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Introduction: Optimism—the expectation that good things will happen—has emerged as a prom-
ising health asset, as it appears to be related to healthier behaviors and reduced disease risk. Grow-
ing research finds that higher optimism is associated with lower mortality, yet it is critical to
understand whether this prolonged longevity is accompanied by good health. This study tested
whether higher optimism was associated with increased likelihood of healthy aging.

Methods: Prospective data analyzed in 2018 from the Nurses’ Health Study included 33,326
women with no major chronic diseases at baseline. Poisson regression models evaluated if opti-
mism was associated with healthy aging 8 years later, considering potential confounders (sociode-
mographic variables, depression) and intermediate variables (health behaviors). Optimism was
assessed in 2004 by validated self-report using mailed questionnaires and healthy aging was
assessed in 2012, defined as (1) remaining free of major chronic diseases; (2) having no subjective
memory impairment; (3) having intact physical function; and (4) surviving through follow-up.

Results: Overall, 20.5% of women (n=6,823) fulfilled the definition of healthy aging in 2012. After
adjusting for sociodemographic factors and depression, the most (top quartile) versus least (bottom
quartile) optimistic women had a 23% greater likelihood of healthy aging (95% CI=1.16, 1.30).
Associations were similar in white and black participants, although the sample of black women was
small (n=354).

Conclusions: Higher optimism was associated with increased likelihood of healthy aging, suggest-
ing that optimism, a potentially modifiable health asset, merits further research for its potential to
improve health in aging.
Am J Prev Med 2019;56(1):116−124. © 2019 American Journal of Preventive Medicine. Published by Elsevier
Inc. All rights reserved.
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There are 46.3 million people aged more than
65 years in the U.S., a figure projected to increase
nearly 50% in 15 years.1 Chronic disease burden

rises with age, and although average life expectancies
have increased, years lost to disability has also increased.2

Thus, identifying factors that contribute to healthy aging
is vital for improving health and well-being in older peo-
ple and containing healthcare costs.3 Recent research sug-
gests there may be modifiable health resources, or assets,
that reduce risks of chronic diseases of aging. Disposi-
tional optimism—the generalized expectation that good
things will happen—has emerged as a promising health
asset. Optimism contributes to an individual’s capacity to
transform goals into behaviors, and studies suggest that
these health effects are independent of psychological
distress (e.g., depression). Importantly, although opti-
mism is shaped by social structural factors (e.g., SES)
tive Medicine. Published by Elsevier Inc. All rights
reserved.
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and is approximately 25% heritable,4,5 randomized tri-
als suggest optimism can be modified using approaches
including cognitive-behavioral therapy, as well as less
intensive classroom-style activities and brief paper-and-
pencil exercises—some of which are inexpensive and
accessible.6−9 Optimism has been associated with health-
ier behaviors (e.g., diet, medication adherence)10−13;
improved biologic functioning (e.g., less inflammation,
healthier antioxidant levels)14−16; and reduced risk of
chronic diseases17,18 and mortality.19,20 Yet, it remains
largely unknown whether any prolonged longevity is
accompanied by overarching health.
To assess the relation of optimism to healthy aging,

data from a large cohort of women were used to evaluate
if higher optimism is associated with increased likeli-
hood of healthy aging among those who survive to older
ages; analyses controlled for past/current depression and
other relevant covariates. Finally, because some work
suggests that health effects of optimism are similar by
race,18,19 analyses evaluated if associations are similar in
black and white women.
METHODS

