sions (extension and locus of initiation), several significant differences emerged as
shown in Table 7-4.

The upper halfl of the table is based on number of events (density). Overall,
community elderly had more things to lock forward to than institution subjects
did. More specifically, the two groups differed in long-term rather than in shor!
term, and in self-initiated rather than in other-initiated events. These findings
confirm that community elderly are more likely to initiate and plan long-term
events than institutionalized residents are.



TABLE 7-2 Some Examples of Personal Optimism Responses in tha Elderly (Age 70 and Older}

OTHER-INITIATED

SELF-INITIATED

LONG-TERM

SHORT-TERM LONG-TEBM SHORAT-TERM

LIFE CONCERN

To see my youngest

son get married
and settled down

To have more

Visit from my family

In future | can continue to

Visit my family

Family Life

look after my wife and home

Special events at

the senior

Visit Scotland next year,
To tape my life story

Reading good books

Leisure/Recreation

recreational facilities

for the seniors

citizen’s home

My friend will

Hearing from my

Keeping good neighbors

Visit my friends

Friendship

eventually move
to the stame

friends, Visit from

my friends

sanior’s home

That the government

will not fail the

elderly

To be served by

Cantinued involvemnent
in social service

Help bazaar of the

Community/Social Services

""Meals on Wheels""

senior citizen’'s home

God's kingdom come;
Salvation of friends
or relatives

Having a minister visit

To get back to an active

church life

To attend a church retreat,
To take part in a Bible class

Religion

To maintain my health Health of my two Cancer will be baaten

My eye healing completely

Health

friends improving
Waiting for son to

so that | can stay by myself
To get out of the institution
and live in my own

apartment

My son to complete

his new home

Redecorate the room

Housing/Living
Conditions

repair the verandah

Sea my grandchildren
growing up to be
useful citizens

My daughter has a good
summer job

To learn 8 new language

To attend a talk on aging

Personal Development
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TABLE 7-3 Percentage of Elderly That Expressed Optimism in Different Areas
of Life Concerns

LIFE CONCERNS COMMUNITY INSTITUTION TOTAL

{N=40) {N=40) {N=80I}
Family Life B85.0 875 86.3
Leisure/Recreation 75.0 ' 50.0 625
Friendship 150 200 - 115
Health 175 125 150
Community/Social Service 15.0 125 13.7
Religion 15.0 75 _ 13
“Personal Developmient 75 100 8.7
Housing/Living Conditions 25 100 : 6.3

Average confidence ratings did not dilferentiate between the community a.nd
institution samples (3.74 vs. 3.76). For most of the subjects, the conﬁden;e rating
was higher than Point 3 on the 5 point scale, indicating that they were falriy con-
fident that the anticipated event would come to pass. The confidence rating sug-
gests that the elderly are too realistic to entertain wild fantasies and that 1hlc§f
would verbalize their expectancies only when they are fairly sure that the antici-
pated events are likely to materialize.

The total confidence ratings are shown in the lower hall of Table 7-4. The
results are very similar to those based on number of events. Since total _cu‘)n[idcnce
takes into account both number of cvents and expressed confidence, it is a2 more
complete index of personal optimism than number of events. Therefore, we empl.ny
the total confidence mecasure in validating the FOS.

Subjects were also asked to complete the following instruments for purposes
of concurrent validation: Beck's Depression Scale (Beck, 1967: Gallagher, Nies, &
Thompson, 1982), Reker and Peacock’s Life Attitude Profile (Reker & Peacock,

TABLE 7-4 Mean Differences between Community and Institution Respondents
in the Number of Events Anticipated and Total Confidence Ratings

COMMUNITY INSTITUTION T-VALUE
{N=40) (N=40)

Number of Events [Density) 3.80 2.90 : 2.44"°
Short-term 293 248 _ 1.31
Long-term 087 0.42 i i by
Sell-initiated 252 1.73 242"
Other-initiated 1.27 1.18 038

Total Confidence Ratings 14.20 10.80 2.06"
Short-term 10.82 9.30 ) 099
Long-term 338 1.60 . 226"
Self.initiated 9.10 6.70 181
Other-initiated 5.10 420 0.84

*n< 05
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1981), Reker and Wong’s preliminary Perceived Well-Being Scale and Reker and
Wong’s Present Commitment Survey. Thirty-one community subjects and 29
institution subjects completed these additional questionnaires. Correlation co-
efficients between personal optimism ratings and these additional measures are
shown in Table 7-5.

