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Abstract

This study aims to understand the role that optimism could play in the context of a health
asset approach to promote adolescent health-related quality of life (HRQOL). Adolescents
(n=948), between 11 and 16 years old from a medium-sized rural town in Sweden answered
questionnaires measuring optimism, pessimism and HRQOL. The findings indicate a
significant decrease in optimism and a significant increase in pessimism between early and
mid-adolescence. The study has allowed us to present associational evidence of the links
between optimism and health-related quality of life. This infers the potential of an optimistic
orientation about the future to function as a health asset during adolescence and by
implication may provide additional intervention tool in the planning of health promotion
strategies.
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Introduction
The sustainability of health and wellbeing for future generations relies in part on our ability to
create the conditions necessary for the healthy growth and development of young people
(Patel et al., 2007; Conversano et al., 2010). Early to mid-adolescence marks a particularly
important time for families, schools, neighborhood and wider environments to ensure these
conditions are set. Adolescence is a transitional stage of development between childhood and
adulthood. It is also argued that health-related problems in adulthood seems too originate in
adolescence, particularly between the ages of 11-18 (Kessler et al., 2005). The perceived

physical, social and psychological changes and the transition itself influence adolescent’s
health-related quality of life (HRQOL) and wellbeing (Conversano et al., 2010; Eccles et al.,
1993; Holmbeck et al., 1995). The most recent World Health Organization strategic document
‘Investing in children: the European child and adolescent health strategy 2015–2020’ (WHO,
2014) synthesized accumulated evidence that recognizes the many factors that can impact on
their ability to do well during this crucial development period. These factors relate to their
own genetic susceptibilities, to their family, to their environment (particularly school) and life
events. The strategy argues that the challenge for policy is to strive for a balance between risk
and protection activities so that young people can acquire the necessary skills and
competences to secure them a productive and healthy life. In this way, young people will be
more able to deal with growing academic expectations; changing social relationships with
family and peers and physical and emotional changes associated with maturation. Marmot
(2010) argues that policy responses that seek to maximize protective factors whilst
minimizing risk factors accumulated over the life course can be successful in achieving health
and wellbeing goals. In the context of young people’s well being, Morgan (2010) proposed a
health asset terminology and approach to support the development of an evidence base, which
could support such activity.
A health asset approach has been defined as ‘a system which creates positive paradigms for
building the capacities of young people to be active in their own development and strengthens
their ability to connect to a range of networks that facilitate health and wellbeing gains for
themselves and for others’ (Morgan & Aleman-Diaz, 2016). It has two elements. The first is
to understand through epidemiological research the ability of known potential health assets to
explain different health-related outcomes. The second is to determine whether there is
sufficient evidence for particular concepts to be useful in the practice of improving health and
to find ways of translating the theoretical into a set of actions for change.

This paper proposes the concept of optimism as a potential health asset and seeks to explore
its association with a well-known proxy measure of well-being - Health Related Quality of
Life (HRQOL). It provides a first step to understanding whether optimism can be put to
practical use in the development, implementation and evaluation of health promotion
programs.

Identifying and understanding key health assets
Whilst it would be naive to think that asset based approaches, can remove all the risks
associated with young people growing up, strengthening protective factors in schools, at home
and in local communities can make important contributions to reducing risk for the vulnerable
(Rutter & Smith, 1995, Fonagy & Higgitt, 2000; Heijmens Visser et al., 2000, Morgan and
Ziglio, 2007). For the purpose of this study health assets can be any resource that can
ameliorate the effects of exposure to risk in a positive direction but can also operate in an
additive protective way that still enables positive adaptations independent of risk exposure
(Brooks et al., 2012; Morgan & Ziglio, 2007). This definition and the development assets
identified by the Search Institute (www.searchinstitute.org ) provide a useful framework for
selecting a set of candidate assets that can be tested and developed as valid indicators to link
and explain possible pathways to wellbeing. So far, assets have been classified into two broad
types: external assets, those attained through positive relationships with others; and internal
assets, the competencies and values that young people develop as a consequence of the social
support and empowerment gained from the former (Benson et al., 2011). The concept of
optimism in this context is included as an internal development asset. Optimistic young
people have a positive view about their personal future which in turn helps them to secure
healthy growth and development. The health asset framework calls for robust evidence that
allows potential concepts (or candidate assets) to be tested through empirical research. This
testing involves an iterative process to clarify definition and measurement so that health assets

can be used in further empirical work to explain the phenomenon (HRQOL in this instance) of
interest. This knowledge can then be used to inform health programmes. This study begins
that process for the concept of optimism.