Study Population
The Nurses’ Health Study began in 1976 when registered
female nurses, ages 30−55 years, completed a mailed ques-
tionnaire on their health and lifestyle. Since then, question-
naires have been mailed to participants biennially. Follow-up
remains ffi90%. A measure of optimism was included in the
2004 questionnaire; thus, 2004 was considered baseline for
this study. Healthy aging was assessed in 2012, when measure-
ments were first available for all relevant components includ-
ing chronic disease diagnoses, cognitive function, and physical
function. Women who died before study baseline in 2004
(n=30,848), or reported a history of major chronic diseases
(described below) in 2004 or on prior questionnaires
(n=34,693) were excluded. Women were also excluded if they
were persistent nonresponders, as they were sent a shorter
version of the questionnaire that did not assess optimism or
other key variables (n=8,802). Women were further excluded
if they did not answer optimism questions in 2004 (n=2,477)
and either did not respond to questions on healthy aging in
2012 or died before 2012 (n=11,555). This yielded an analytic
sample of n=33,326. When comparing women with versus
without relevant data, major characteristics were similar (e.g.,
excluded participants were slightly older [aged 71 vs 68 years],
had nearly identical BMI [25.8 vs 26.0], and had similar prev-
alence of smoking [11% vs 9%].

The study was approved by the IRB at the Brigham and Wom-
en’s Hospital.
Measures
Optimism was assessed in 2004 using the Life Orientation Test
−Revised. The measure has good psychometric properties.21

Using a 5-point Likert-type scale, participants were asked the
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degree to which they agreed with six statements. After reverse
coding negatively worded items, all items were summed to create
a composite score ranging from zero to 24, with higher scores
indicating greater optimism; to facilitate comparisons of effect
size across studies, scores were standardized (mean=0, SD=1).
Because optimism is best characterized by endorsing positively
worded items and rejecting negatively worded items, recent rec-
ommendations to use the six-item composite were used rather
than three-item subscales.22 To assess discontinuous or threshold
effects, quartiles of optimism were created based on this sample’s
distribution.

To obtain a multisystem view of healthy aging, healthy versus
usual aging was defined based on the model of successful aging by
Rowe and Kahn,23 a comprehensive perspective that includes
comorbidities and disabilities. These domains were assessed on
the 2012 follow-up questionnaire.24,25 Women were categorized
as healthy agers if they survived to the 2012 questionnaire (i.e.,
aged > 65 years), were free of major chronic diseases, had no sub-
jective memory impairment, and had no major physical limita-
tions. Women who survived through 2012 but did not meet these
criteria were considered usual agers. Healthy aging was catego-
rized as a binary variable (yes/no). The authors also considered
healthy versus usual aging across a broader continuum, character-
ized by the number of domains in which an individual was healthy
(range, 0−3).

Recognizing that varying cutpoints can be used in each domain
to determine healthy versus usual aging, several alternate cut-
points were previously tested; associations between known risk
factors and healthy aging were maintained across variations in
cutpoints, indicating that results are robust to various healthy
aging definitions.26 Though healthy aging definitions can include
mental health, analyses did not consider this domain because it is
linked to optimism itself. Below is the definition of “healthy” for
each domain.

Eleven chronic diseases were considered that are primary
causes of mortality in the U.S. or are highly debilitating; disease
diagnosis was reported on biennial questionnaires through 2012.
Diseases included cancer (other than non-melanoma skin cancer);
myocardial infarction; coronary artery bypass surgery or percuta-
neous transluminal coronary angioplasty; congestive heart failure;
stroke; type 2 diabetes; kidney failure; chronic obstructive pulmo-
nary disease; Parkinson disease; multiple sclerosis; and amyotro-
phic lateral sclerosis. Women who reported no history of these
diseases as of 2012 were considered “healthy.” Previous work
showed high validity of self-reported chronic disease diagnoses in
cohort participants.27

Participants were asked seven (yes/no) questions to assess
changes in memory and related tasks: general memory; remem-
bering short lists (e.g., shopping); remembering things from one
second to the next; recent events; understanding or following
verbal instructions; following a group conversation or plot in a
TV program (because of memory loss); and navigating familiar
streets. These items were based on the Structured
Telephone Interview for Dementia Assessment28; these subjective
memory items showed strong relations with objective cognitive
tests in a Nurses’ Health Study subsample.29 Further, research in
other cohorts has established that subjective memory concerns
correlate well with clinical diagnosis of dementia and dementia
pathology.30 Research on healthy aging often includes subjective
memory concerns because of their relevance for quality of life.
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Participants reporting one or fewer of the seven reported memory
concerns were considered “healthy.”