It is quite clear that total confidence ratings are positively related to Per-
ceived Well-Being, Present Commitment, several subscales of the Life Attitude
Profile (Life Purpose, Will to Meaning, Future Meaning to Fulfill) and negatively
related to depression. However, when the total confidence ratings were broken
down according to extension (short-term versus long-term) and locus of initiation
(self versus other), only long-term and self-initiated events were primarily respon-
sible for these significant correlations. These findings seem to suggest that one is
more likely to experience the salutatory effects of personal optimism, when one
initiates, plans, and carries out activities that extend into some distant future.
Self-initiation has more beneficial effects than other-initiated probably because
self-initiation enables one to maintain a sense of self-efficacy.

Long-term events, by definition, extend further into the future than short-
term events. Greater optimism is required to look beyond the immediate future.
Therefore, long-term events are expected to have a stronger relationship with
well-being and positive life attitudes than short-term events.

The absence of significant correlations between perceived psychological well-

TABLE 7-5 The Relationship of Personal Optimism to Well-Being, Depression, Life Attitude,
and Prasant Commitmant

PERSONAL OPTIMISM

TOTAL SHORT- LONG- SELF. OTHER-
CONFIDENCE TERM TERM INITIATED INITIATED
Perceived Well-Being
{Preliminary)
Psychologicsl .15 09 A3 02 19
Physical 21° .07 | L 21° .09
Composite o) R A7 0 b 30" 14
Beck Depression —.32** —.29** -1 -.J30** -.15
Lile Attitude
Profile ([LAP)
Life purpose Anees 25" .24* 34t 15
Existential
vacuum —.05 .05 -.19 —.10 .04
Life control A0 27 —.30%* .15 —-.02
Death acceptance —.13 -.13 00 - .16 -.03
Will to meaning 25* 14 .26° 20 .18
Goal seeking 02 09 -.02 16 —.08
Future meaning
to fulllill Jagree .20 kAR 36" 15
Present Commitment .29°* A2 B . S 25 15
*p<.05
*tp<.0
ttp <000
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i
being and personal optimism comes as a surprise. One problem with the pfeliminary
Perceived Well-Being Scale is that it is based on a True-False forced choice format
and there are only six questions in the psychological well-being subscale. As a
result, the range of the data was very limited. This problem has been corrected in
the revised Perccived Well-Being Scale (Reker & Wong, 1984), which includes some
new test items and employs Likert-type scales.

The Present Commitment Survey measures the number of activities to which
the respondent currently devotes time and effort. It is revealing that subje'cls who
gave more long-term optimistic responses also reported more present commitments.
However, any causal relationships between long-term optimism and the degree of
present commitment remains to be demonstrated.

TABLE 7-6 Moans, Standard Deviations® and T Values for Community
and Institutionalized Elderly on Several Dependent Variables

VARIABLES COMMUNITY INSTITUTION T VALUES P

{N=31) (N=28)

Perceived Well-Being
(Preliminary)

Psycholagical 5.7 5.4 1.1 270
{.9) (1.1}
Physical 4.6 36 2.52 01
(1.4) 1.n
Composite PWB 105 9.0 346 .001
) (1.5) i1.9)
Beck Depression 29 5.3 —-3.01 .005
(short form) (2.2) (3.7
Present Commitment 214 17.4 2.81 .007
(5.7} (5.2}
Life Purpose (LAP) 478 411 3.15 .003
{7.0) {9.3)
Existential Vacuum (LAP} 2086 241 --2.08 042
(5.5) (7.3)
ADDITIONAL
VARIABLES COMMUNITY INSTITUTION T VALUES P
{N=20) (N=24)

Perceived Well-Being

(Revised)

Psychological 36.3 312 307 003
un {7.3)

Physical 396 345 2.09 05
(7.4) (8.6)

Composite PWB 75.9 645 349 001
(8.4) (13.1)

Happiness IMUNSH) 411 330 281 m
(6.7) (12.0

35 andard deviations are in parenthesos,
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TABLE 7-7 The Pradictive Ralationship of Personal Optimism to Happiness
and Parceived Well-Being over a Twa-Month Period

PERSONAL OPTIMISM

TOTAL SHORT- LONG- SELF- OTHER-
CONFIDENCE TERM TERM INITIATED INITIATED

Perceived Well-Being

Psycholagical - 5 Rl B A2 44 .24
Physical 18 .06 a1 a1 —-.07
Composite 40" 31 .2B* 4454 .07

Happiness

(MUNSH) A1 i T 10 33* 20

N =44

*p < .05

tp <.