Optimism: its conceptualization and measurement as a health asset
Intuitively the concept of optimism has the potential to be a health asset as it can facilitate the
achievement of wellbeing through positive thinking about the future. Benson et al (2011) have
already identified it as one of 40 development assets for young people. More generally
Lindstrom and Eriksson (2010) included it in their ‘salutogenic umbrella’ of concepts that are
important in positively framing the delivery of health promotion programs. This paper has the
intention to contribute to a better understanding of how optimism (and its associated concept,
pessimism) can be included in a health asset approach and what issues need to be addressed in
its further development.
There seem to be two prominent theoretical models of optimism defined in the
literature; dispositional optimism (Carver & Scheier, 2002) and attributive style optimism
(Gillham & Reivich, 2004; Orejudo et al., 2012). In the first model, dispositional optimism is
described as the predisposition to expect positive outcomes when confronting major problems
and having expectations that goals in the future will be attained (Scheier & Carver, 1985).
Dispositional optimism is thus a predictor of successful adaptation to stressful encounters,
helping individuals to deal with problems in life rather than avoiding them and giving up
(Carver & Scheier, 2002). In contrast, the second model, attributive style optimism, is
described as a pessimistic explanatory style where adolescents expect that they won’t have the
ability to control stressful events or create positive outcomes in life (Gillham & Reivich,
2004).
Our ability to develop and utilize optimism as a health asset relies on good
measurement. A number of studies have identified issues in the operationalization of both

concepts (optimism and pessimism), which may have implications for measurement in health
outcomes studies (Hertzberg et al., 2006; Nes & Segerstrom, 2006). They can either be
measured as two different concepts (bi-dimensional) or as opposite ends of a single range or
continuum (uni-dimensional) (Nes & Segerstrom, 2006). In measurement terms, different
scales may assess different dimensions of the same phenomena or completely different
phenomena depending on how the instruments have been operationalized. Dispositional
optimism has been described as “the generalized expectancy that one will experience positive
outcomes in life” (Magaletta & Oliver, 1999) and has been studied among adolescents both as
a bi-dimensional and a uni-dimensional construct. One of the first instruments in this area is
the Generalized Expectancy for Success Scale (GESS) (Fischer & Leitenberg, 1986), a bidimensional instrument that examines generalized future expectations for personal success
and failure. Other instruments are the Optimism-Pessimism Test instrument (OPTI), a unidimensional instrument that examines general tendency to expect positive or negative
outcomes (Stipek et al., 1981), and the Youth Life Orientation Test (Y-LOT) (Ey et al., 2005;
Monzani et al., 2014), a bi-dimensional instrument that examines positive and negative
general expectations.
This study uses the GESS instrument (in a larger questionnaire) as an objective
measure of optimism and pessimism for assessing adolescent’s future expectations. The
advantage of GESS is that it focuses on future expectations for personal success and has been
adopted for use as a self-report instrument among adolescents.

The status of the evidence on optimism as a health asset
There is no known research that explicitly explores the potential of optimism as a health asset.
However a more general evidence base exists that highlights its links with a range of health
related outcomes. Optimism has been commonly understood to be a protective factor in
relation to health-related outcomes, although this relationship predominantly relates to adult

populations (Carver et al., 2010; Conversano et al., 2010). Studies have demonstrated that
high levels of dispositional optimism among adults relate to a wide range of positive
wellbeing outcomes (Conversano et al., 2010; Scheier & Carver, 1985), whereas lower levels
have been associated with medical illness or health crises (Carver et al., 2010; Kurtz et al.,
2008). Furthermore, individuals who have a pessimistic explanatory style more commonly use
avoidance coping strategies (Folkman & Lazarus, 1980; Rasmussen et al., 2006; Carver &
Scheier, 2014) and have more negative outcomes (Fibel & Hale, 1978; Scheier & Carver
1985; Strunk et al., 2006). Research has also shown that there is an inverse correlation
between optimism and depressive symptoms and suicidal ideation among adults (Shang &
Sanna, 2001; Hart et al., 2008; Hirsch & Conner, 2006; Van der Velden et al., 2007; Steele &
Wade, 2004). There are some adolescent studies that have shown positive correlations
between optimism and health related outcomes (Alarcon et al., 2013; Bamford & Lagatutta,
2012; Vacek et al., 2010; Ben-Zur, 2003), effective coping strategies and the adoption of good
health behaviours (Jones et al. 2008) and better emotional functioning (Williams et al., 2010).
As might be expected pessimistic orientations about the future have been shown to have the
opposite effect on health outcomes for adolescents both in the general population (Reppucci et
al., 1991; Strunk, 2006) and in health care (Sulkers et al., 2013; Williams et al., 2010). There
are also some examples of optimism being used in health promotion intervention studies as an
outcome but these have contradictory findings (Johnstone et al., 2014; Patton et al., 2011).
These contradictions may suggest that our understanding of the protective aspects of
optimism are not sufficiently well articulated for the idea to be translated into actions for
practice. In part disentangling the concept has been complicated by the inextricable link to
pessimism. For example, it has been argued that high levels of optimism can lead to an
underestimation of health hazards whereas high levels of pessimism can be beneficial in
preparing for unpredictable outcomes (Reppucci et al., 1991; Patton et al., 2011).