Physical function was assessed on the 2012 questionnaire using
the Medical Outcomes Short Form-36 physical function items.
Physical function limitations were defined based on ten items
encompassing activities of daily living ranging from moderate
(e.g., vacuuming, bathing) to difficult (e.g., running, lifting heavy
objects). Participants reporting no physical function limitations
were considered “healthy.”

Sociodemographic variables were obtained from the 2004 ques-
tionnaire or from the previous questionnaire if not available in
2004, and included, age (continuous); race (white, black, Asian,
other); marital status (married, divorced/separated/single, wid-
owed); nurse’s education (registered nurse/associate’s degree,
bachelor’s, master’s/doctorate; assessed in 1992); and husband’s
education (less than high school, some high school, high school
graduate, college graduate, graduate school; assessed in 1992).
Neighborhood-level SES was assessed through census tract
median income. Past/current depression (yes/no) was defined
according to self-report of physician diagnosis or regular use of
antidepressants on any questionnaire from 2004 or earlier, or a
score of ten or more on the validated Center for Epidemiologic
Study Depression Scale Revised in 2004.31 Baseline physical func-
tion was assessed in 2004.

Health-related behaviors can be considered potential con-
founding variables or intermediate factors. These included BMI,
diet, physical activity, cigarette smoking, alcohol intake, and
annual physical exams, all queried in 2002−2004. BMI was calcu-
lated from self-reported weight and height. Diet was assessed with
the Willett Food Frequency Questionnaire; diet quality was quan-
tified using the Alternative Healthy Eating Index−2010. Modified
to exclude alcohol, because analyses controlled for alcohol, the
Alternative Healthy Eating Index−2010 ranged from zero to 100
and included ten diet components.32 Physical activity was assessed
across six types of exercise, previously validated in this cohort and
summarized as weekly expenditure of METs (< 3, 3 to < 9, 9 to
< 18, 18 to < 27, ≥ 27 METs/week). Reported cigarette smoking
was characterized as never, former, current smoker. Reported
alcohol intake from wine, beer, and liquor was combined (none,
more than zero to 14, ≥ 15 g/day). Participants reported annual
physical exams for screening purposes (yes/no).
Statistical Analysis
Because the probability of healthy aging was not rare (i.e., > 10%),
Poisson regression models with robust variance were used. Pri-
mary analyses used quartiles of optimism; a continuous variable
with median score for each optimism quartile was used to esti-
mate p-values for trends. Optimism was also considered as a con-
tinuous variable indicating the change in likelihood of healthy
aging as a function of a one SD increase in optimism. Three sets
of models were evaluated. The first was age adjusted. The second
adjusted for potential confounding factors, adding race, marital
status, nurse’s education, husband’s education, neighborhood
SES, current/past depression, and baseline physical function levels.
A third model added potential intermediates, including BMI, diet,
physical activity, cigarette smoking, alcohol intake, and annual
physical exams.

Several secondary analyses were conducted. The authors
evaluated whether the association of optimism and healthy
aging persisted when considering a larger spectrum of health
rather than a single cutpoint for “healthy” versus “usual”
aging. This was done by creating an aging score that ranged
from zero to three, which captured the number of domains in
which a participant qualified as healthy. Thus, a score of three
represents healthy agers (i.e., healthy in all three domains),
and zero to two represents a spectrum across usual aging
(e.g., zero=usual agers unhealthy in all three domains). Using
this score, the mean optimism levels were examined at base-
line for each level of the aging score. Multinomial logistic
regression was also conducted to test if optimism was associ-
ated with the aging score levels, comparing healthy agers
(score=three) to each of the other aging scores (zero, one,
two). To test residual confounding because of depression or
physical function status at baseline, women with previous/cur-
rent depression at baseline or poor physical function at base-
line were also excluded. (The latter women were included in
primary analyses because some had improved physical func-
tion over time and qualified as healthy agers.) Further analyses
were conducted in white (n=32,632) and black (n=354)
women. To test effect modification by race, data were pooled
and an interaction term for race X continuous optimism was
tested. Finally, penalized spline models evaluated potential
deviations from linearity in the optimism and healthy aging
association. All analyses were conducted in 2018 using SAS,
version 9.3.
RESULTS