*ftp< 001

The differences between the community and institution samples in various
questionnaire measures are shown in the upper half of Table 7-6. It is quite in-
pressive that the community elderly who had a more optimistic outlook also
scored significantly higher in perceived well-being, present commitment, life pur-
pose, but lower in depression and existential vacuum.

To further investigate the predictive validity of the FOS, we were able to ad-
minister two additional insiruments to 20 community and 24 institution subjects
from the same samples. These were the subjects who were available at the time of
testing (wo months later, and who were willing to participate. The first additional
instrument was (he revised Reker and Wong's (1984) Perceived Well-Being Scale.
The second additional instrument was the MUNSH Happiness Scale (Kozma &
Stones, 1980). The mean differences between community and institution subjects
for these two measures are shown in the lower half of Table 7-6. The most interest-
ing aspect of our finding is that the total confidence scores obtained two months
carlier are able to predict perceived well-being and happiness. These interrelation-
ships are shown in Table 7-7. It is worth noting that personal optimism is signifi-

cantly correlated with the psychological well-being subscale of the revised Perceived
Well-Being Scale.

SUMMARY

The present findings replicate and extend earlier findings on the positive relation-
ship between personal optimisim and well-being. The main contribution of the FOS
is that it measures three important dimensions of positive future orientation:
density (number of anticipated cvents), extension (short-term versus long-term),
and locus of initiation (self-initiated versus other-initiated). All three dimensions
are importantly related to well-being. More systematic rescarch is needed to investi-
gate how these three dimensions are related to each other, and how they are related
to different aspects of psychological and physical well-being.
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Another contribution of the FOS is that it measures both the number of
anticipated events and the average subjective confidence ralings. For the elderly,
number of anticipated events was more important than the average confidence
rating. The reverse might be true for other age groups. These two separale measures
not only provide a more detailed analysis of the nature of personal optimism, but
also permit a more global index in the forn of total confidence ratings. .

We have argued that the salutogenic approach to health care is preferable to
the traditional disease model. We have also marshalled a wide range of evidence
that implicales the salutary effects of personal optimism and the deleterious effects
of its absence. Finally, we have developed a Future Orientation Scale that proves
to be a good predictor of both physical and psychological well-being in the clderly.

According to the mosaic model (Reker, Chapter 3, this volume), successful
aging is always the product of complex interactions of psychological, physiological
and environmental variables. Here, we have identified personal optimism as one of
the major psychological variables. Given its importance to health, and the paucity
of data, systematic research on personal optimism is clearly needed.

The most [itting way to conclude this chapler is to look optimistically into
the future. We foresee the development of a valid and reliable instrument to mea-
sure personal oplimism. The Future Orientation Survey is a good starting point,
but much work needs to be done.

Another promising direction of rescarch is to explore the effects of personal
optimism on physiological and biochemical systems. For example, it is templing to
speculate that personal optimism, as a cognitive-affective-and-a-goal-directed
response, may release endorphine-like substances, '

The most urgent task ahead, according to our opinion, is to identify the
determinants of personal optimism. We have already alluded to a number of these
determinants, such as sclf-efficacy, perceived instrumental options, dependence on
God, etc. We anticipate that this line of research will yield a set of facts and pro-
cedures that may be used to instill hope that springs eternal.
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Appendix

FUTURE
ORIENTATION
SURVEY

Paul T. P. Wong and Gary T. Reker

We arc interested in whether people differ in their future orientation. We are also
interested in how confident people are that various future events will take place.

On the lines below, please indicate what desirable events you are looking forward
to at this moment. Also, indicate the degree of your confidence or expectancy that
each of these events will take place by wriling down the appropriate number as
indicated from the scale below,

1 2 3 4 5
not conﬁ-' slightly fairly very extremely
dent at all confident confident confident confident

For example:

I look forward to my son’s visit next week. (4)

I look forward to completing the book I am writing. (2)

Please note that the numbers within parentheses indicate the degree of confidence

1YY Future Urieniation Survey
¥

as described by the scale. For example, 4 means very confident that the event will
take place. .




