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ABSTRACT 

An exploratory prospective longitudinal study was conducted to examine the 

efficac y of short-term cognitive-behavioura! and ps ychoeducational interventions 

designed to improve dispositional optimism. Optimism. stages of change. neuroticism. 

extraversion. and quality of Iife were assessed in 60 undergraduate students both prior to 

and following the short-term interventions. Subjects were randomly assigned to the 

cognitive-behavioural (fi = 20). the psychoeducational (n = 70). or a waiting-list control 

group (fi = 30). Analyses of covariance (ANCOVA) suggested that both of the 

interventions were effective in raising action and maintenance scores. but were 

ineffective in increasing optimism. Findings with respect to the impact of neuroticism 

and extraversion were inconclusive. The results of the present study demonstrate that it 

may be possible to increase cornmitment towards behavioural change using these 

psychotherapeutic interventions. Further study is required to determine whether 

corresponding changes in dispostional optimism are possible. 

Key Words: disposi tional optimism. stages of change. qualit y of life 
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CHAPTER 1: INTRODUCTION 

To date. research on quaiity of life has been characterized by concerns of 

conceptual definitions (Bergner. 1589: Cella. 1994: Hy land. 1992). quandaries of 

measurement (Hays B Hadorn. 1992: Kaplan. Feeny. & Revicki. 1993; Revicki 8: 

Kaplan. 1993; Testa & Nackley. 1994). assessments of specific populations (Le.. 

Anderson. 1992: Bendtsen & Homquist. 1993: Sarna 1993: Vickrey. Hays. Graber. 

Rausch. EngI. & Brook. 1991). and personality or environmental factors that can make 

an individual more resilient against or susceptible to diminished well-being (Costa & 

McCrae. 1987; Scheier & Carver. 1987; Wistow. Wakefïeid, & Goldsmith. 1990). What 

have failed to emerge are prograrns that utilize this research to improve quality of life 

(Evans. 1994). While the former are important to further the conceptualization of the 

consvuct and to foster agreement among researchers, a realistic end-point of empirical 

research in this area should be to develop and promote strategies to enhance quality of 

life. Studies of the impact of personality on health could foster efforts towards this goal 

since it is widely held that individual differences in personality can have a strong impact 

on the processes that underlie the motivation for health-relevant behaviors (Cozzarelli. 

1993: Dilorio. Faheny. & Manteuffel. 1992: Scheier & Cmer .  1997). 

With both scientific and practical motivations. academics. ciinicians. politicians 

and policy-makers have shown a burgeoning interest in quality of life in recent years. 

Contributing to this widespread interest are multifaceted demographic and economic 

issues that pose formidable challenges to our changing society. The need for health care 

for a greater number of people is inevitable. as demographic trends forecast drarnatic 

1 
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increases in the nurnber of people over the age of 65 (Doolittle & Wiggins. 1993: Ory & 

Cox. 1994). The expense and inefficiency of reactive srrategies to health have placed a 

oreat deal of pressure on govemments throughout Canada and the U.S. (Ory & Cox. 
C 

1994). In recent years. due to the increased pressure of funding reactionq health care. 

there have also been increased demands on those who deliver this care tu demonstrate the 

efficacy of their interventions (Cella, 1994: Farquhar. L 995: Testa Br Nackley. 1994). 

Proactive models of health promotion are beginning to become a recognized alternative 

with the expense and inability of reactive health care stratesies 10 demonstrate significant 

improvements in quality of life (Cowen. 1996). 

Despite extensive literature in the area. there remains considerable debnte about 

how to define. evaluate. and improve quality of life (Evans. 1994: Romney. Brown. & 

Fry. 1994}. Quality of life has been used synonymously with numerous unidimensional 

and multidimensional constructs inciuding happiness. health. life satisfaction. and self- 

esteem. *Most researchers advocate a multidimensional definition of quality of life that 

incorporates physical. functional. emotional. and social well-being (Baker. 1994: Cella. 