Overall the body of published research available to assess the relationships between optimism
and a range of health-related outcomes is varied. Much of it has been carried out in the
context of healthcare settings studying such outcomes as surgery, cancer and heart disease and
amongst adults. That said there is review level research that suggests that the relationship is
positive (Carver et al., 2010; Carver & Scheier, 2014). Although a study by Kurtz et al (2008),
of patients with cancer found that optimism was negatively correlated with pain control. A
recent review by Okado et al (2016) reviewed the role of optimism in pediatric cancer
patients. They found that it was linked to fewer difficulties with pain, higher quality of life
and stronger mental health functioning. In contrast, pessimism was associated with poorer
outcomes in behavioral, physical and emotional functioning. The review did recognize
however summarizing the data across studies was difficult due to definitional issues and
design and methodological limitations. The field of optimism and mental health is also
scattered. A review by (Conversano et al., 2010) however concluded that optimism has an
important moderating role in the association between feelings of loss of hope and suicidal
ideation. Carver and Scheier (2014) reviewed a range of epidemiological research that studied
long-term prospective associations between optimism and health outcomes in large samples.
Optimism was shown to have a relationship with social relations and social support. However
it was recognized that this association could be tautological and that having strong social
networks and social support could lead to someone being optimistic. Much of the work on
optimism has taken place in health-related contexts, as people confront the transitions
imposed by health crises. The early work shows that optimists fare better emotionally and
psychologically than pessimists when confronting health problems.
Our study is set in the context of prevention, specifically to understand the skills,
competences and attributes that are supportive (or protective) for healthy adolescent

development. There is little or no research in this area. Although there are some examples of
studies carried out amongst young people to look at the role of optimism in a range of health
specific outcomes. For example, Wray et al (2013) studied the relationship between optimism
and alcohol use amongst 14-18 years using a cross-sectional design. These results suggest that
those who have more positive expectations of the future report lower levels of alcohol use at
age 14, while those with more negative future perspectives report higher levels of alcohol use
at that age. However they also found gender differences. Girls tended to be more optimistic
than boys. Patten et al (2011) found positive associations between optimism and a range of
emotional outcomes, substance abuse and anti-social behavior amongst early adolescents. The
extent of the relationship also differed by gender. Carvajal (2012) found that optimism
systematically decreased during early adolescence suggesting that is important to recognize
the concept as dynamic and changing throughout the development years.

The current study
This study presents an opportunity to test and explore optimism as a health asset to promote
wellbeing among adolescents. Specifically it uses data from a survey carried out in a medium
sized rural town in southwest Sweden among 11-16 year old adolescents. We explore
optimism and pessimism as a bi-dimensional construct and its impact on HRQOL among
adolescents in two separate age groups (11-13 years and 14-16 years). The inclusion of these
two age groups helped us observe differences that provide insights into issues relevant to this
key transition stage (Holmbeck et al., 1995). Previous research has indicated age, gender and
socio-demographic characteristics to have a potential impact on the relationship between
optimism and health-related outcomes (Biehl et al., 2014; Hutton et al., 2014; Meade &
Dowswell 2016; Orejudo et al., 2012). Measures were therefore included to control for these
factors.
Hypotheses

Hypothesis 1 - there is an association between adolescent’s self-rated optimism and
pessimism and health related quality of life (HRQOL).
Hypothesis 2 – the association between adolescent’s self-rated optimism and pessimism and
HRQOL changes when gender and socio-demographic characteristics are taken into account.

Methods
Study Design
This study used data from a cross-sectional study in a medium-sized rural town in South West
Sweden performed in 2011. For participant recruitment, pupils from junior high schools were
invited to participate. The study included measures of HRQOL, optimism/pessimism and a
range of proxy measures of socio economic status.

Participants
The sampling frame included pupils from seven municipal schools (from a total of 34 public
and 4 private schools) selected on the basis of having a total of more than 100 pupils. Fifty
classes were invited to participate in the study resulting in a sample of 24 classes with pupils
aged 11-13 years old (n=536 pupils, younger age group) and 25 classes with pupils aged 1416 years old (n=576 pupils, older age group). One class (14-16 years) decided not to
participate. For the purpose of this study we classified the younger age group as early
adolescent and the older age group as mid-adolescent. A sample of 948 respondents (n=467
11-13 years old and n=481 14-16 years old) completed the questionnaires yielding a response
rate of 87 % and 84% respectively (non-respondents were almost exclusively due to absence
from school during the day of data collection).

Procedure

Adolescents answered a self-report questionnaire consisting of two validated scales, one for
measuring HRQOL and the other, concepts of optimism and pessimism. The Manchester
Minneapolis Quality of Life instrument (MMQL) was used for the former and the Generalized
Expectancy for Success Scale (GESS) for the latter. The adolescents were also asked to
answer questions in relation to their socio-demographic characteristics (age, gender, parents
marital status and family country background). Questionnaires were distributed to each class
following a brief introduction by the researchers. Participants were also given the possibility
to ask questions about the study or specific questions during completion of the questionnaire.
Completed questionnaires were returned to the researchers by each respondent. However in
two schools, teachers distributed and collected the questionnaires in return envelops from
each class.