The average age at baseline was 68 years and 75% of
participants were married (Table 1). At baseline, socio-
demographic and health characteristics were similarly
distributed across optimism quartiles (Table 1). How-
ever, women in the highest versus lowest optimism
quartile had more education (14% vs 7% with a gradu-
ate degree); higher levels of physical activity (mean
27 vs 21 MET hours/week); and substantially lower
prevalence of depression (13% vs 42%).
Strong associations existed between greater optimism

and higher likelihood of healthy aging (Table 2;
ptrend< 0.001). For example, after controlling for con-
founders, there was a 23% greater likelihood of healthy
aging for women in the top versus bottom optimism
quartile (RR=1.23, 95% CI=1.16, 1.30). Adding health
behaviors slightly attenuated the primary association
(RR=1.21, 95% CI=1.14, 1.28). Considering optimism as
a continuous variable, each SD increase was associated
with an RR of 1.07 (95% CI=1.05, 1.10) for healthy
aging, in the fully adjusted model (Table 2).
Average optimism scores were similar in blacks and

whites (mean scores were 20.3 and 19.3, respectively). In
addition, black women compared with white women
had more education (25% vs 11% with a graduate
degree), lower neighborhood-level SES (16% vs 25% in
the highest quartile), and were less likely to have depres-
sion (16% vs 24%; Appendix Table 1, available online).
www.ajpmonline.org



Table 1. Characteristics of Participants at Baseline, Overall and by Quartiles of Optimism Scorea,b,c

Characteristic

Optimism

Overall
(N = 33,326)

Quartile 1d

(n=8,206)
Quartile 2e

(n=9,242)
Quartile 3f

(n=6,103)
Quartile 4g

(n=9,775)

Demographic factors

Age, years, M (SD) 67.9 (6.4) 68.3 (6.6) 68.3 (6.4) 67.8 (6.3) 67.4 (6.2)

Race, %

White 97.9 98.2 97.5 98.0 98.0

Black 1.1 0.7 1.1 1.1 1.3

Asian 0.8 1.0 1.0 0.7 0.4

Other 0.3 0.2 0.3 0.3 0.3

Marital status, %

Married 75.0 71.8 74.6 75.8 77.5

Divorced, separate, or single 7.7 8.4 7.7 7.3 7.2

Widow 17.3 19.8 17.7 16.9 15.2

Education, %

Registered nurse 61.0 66.7 62.3 59.5 55.8

Bachelor’s 20.7 17.5 20.2 21.7 23.3

Master’s or doctorate 10.7 7.1 9.6 12.0 13.7

Husbands’ highest education, %

High school graduate or less 32.2 34.8 32.6 31.5 30.0

College graduate 24.1 23.1 24.1 24.6 24.7

Graduate school 22.0 18.6 21.7 23.2 24.5

Census tract median income quartiles, %

$41,125 25.0 26.7 24.8 23.8 24.5

$53,441 25.0 25.0 25.3 24.7 24.9

$66,935 25.0 25.4 25.1 25.5 24.4

$91,272 25.0 22.9 24.8 26.0 26.2

Health behaviors

Smoking status, %

Never smoker 48.1 46.5 47.6 47.9 50.2

Past smoker 42.5 42.3 42.8 43.5 41.8

Current 8.9 10.7 9.2 8.1 7.7

Alcohol consumption, %

None 36.9 40.4 36.4 34.6 36.0

1−14 g/day 46.9 44.8 47.3 48.8 47.2

≥15 g/day 14.6 13.2 14.6 15.4 15.4

Physical exam for screening purposes, % 88.5 86.4 88.5 89.7 89.4

Total physical activity, METs/week, M (SD) 23.9 (26.9) 20.6 (24.5) 23.5 (26.5) 24.8 (26.1) 26.5 (29.4)