1994; Romney et al.. 1994). With respect to evaluation, researchers are often divided 

between the use of objective (i.e.. social indicators of functional status) and subjective 

(i.e.. how the individual perceives their well-being) determinants of quality of life 

(Romney et al., 1994). A personality-based approach to improving quality of life has 

been suggested by Evans (1997). which would involve modifying those penonality traits 

that have been found to have an impact on these various domains of well-being. There is 

considerable evidence to substantiate the suggestion that quality of life is largely 



dependent upon individual personality characteristics Evans. 1994. 1997: Evans. 

Pelliuari. Culben. & hletzen. 1993: Rose. Demy. Br McLachlrin. 1996: Watten. Vassend. 

Syversen. & Myhrer. 1995 ). 

One dimension of personality that has received a great deal of reserirch attention 

in recent years is dispositional optimisrn. defined by Scheier and Carver ( 1985) as an 

individual's general expectancy for favorable outcornes and a belief that good rather than 

bad things will happen to him or her. Oprimism has been found to correlate with positive 

health habits (Scheier & Carver. 1992). adaptive coping responses (Scheier et al.. 19891. 

and better physical and psychological well-being (Fitzgerald. Tennen, Affleck. & 

Pransky. 1993: Scheier & Carver. 1985, 1992). Dispositionai optimism also appears to 

have predictive value in medical outcornes. For example. several researchers have found 

that dispositionai optimism meaîured prior to coronary artery bypass surgery predicted 

quality of life months postoperatively (Fitzgerald et al.. 1993; Scheier et al.. 1989). 

Furthemore. these researchers found optimism to be a significant predictor of patients' 

rate of recovery following surgery based on behavioural indicators of recovery ce-g.. 

sitting in bed. walking). 

Similar to other cognitive-based theories of motivation (e.g., self-efficacy: 

Bandura. 1977: hope: Snyder et al.. 199 1 ), optirnism relies on the seif-regulation of 

behaviour (Scheier & Carver. 1985). In this self-regulatory mode1 it is argued that 

behaviour is guided by an individuai's beliefs regarding the likely outcome of his or her 

behaviour. When faced with novel or challenging life events. optimists are more likely to 



penist to rneet self-instituted goals while. conversely. pessimists are more likely to 

withdraw or disengage from goal-oriented behaviours due to expectations of failure. 

The primary motivational component of optimisrn is discrepanc y reduc tion. 

Discrepancy reduction suggests that when an individual perceives a goal to be important. 

behaviours are initiated in an effort CO reduce the incongniity between present behaviour 

and the behaviour required to meet the goal (Scheier & Carver. 1985). Optirnists differ 

from pessimists in their ability to continue to strive for discrepancy reduction even if it is 

difficult to do so. Optimists will tend to persist until discrepancy reduction is attained. 

Realizing that expectations and behavioural efforts cm often lead to goal attainment. 

optimists are reinforced and subsequent behaviours are initiated to achieve new goals. 

Pessimists. on the other hand. do not expect good outcornes and abandon attempts ai 

discrepancy reduction. Subsequent goal-oriented behaviours becorne unlikely as the 

pessimist will inevitably lower his or her expectations or withdraw completely from 

attempts at meeting new goals. 

The iink between optimism and health is mediated when successful discrepancy 

reduction results in a level of homeostasis within the central nervous system (Ursin & 

Hytten. 1992). When discrepancies exist between expectation and outcome. the level of 

activation c m  Vary in proportion to the size of the discrepancy. Simply put, if an 

individual has high expectations and the actual outcome is much lower than expected. the 

level of discrepancy will also be high. On the other hand, if expectations are high and the 

outcome equds or approximates the expectation. there will be an insignificant 

discrepancy. A large discrepancy between expectation and outcome can subsequently act 
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as an alarm system within the central nervous system (Ursin & Hytten. 1992). Sustained 

high activation may resuit in higher concentrations of norepinephrine which. in tum. c m  

lead to high blood pressure or changes in immune functioning c Kamen-Siegel. Rodin. 