Measures
Health related quality of life (HRQOL)
The MMQL instrument exists in two forms which take account of the characteristics of two
age groups, the MMQL-Youth form for 8-12 year olds and the MMQL-Adolescent form for
13-20 year olds (Bahitia et al., 2004; Einberg et al,. 2013). The MMQL-Youth form consists
of four quality of life subscales; physical symptoms, physical functioning, psychological
functioning and outlook on life comprising 32 items in total. The MMQL-Adolescent Form
consists of seven quality of life subscales; physical functioning, cognitive functioning,
psychological functioning, body image, social functioning, intimate relations and outlook on
life with a total of 45 items. The items in the subscales of both forms were answered on a 4 or
5 point scale, with higher scores indicating better outcomes. Both versions of the instrument
have good psychometric characteristics in terms of face and content validity, internal
consistency (Cronbach’s alpha from 0.88 to 0.92) and stability (ICC from 0.43 - 0.78) and are
available in versions translated in a Swedish context (Einberg et al., 2013). The MMQL

instrument was selected to measure HRQOL based on that it has been shown to better capture
the QOL perspective of health in comparison with other health status and QOL instruments
developed for children (Fayed et al., 2011). Furthermore, the items used have a mainly
positive phrasing, which is important for how each item is perceived and for the child’s
experience of contributing to the questionnaire (Fayed et al., 2011). Positively framing
questions is also a pre-requisite of the health asset approach. The score for each individual
item is based on the number of points in the scale; “Never” = 5; “Seldom” = 4, “Sometimes”
= 3, “Mostly” = 2 and “Always” = 1. All items were summarized into a total score for the
different age-groups. HRQOL was used both as a continuous variable (in multi-level
analysis) and as a categorical variable (in logistic regression). Categorization was achieved
according to the age-specific mean of HRQOL, were below mean was categorized as “0” and
above mean as “1”.

Optimism and Pessimism
An age adapted version of the original GESS (Fibel & Hale, 1976) was used to assess
optimism and pessimism relevant to the study population (Fischer & Leitenberg, 1986). The
age adaptation of GESS included changes in the response options (from Likert scale to more
simplistic true or false responses. Fischer & Leitenberg (1986) based this age adaption
decision on similar research with this age group and argue that this does not diminish the
validity of the instrument. The age-adapted version includes 27 statements constructed with
the same opening phrase; “In the future I expect that I will…“. Sixteen items were phrased in
the direction of success (optimism scale) and 11 items phrased in the direction of failure
(pessimism scale). The optimism scale was scored using a range of 0-16 points, higher
numbers indicating a higher level of optimism. The Cronbach´s α for optimism in this study
was 0.701 in the early adolescent group and 0.817 in the mid-adolescent group. The

pessimism scale was scored with a range of 0-11 points, higher numbers indicating higher
level of pessimism. The Cronbach´s α for pessimism was 0.638 in the early adolescent group
and 0.689 in the mid-adolescent group. It could be argued that there is an overlap between
measures of optimism and pessimism and the Outlook of Life subscale in the MMQL scale,
however assessment via Spearman correlation showed this not to be the case (Table 1).
Furthermore, we found no collinearity between optimism and pessimism as indicated by
Spearman s correlation test (r < .5) (Table 1). Optimism and pessimism were used both as a
continuous variable (in multilevel analysis) and as a categorical variable (logistic regression).

Insert Table 1
Socio-demographic characteristics
Socio-demographic characteristics of participants were assessed early on in the questionnaire.
Data relating to parental status were obtained from an initial section on socio-demographic
characteristics. Adolescents were asked to answer questions on age, gender, parent’s marital
status and family country background. Gender was measured by the question “Are you a boy
or a girl?” and the answer was coded girls (=1) and boys (=2). Parents’ marital status was
measured by the question “Are your parents divorced?” The answers were coded as 1 (=yes)
and 0 (=no). Family country background was measured by the question “Was your father born
in Sweden?” and “Was your mother born in Sweden?”. The answers were added together and
then coded as both parents born in Sweden (=0) and one or two parents born outside Sweden
(=1).
Analytic Approach
The two age groups were examined separately and statistical significance was assumed at
p<0.05. Mean (standard deviation) was used and numbers (proportions) for descriptive
purpose. Chi-square, independent student t-tests and Mann-Whitney were conducted to

compare MMQL, optimism, pessimism, gender, parent’s marital status and family country
background between age groups. We used SPSS statistics version 20.0 (IBM, New York,
USA) and MPLUS version 7.2 (Muthen & Muthen, Los Angeles, California) for statistical
analyses. Multilevel models were used to analyze simple linear regression analysis with
manifest variables in clustered data. The data was selected and clustered from seven different
schools, where in the analysis the students represented level 1 and the school represented level
2. The degree of dependence of observation was measured by the intra-class correlation
coefficient (ICC), using MPLUS. Our model included five manifest independent variables
(gender, parents marital status, family country background, optimism and pessimism) and one
manifest dependent variable (HRQOL).