Diet AHEI, M (SD) 51.3 (13.1) 49.5 (12.9) 50.9 (13.3) 52.3 (12.9) 52.6 (13.0)

BMI, M (SD) 26.0 (5.6) 26.1 (5.9) 26.0 (5.6) 25.8 (5.4) 25.9 (5.5)

Health conditions

CESD-R, M (SD) 5.0 (3.8) 7.8 (4.4) 5.2 (3.2) 4.3 (2.9) 3.0 (2.7)

Depression status (CESD-R≥10 or physician diagnosed
or antidepressant use prior to or in 2004), %

17.8 42.3 22.6 18.9 13.4

aValues are either percentages or means and their SD.
bValues of categorical variables may not sum to 100% because of rounding or missing data.
cOptimism was measured using the Life Orientation Test - Revised (LOT-R).
dQuartile 1 (median: 14; range: 0, 16).
eQuartile 2 (median: 19; range: 17, 20).
fQuartile 3 (median: 22; range: 21, 22).
gQuartile 4 (median: 24; range: 23, 24).
AHEI, Alternate Healthy Eating Index; CESD-R, Center for Epidemiologic Studies Depression Scale−Revised; METs/week, metabolic equivalent of task
hours per week.
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Table 2. Rate Ratios and 95% CI for the Association Between Optimism and Healthy Aging (2004 to 2012; N=33,326)

Models

Optimism

p-trend
Continuous

optimism scorea

Quartile 1
(n=8,206)

(n=1,206 cases)

Quartile 2
(n=9,242)

(n=1,687 cases)

Quartile 3
(n=6,103)

(n=1,354 cases)

Quartile 4
(n=9,775)

(n=2,576 cases)

Age-adjusted
model 1

1.22 (1.19, 1.25) ref (1.0) 1.26 (1.18, 1.34) 1.47 (1.37, 1.57) 1.69 (1.59, 1.79) <0.001

Model 2b 1.08 (1.06, 1.10) ref (1.0) 1.07 (1.00, 1.14) 1.16 (1.09, 1.24) 1.23 (1.16, 1.30) <0.001

Model 3c 1.07 (1.05, 1.10) ref (1.0) 1.06 (1.00, 1.13) 1.14 (1.07, 1.21) 1.21 (1.14, 1.28) <0.001

Note: Boldface indicates statistical significance (p<0.05).
aPer 1 SD increase in Life Orientation Test−Revised (LOT-R) score.
bModel 2 adds potential confounding factors to Model 1: physical function at baseline, age, race, marital status, nurses’ education, husbands’ educa-
tion, census tract median income, and current/past depression (doctor-diagnosed depression, anti-depressant medication use, or high depressive
symptoms).
cModel 3 adds possible intermediates (which could also be confounders) to Model 2: BMI, smoking status, physical activity, alcohol consumption,
physical examination for screening purposes, diet (Alternate Healthy Eating Index [AHEI]).
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After adjusting for confounders (Table 3), there was a
42% greater likelihood of healthy aging with each SD
increase in optimism in black women (95% CI=1.01,
1.98); adding potential intermediates slightly attenuated
this finding. Findings were similar in white women,
albeit of a lower magnitude (RR=1.08, 95% CI=1.06,
Table 3. Rate Ratios and 95% CIs for the Association Betwe
N=32,981)

Variable

Opt

Continuous
optimism
scorea Quartile 1 Quart

Black women
(n=354)