In further analyses using SPSS and logistic regression, adolescents’ school affiliation and
cluster was adjusted for by including dummy variables for each school in the regression
model (Rice & Leyland, 1996). Multivariate logistic regression models were used to further
calculate the associations between self-rated HRQOL, optimism and pessimism. Scores of
self-rated HRQOL were dichotomized into above mean (high) scores below mean (low). In
the regression models optimism scores and pessimism scores were categorized according to
age-specific quartiles into four groups. Cut-off points in the early adolescents group were: 13
(q1- reference), 15 (q2), 16 (q3) in optimism and 0 (q1-low), 1 (q2), 3 (q3-reference) in
pessimism. Cut-off points in the mid-adolescent group were: 14 (q1-reference), 15 (q2) and
16 (q3) in optimism and 0 (q1), 1 (q2) and 3 (q3-reference) in pessimism. Results were
reported as odds ratios (OR) with 95% confidence intervals (95% CI). Two multivariate
models were used: the first model included gender as a covariate and the second model
gender, parent’s country background and marital status.

Missing data
A number of 153 adolescents (153) who had agreed to participate did not complete the total
HRQOL. The extent of missing data on the statements of optimism and pessimism varied
from 0.6% to 7.3% in the early adolescents group and 0.2 % to 11.0 % in the mid-adolescent
group. On the socio-demographic characteristics variables (gender, parents marital status,
family country background), the extent of missing data ranged from 0.6 % to 3.0 % in the
early adolescents group and 0.2 % to 2.5% in the mid-adolescents group. We used the full
information maximum likelihood [FIML] approach to produce the maximum likelihood
estimation of parameters using Mplus (Geiser, 2013).

Ethical clearance
The principal at each school approved participation in the study. Prior to data collection, each
school distributed written information to children and their parents about the purpose and
structure of the study, indicating that participation was voluntary and if children or their
parents declined to participate, they could decide not to fill in the questionnaire without
having to explain why. The participants were guaranteed anonymity. The study design was
approved by the regional ethics committee in Lund (Dnr 2016-1003).

Results

Tables 2 and 3 summarize the descriptive statistics for HRQOL, optimism and pessimism,
gender, parent’s marital status and family country background by age group. The mean of
total HRQOL was significantly lower (p<0.001) in the older age group (mean 3.87; SD: 0.39),
compared with adolescents in the early adolescent group (mean 4.35; SD:0.37) (Table 2).

Adolescents in both age groups were quite optimistic about their future, with high mean
optimism and low mean pessimism scores (Table 3).

Insert table 2 and 3 here.
Table 4 presents the regression coefficient estimates from multilevel models. Since the
interclass correlation was zero (ICC= 0.000), which indicates that the variance between
school (level 2) and HRQOL was negligible. We found that self-reported optimism was
significantly associated and positively related to HRQOL within level (level 1) controlling for
gender, parents marital status and family country background which means that adolescents in
both age-groups which reported high levels of optimism were more likely to report higher
levels of HRQOL than adolescents reporting lower levels of optimism Furthermore, in both
age-groups, the students self-reported pessimism was significantly associated and negatively
related to HRQOL within level (level 1) controlling for gender, parents marital status and
family country background. This indicates that adolescents reporting high levels of pessimism
were more likely to report a lower level of HRQOL than adolescents reporting lower levels of
pessimism (table 4).

Insert table 4 here
Table 5 presents odds ratio with 95 % confidence interval of the likelihood of rating high
HRQOL in different levels of optimism and pessimism. The association between high levels
of optimism and high self-rated HRQOL was significant in the early adolescent group
(OR=4.02; 95%CI: 1.27-3.87; p=.01) and in the mid-adolescent group (OR=2.63; 95%CI:
1.50-4.60; p= <.001) compared to low levels of optimism. This association was stable after
adjusting for gender, parent’s marital status and family country background in both age
groups. Adolescents with low pessimism were more likely to rate high HRQOL, in the early

adolescents group (OR= 3.30; 95% CI: 1.73-6.28; p= < .001) and in the mid-adolescents
group (OR= 4.69; 95% CI:1.74-5.44; p= <.001). These associations remained significant
when adjusting for gender, parent’s marital status and family country background both in the
early in adolescent group (OR= 3.36; 95% CI: 1.67-6.65; p= <.001) and in the mid-adolescent
group (OR= 4.62; 95% CI: 2.07-10.31; p= <.001).

Insert table 5 here
Discussion
This study provides associational evidence that optimism has a protective relation to HRQOL
during adolescence among pupils from junior high schools in a medium-sized rural town in
South West Sweden. The sample included pupils from seven municipal schools based on a
geographical distribution of these schools in the town environment and broad sociodemographic representation of the inhabitants. The pupils in this study can be seen as
representative of those living in typical rural towns in Sweden. The intention of the study was
to contribute to our understanding of the utility of optimism as a health asset for promoting
wellbeing among adolescents. The process of doing so cannot be achieved in one study as the
assessment of candidate assets needs to accumulate across studies in different contexts and
population groups. This study does suggest however, based on associations that optimism can
be protective for low HRQOL and the relationship is stable (in both age groups) even after
controlling for gender and selected socio-demographic indicators (parent’s marital status and
family country background). In contrast, it is suggested that high levels of pessimism were a
risk factor for rating low HRQOL and the relationship was similarly robust after taking
confounding factors into account. Overall, the findings support our first hypothesis that there
is an association between adolescent’s self-rated optimism and pessimism and HRQOL.

Early and mid-adolescence
The findings from this study indicate a significant decrease in optimism and a significant
increase in pessimism between early and mid-adolescence, which is in line with other
research (Patton et al., 2011). The changes seen in optimism and pessimism are interesting
from a transitional and developmental perspective. There are multiple challenging transitions
during the period of adolescence, for example onset of puberty and change of schools. From a
developmental perspective we know that from the age of seven, children generally have a
capability to use a range of coping strategies to deal with negative emotions (Bamford &
Lagattuta, 2012; Holmbeck et al., 1995). Fischer and Leitenberg (1986) conclude that children
in early adolescence are generally more optimistic than pessimistic about their long-term
future. Patton et al. (2011) found that optimism generally decreases with age (12-14 years
compared to two years later) and this was particularly pronounced among girls. However,
interestingly a study of pre-university students (mean age of 18.2 years) found that by this age
expectancy for success in the future had increased (Yong, 2010). A possible explanation for
the findings in our research and in other studies might be that those at the stage of early
adolescence may not have been exposed to life expectations, perceived life chances and
attaining goals and are therefore more likely to be optimistic. In contrast, those at the stage of
mid-adolescence are more likely to be less optimistic about the future because of various
transitions and accumulated stressful life events. However, as already stated it seems that as
adolescents progress through this development period, they eventually re-gain a sense of
optimism (Young, 2010).
The resurgence of optimism could be the result of cumulative exposure to
significant positive life experiences and the acquirement of good experiences of coping with
new life events. Adolescents’ opportunities of acquiring good experience of coping with new
life events can be expected to play an important role in the development of an optimistic

outlook about personal future (Carver et al., 2010; Wrosch & Scheier, 2003). Effective coping
strategies among adolescents involve a capability of adjusting one’s goals to certain demands.
Individuals with higher levels of optimism have displayed greater flexibility in coping and
goal pursuit (Carver et al., 2010; Wrosch & Scheier, 2003; Hanssen et al., 2014). In other
words, being able to switch flexibly between different coping strategies might be a capacity,
facilitated by an optimistic orientation, that separates, distinguishes and influences the
HRQOL of adolescents.
The changes in levels of optimism across the adolescent development years
highlight the need for more clarity about the definition of optimism, if it is to be put to use for
practical purpose. For example, Carver (2014) suggests that dispositional optimism is a
personality trait that is relatively stable, however he does concede that changing a person’s
outlook on life can be done but it is not a simple matter. One of the pre-requisites of applying
concepts using an asset approach is that they can be clearly defined. Further work to clarify
these definitional issues in the context of adolescence is still required.

Gender and socio-demographic characteristics

The findings from our study indicate that gender had an impact on the relationship between
optimism and pessimism and HRQOL, whereas the socio-demographic characteristics did not.
Therefore, this study’s results do not support our second hypothesis and is contradictory to
earlier research (Biehl et al., 2014; Orejudo et al., 2012). However, the complexities of the
relationships might require further work in different adolescence populations in Sweden and
other countries in order to consolidate whether this is true or not.
Findings support wider literature in suggesting that gender has an impact on
health related outcomes (Deptula et al., 2006; Orejudo et al., 2012; Patton et al., 2011). The

role of gender and optimism at different ages should be further investigated to increase the
understanding of the factors that contribute to the development of optimism. Contrary to
expectations, our findings did not show that sociodemographic characteristics have an impact
on the relationship between optimism and pessimism and HRQOL. Other research, has
proposed that optimism can act as a buffer for negative health outcomes associated with poor
socioeconomic status (Adler, 2007; Carver et al., 2010; Finkelstein et al., 2007; Piko et al.,
2012). It has also been suggested that such a relationship might be explained by the
adolescents’ family environment. For example, an adolescents’ capability of positive thinking
may depend more on: levels of parental optimism (Bamford & Lagatutta, 2012), parents’
ability to deliver an optimistic approach to their children (Bamford & Lagatutta, 2012;
Orejudo et al., 2012) and a good relationship and communication with parents (Ben-Zur,
2003; Korkeila et al., 2004; Orejudo et al., 2012). That is an adolescents general social
environment may be at least as important as the actual socioeconomic status of the family.
The relative impact that different dimensions of an adolescent’s social environment can have
on optimism and its potential subsequent health benefits is worthy of further study.

Implications for research, policy and practice

This study was placed with a health asset framework as it aspired to provide a possibility of
translating the research findings into practice. It demonstrated that the concept of optimism
has the potential to be a health asset given the positive associations found between it and
HRQOL. However, in order to put it to practical use in policy and practice, work is required
to further understand how best to define and measure it. This will provide more clarity on how
to gain more evidence about how optimism can link and explain a range of antecedents along
the pathway to adolescent health and wellbeing. The health asset approach places emphasis on

the building of theory in order to advance this understanding as it is argued that theory based
programs are more likely to be effective (Garcia-Moya & Morgan, 2016). In order to be
useful to the asset approach such theories need to be positively framed. It has already been
suggested that the concept of optimism has this potential (Erikson & Lindstrom, 2010).
However, the idea of optimism needs to move from a concept with potential to a theoretically
based framework for action in health promotion orientated towards adolescents. There are a
number of specific areas to explore that in the first instance are best suited to review level
research. Such work would: explore the theoretical underpinnings of optimism and the
implications for its definition and measurement; synthesize the current knowledge about the
links between optimism and a range of health related outcomes; and identify the types of
environmental factors that can encourage adolescents to be optimistic about the future. This
would support the advancement of optimism as an explanatory theory for improving
adolescent wellbeing so that it can be useful to both elements (described in the introduction)
of the health asset approach. Until this work is completed, we argue that the field of optimism
research is insufficiently developed for utilization in intervention studies and its translation
into policy and practice.