n (cases) 54 (5) 103

Age-adjusted
model 1

1.48 (1.04, 2.09) ref (1.0) 0.86 (0.3

Model 2b 1.42 (1.01, 1.98) ref (1.0) 1.00 (0.3

Model 3c 1.36 (0.97, 1.91) ref (1.0) 1.07 (0.4

White women
(n=32,627)
n (cases) 8,059 (1,191) 9,014 (

Age-adjusted
model 1

1.22 (1.19, 1.25) ref (1.0) 1.26 (1.1

Model 2b 1.08 (1.06, 1.10) ref (1.0) 1.07 (1.0

Model 3c 1.07 (1.05, 1.10) ref (1.0) 1.05 (0.9

Note: Boldface indicates statistical significance (p<0.05). Due to power cons
but categorical covariates were dichotomized as follows: marital status (ma
education (college graduate or graduate school/other); census-tract medi
(≥18 metabolic equivalent of task hours per week/other); alcohol intake (no
aPer 1 SD increase in Life Orientation Test−Revised (LOT-R) score.
bModel 2 adds potential confounders to Model 1: physical functioning at bas
census tract median income; and current/past depression (doctor-diagno
symptoms).
cModel 3 adds to Model 2 potential intermediates (which may also be con
physical examination for screening purposes; diet (Alternate Healthy Eating In
1.10). An interaction test between race X optimism was
not significant (pinteraction=0.10).
In secondary analyses, the authors observed evidence

of a graded relationship between increasingly higher
optimism scores and better aging scores; individuals
with an aging score of either zero; one; two (usual aging);
en Optimism and Healthy Aging by Race (2004 to 2012;

imism

p-trendile 2 Quartile 3 Quartile 4

(8) 67 (13) 130 (26)

1, 2.38) 2.03 (0.81, 5.07) 2.00 (0.84, 4.77) 0.03

9, 2.55) 1.95 (0.84, 4.48) 1.93 (0.85, 4.41) 0.04

2, 2.71) 1.95 (0.86, 4.42) 1.82 (0.78, 4.24) 0.08

1,656) 5,978 (1,332) 9,576 (2,525)

8, 1.34) 1.47 (1.37, 1.57) 1.69 (1.59, 1.79) <0.001

0, 1.13) 1.17 (1.09, 1.24) 1.23 (1.16, 1.30) <0.001

9, 1.12) 1.14 (1.07, 1.22) 1.20 (1.14, 1.28) <0.001

traints, all continuous covariates were included in race-stratified models,
rried/other); nurses’ education (registered nurse/other); and husbands’
an income (above median [$61,429]/below median); physical activity
ne/ >0−15+ g/day); smoking (ever/never).

eline; age; race; marital status; nurses’ education; husbands’ education;
sed depression, anti-depressant medication use, or high depressive

founders): BMI; smoking status; physical activity; alcohol consumption;
dex).
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Figure 1. Penalized spline of nonlinear relationship between continuous optimism score and odds of healthy aging.
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or three (healthy aging), based on the number of
domains in which they were categorized as healthy, dis-
played the following mean optimism scores, respectively:
18.0 (zero); 18.7 (one); 19.4 (two); and 20.2 (three). Fur-
ther, in age-adjusted multinomial logistic regression mod-
els, each one SD increase in optimism was significantly
associated with a 15% greater odds of being a healthy ager
in all three domains compared with being an ager with
two healthy domains; the odds were even greater when
healthy aging (score of three, healthy in all domains) was
compared with being healthy in one or zero domains (i.e.,
34% and 62%, respectively; Appendix Table 2, available
online). The association between each SD increase in opti-
mism and healthy aging remained when restricting to
women without prior/current depression at baseline
(RR=1.08, 95% CI=1.06, 1.11, adjusted for confounders;
Appendix Table 3, available online) and those without
physical function limitations at baseline (RR=1.07, 95%
CI=1.04, 1.09, adjusted for confounders; Appendix Table 4,
available online). In the penalized spline model (Figure 1),
the association between optimism and healthy aging
remained similar across optimism scores of zero to 20;
above this score (21−24), associations became somewhat
stronger.
DISCUSSION