Strengths and limitations

The obvious limitation of this cross-sectional study (inherent in all cross-sectional designs) is
its weakness in establishing causal mechanisms as this can only be inferred. Thus, it is
difficult to rule out if adolescents with greater HRQOL tend to be more optimistic or the other
way around. Therefore, our research questions are more ideally suited to longitudinal designs,
which can explore the direction of relationships between variables. That said cross section
analysis is important in helping to better formulate future research questions. An additional

potential limitation relates to sampling. The seven schools were not randomized selected,
instead the selection were based on the need to be large enough to avoid potential
identification of individual adolescents in the data as well as to achieve representation of
the town’s various geographic and sociodemographic areas. .The ICC indicated that the
variance between school and HRQOL was negligible.
There are a number of strengths to the study. Firstly the response rate in both
age groups of adolescents was high. In addition the instruments used are internationally
established, validated and commonly used measures of optimism and pessimism and HRQOL.
The versions of both the GESS instrument and HRQOL used were also adapted and fit for
purpose amongst children and adolescents. The GESS instrument did however compel
respondents to answer in a dichotomous way (forced), which could be argued as an additional
weakness, contributing to small variations in ratings of optimism and pessimism and influence
the statistical analysis. The study was based upon self-reported data, which strengthens the
results as it is based on an adolescents own perception of their HRQOL, optimism and
pessimism.

Conclusions
The study has allowed us to present associational evidence of the links between optimism and
health-related quality of life in a context of a medium-sized rural town in Sweden. The
findings indicate a significant decrease in optimism and a significant increase in pessimism
between early and mid-adolescence. Gender had an impact on the relation between optimism
and pessimism and HRQOL, whereas the socio-demographic characteristics did not. This
infers the potential of an optimistic orientation about the future to function as a health asset
during adolescence and by implication may provide additional intervention tool in the

planning of health promotion. However, further work is required to articulate optimism as a
health asset and a concept with practical implication.
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Table 1
Correlation between optimism, pessimism and dimension of
HRQOL- outlook of life.
Optimism

Pessimism

r

r

.10 a

-.09a

Optimism

-

-.37a

Pessimism

-.37a

-

.24a

-.23a

Optimism

-

-.44a

Pessimism

-.44a

-

Early adolescence group
Outlook of life

Mid-adolescence group
Outlook of life

a

Based on spearman correlation (r). All correlation coefficients are significant p<.05.

Table 2
Mean (SD) in HRQOL total scores and in diffrent dimensions of HRQOL in early adolescence group and in mid-adolescence group.
Mid-adolescence group
(n=481)

Early adolescence group
(n=467)
minimum

maximum

(SD)

scores

scores

mean

4.35

0.37

2.71

5.00

Physical function

4.19

0.59

2.29

Psychological function

4.08

0.55

Outlook of life

4.47

0.52

mean

HRQOL total score

a

minimum

maximum

(SD)

scores

scores

Pb

3.87

0.39

1.73

4.69

< .001

5.00

3.87

0.57

1.00

5.00

< .001

2.13

5.00

3.95

0.59

1.00

5.00

.002

2.19

5.00

4.10

0.83

1.00

5.00

< .001

5.00

c

The diffrent dimensions of HRQOL

Physical symptoms

4.52

0.33

2.88

Body image

c

3.98

0.68

1.13

5.00

Social function

c

4.28

0.64

1.00

5.00

Intimate relations

c

4.10

0.75

1.25

5.00

Cognitive function

c

3.27

0.25

2.33

4.22

Missing data (early adolescence, mid adolescence): HRQOL total score (67, 84), physical function (19,19), psychological function (27,33), outlook of life (30, 12),

physical symptoms (26, a), body image (a, 28), social function (a,16), intimate relations (a,18) and cognitive function (a,28).

a

The mean was based on: all items in the MMQL instrument were summarized and dividing by the number of items into a total score.

b

c

Based on t-test, p<.05

Missing value due to differences in MMQL version according to age.

Table 3
Optimism, pessimism and socio-demographic characteristics in early adolescence group and in midadolescence group.
Early adolescence group
Mid-adolescence group
(n=467)
(n=481)

minimum maximum
mean (SD)

scores

scores

14.42 (2.12)

2

16

1.53

(1.72)

0

10

n

Gender
Girls
Boys
Parents´ marital
status
Divorced parents
No
Yes

GESS
Optimism
sumscore
Pessimism
sumscore

pa

minimum maximum
mean

(SD)

13.93 (1.00)

scores

scores

1

16

0.017

0

11

0.006

1.93

(1.96)

(%)

n

(%)

Pd

229
235

(49.4)
(50.6)

227
254

(47.2)
(52.8)

.51

316
138

(69.6)
(30.4)

322
151

(68.1)
(31.9)

.62

Family country
background
One or two parents born
outside Sweden
No
282
Yes
171

(62.3)
(37.7)

296
174

(63.0)
(37.0)

.82

Sociodemographic
characteristic

Missing data (early adolescence/mid adolescence): optimism sumscore (105,141), pessimism sum score (85,124), gender (3,1), parents
marital status (13,9)
and family country background
(14,12).
a
Based on Mann
Witney, p<0.05.
b
Based on X2 test,
p<0.05

Table 4
Estimates (SE) for the performed multilevel linear models.
Health quality of
life
Estimates (β1)

(SE)

.24
.24
-.07

(.05)
(.04)
(.02)

<.001
<.001
.002

.10
12.2 %

(.05)

.05

-.26
.25
-.04

(.04)
(.05)
(.02)

<.001
<.001
.07

.10
12.9%

(.05)

.07

.37
.26
-.11

(.03)
(.04)
(.03)

<.001
<.001
<.001

.02
21.9%

(.03)

.49

-.36
.24
-.15

(.08)
(.03)
(.04)

<.001
<.001
.01

.01
21.5%

(.09)

.78

p

Early adolescence group
Optimism
Gender (girls/boys)
Parents marital status: Divorced parents (no/yes)
Family country background; One or two parents born outside Sweden
(no/yes)
2

R

Pessimism
Gender (girls/boys)
Parents marital status: Divorced parents (no/yes)
Family country background; One or two parents born outside Sweden
(no/yes)
2

R

Mid-adolescence group
Optimism
Gender (girls/boys)
Parents marital status: Divorced parents (no/yes)
Family country background; One or two parents born outside Sweden
(no/yes)
2

R

Pessimism
Gender (girls/boys)
Parents marital status: Divorced parents (no/yes)
Family country background; One or two parents born outside Sweden
(no/yes)
2

R

Table 5
The odds ratio with 95% confidence intervals for high HRQOL (above mean) by quartil of
optimism and pessimism in early adolescence group and Mid-adolescence group.
Early adolescence group
ORa

95% CI

Quartiel 1 - Low

1.0

-

Quartiel 2

1.59

(0.80;3.16)

Quartiel 3

2.34

(1.27:3.87)

Quartiel 4 - High

4.02

(2.35:6.88)

Mid-adolescence group
ORa

95% CI

1.0

-

.19

1.21

(0.62;2.37)

.57

.01
< .001

1.72

(1.02:2.88)

2.63

(1.50:4.60)

.014
< .001

P

P

Levels of OPTIMISM
Crude

Adjusted for gender
Quartiel 1 - Low

1.0

-

1.0

-

Quartiel 2

1.54

(0.77;3.07)

.22

1.28

(0.64;2.55)

.48

Quartiel 3

2.22

(1.27:3.86)

(1.22:3.61)

3.97

(2.31:6.83)

.01
< .001

2.10

Quartiel 4 - High

3.97

(1.76:5.67)

.01
< .001

Adjusted for gender, family country background and divorced parents
Quartiel 1 - Low
1.0
-

1.0

-

Quartiel 2

1.57

(0.77;3.19)

.21

1,24

(0.61;2.52)

.55

Quartiel 3

2.09

(1.18:3.70)

(1.18:3.70)

3.80

(2.18:6.60)

< .001
< .001

1.97

Quartiel 4 - High

3.09

(2.18:6.60)

.017
< .001

Levels of PESSIMISM
Crude
Quartiel 1 - Low

3.30

(1.73;6.28)

< .001

4.69

(1.74;5.44)

Quartiel 2

1.84

(0.96:3.52)

.07

5.35

(1.81;6.23)

< .001
< .001

Quartiel 3

2.28

(1.11:4.66)

.02

1.97

(0.98;4.00)

0.06

Quartiel 4 - High

1.0

-

1.0

-

Adjusted for gender
Quartiel 1 - Low

3.36

(1.76;6.44)

< .001

4.70

Quartiel 2

1.90

(0.98:3.67)

.06

5.34

< .001
(2.44;11.79) < .001

Quartiel 3

2.32

(1.13:4.78)

.02

1.97

(0.97;4.00)

Quartiel 4 - High

1.0

-

1.0

-

Adjusted for gender, family country background and divorced parents
Quartiel 1 - Low
3.36
(1.67;6.65)

a

(2.23;9.91)

0.06

< .001

4.62

(2.07;10.31)

Quartiel 2

1.92

(0.98:3.80)

.06

4.75

(2.05;11.01)

< .001
< .001

Quartiel 3

2.09

(0.99:4.41)

.05

1.75

(0.82;3.71)

0.06

Quartiel 4 - High

1.0

-

1.0

-

Association were analysed using logistic regression, p <.05.