Higher optimism levels were associated with greater like-
lihood of healthy aging in women who survived to older
January 2019
ages, suggesting optimism is related not only with pro-
longed longevity19,20 but also with better overall health
and function in those who survive. Moreover, findings
appeared similar in white and black women, suggesting
that optimism may serve as a health asset across individ-
uals of different race/ethnicities. These associations con-
trolled for depression and other potential confounders
and were maintained after considering behavioral varia-
bles. It is noteworthy that these findings did not suggest
associations between optimism and healthy aging are
primarily driven by extreme categories of healthy versus
usual aging but rather persist across the spectrum of
health in aging. Results from spline models also sug-
gested that the association of optimism with healthy
aging was monotonic throughout the spectrum of opti-
mism scores, yet became somewhat stronger in the
upper range, indicating modest changes in optimism
could still be meaningful.
These findings are compatible with previous research

showing associations between higher optimism and
reduced risk of age-related conditions (e.g., heart disease,
cognitive impairment), and mortality from age-related
diseases.19,20 Findings are also supported by studies
examining optimism in relation to health-related behav-
iors contributing to healthy aging, in diverse populations.
For example, a cross-sectional study of older adults
reported inverse associations of optimism with smoking,
physical activity, diet, and weight status in blacks and
whites,18 and a prospective study found optimism was
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associated with better diet quality and improvement in
diet over time in white and black women.10 The current
study specifically addresses a multidimensional set of
components vital for aging well and thriving, and sug-
gests optimism is a broadly applicable health asset across
black and white women. However, these findings require
replication in other diverse samples.
Mechanisms underlying the health-promoting effects

of optimism could include both indirect (e.g., health
behaviors) and direct effects (e.g., altered biological func-
tion). For example, people with higher optimism may be
proactive in managing their health and engage in health-
ier behaviors.10−13 In the present study, associations
were modestly attenuated after accounting for health
behaviors, suggesting other mechanisms are likely at
play. Research shows those with higher optimism display
healthier regulation of physiological systems (e.g.,
healthier lipid profiles, antioxidants, immune respon-
siveness)14−16 associated with healthy aging; these direct
mechanisms merit research.

Limitations
The current study has limitations. The use of self-report
to measure healthy aging could contribute measurement
error; however, studies have documented validity and
accuracy in reporting these conditions, especially in pop-
ulations of health professionals.33 Additionally, the defi-
nition of healthy aging was achieved by a minority of the
study population. Although there is no standard defini-
tion of healthy aging, previous research has tested vari-
ous cutpoints to define healthy aging across the three
domains, and associations of risk factors to healthy aging
remained robust.26 Confounding by unmeasured varia-
bles is possible. However, a range of confounding varia-
bles were considered, and the somewhat homogeneous
population may additionally limit key confounding fac-
tors (e.g., healthcare knowledge and access). Because
only women were included, generalizability of these
findings may be limited. Nonetheless, because women
live longer than men, understanding factors related to
healthy aging in women has particular public health rele-
vance. Reverse causation is possible if underlying physi-
cal, mental, or cognitive health conditions influenced
optimism at baseline. However, such concerns may be
minimized given the long lag between measurement of
optimism and healthy aging, exclusion of those with
chronic disease at baseline, adjustment for factors
including baseline physical function, and analyses
excluding anyone with mental health or physical
function limitations at baseline. Further, psychological
well-being appears stable in the face of declining health
and news of impending health decline. For example,
several studies have indicated that optimism is largely
unchanged before and after cancer diagnosis and
treatment.34,35
CONCLUSIONS

Optimism appears strongly associated with greater likeli-
hood of healthy aging. As the population ages, a range of
interventions will be necessary to improve health. These
overall findings, including those revealing similar rela-
tions in white and black women, suggest that optimism
may be a promising target for intervention among
diverse populations. Early randomized trials suggest that
optimism can be altered with a variety of interventions.6

Low-intensity interventions that do not require provider
training (e.g., counting blessings, acts of kindness) may
increase optimism, although effects appear modest.6

Other more intensive interventions show promise.8,9 For
example, a study among heart disease patients used a
classroom-style approach with eight sessions of multiple
exercises and reported a 25% increase in optimism right
after the intervention period and a 15% increase in opti-
mism levels at the 8-week follow-up assessment, com-
pared with the control group.9 The present study
suggests the importance of further developing
approaches that foster optimism among older adults,
with the goal of enhancing trajectories of health and
well-being.
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