Seligman. & Dwyer. 199 1 : Ursin & Hytten. 1992). Continued activation tends to act as a 

nsk factor for pathophysiology. but is usually associated with the interaction of other 

causes of illness and disease (Ursin & Hytten. 19911. 

Modifvine Personaiity to Improve Dispositional Optimism 

Controversy remains as to whether personality traits cm be changd or modified. 

Based on the links that have been established between personality and health. there could 

be considerable benefits to enhancing positive personality traits. Some researchers 

remain steadfast in their beliefs that personality is largely stable and does not lend itself 

to change (Costa & McCrae, 1992a, 1994: Costa. Metter. & McCrae. 1994; McCrae. 

1993). Others believe that there is certain variability within personality that cm fluctuate 

across the life cycle (Brody, 1994: Heison & Stewart. 1994: Krueger & Heckhausen. 

1 993; Mischel & Shoda. 1995; Nesselrode & Boker. 1 994). Franz ( 1 994) agrees with the 

latter position and suggested that the relative paucity of longitudinal studies in adulthood 

does not provide a profile of personality as we age. but instead. gives us nothing more 

than a series of "snapshots" across the life-span. 

Evidence from a variety of sources exemplifies the possibiiity of some variability 

within personality. Knieger and Heckhausen (1993) demonstrated that people experience 

a decrease in desirable personality traits and a corresponding increase in undesirable 

characteristics as they age. In a twin study. McGue. Bacon, and Lykken (1993) found 



some genetic evidence for changes in personality. but stressed that the majonty of 

differences could be attributed to changing environmental circumstances. In agreement 

with these findings. others have suggested that a certain amount of variability within 

personality should be expected. and the degree to which the variability is manifested is 

dependent upon the situation (Mischel & Shoda. 1995: Shoda. Mischel. & Wright. 1993. 

1994). A study by Aron. Paris. and Aron ( 199 1 )  provided further support for the 

malleability of personality. These researchen suggested that fdling in love could modify 

personality. They contend that being in love with someone can have an impact on self- 

concept and expansion of the self as well as increase self-esteem and self-efficacy. 

Expansion of the self is facilitated through the close relationship that involves integration 

of the other's perspectives into the self-concept (Aron et al.. 199 1 ). Heatherton and 

Nichols ( 1994) reinforce this claim. as they argue that interaction in a social world 

provides positive and negative reinforcement for attitudes incorporated into Our beliefs. 

Of those researchen that believe efforts to change personality are futile. some 

acknowledge that if there is potential to change personality, psychotherapeutic studies 

may set the parameten on what is open to change (Costa & McCrae. 1992a). Brody 

( 1994) contends that the interventions cumently available are inadequate for change if, in 

fact, personaiity is malleable. Gluhoski (1994) adds to this argument. but suggests that 

any productive results will likely come from cognitive approaches to personality change. 

Neuroticism, Extraversion, Optimism and Oualitv of Life 

There exist a number of factors that can impact the efficacy of attempts made to 

enhance dispositional optimism. For exarnple, extraneous personality variables including 
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extraversion and neuroticism have been found to correlate significantly with optimism 

and could aid or impede efforts at improving optimism. Neuroticism is typically 

reflected by a pattern of negative emotions and behavioural patterns including anxiety. 

self-pitying, tenseness. unstableness. worrying, and self-consciousness (McCrae & John. 

1992). It has been said that neurotics do not necessaril y experience more negative life 

events, but instead. are more likely to react negatively to many events (Magnus. Diener. 

Fujita. & Pavot. 1993). For exmple. hiehly neurotic individuals are more likely to report 

a minor cold as a serious illness and a small setback as a major problem. In contrast to 

neuroticism. extraversion has been associated with individuais who are characterized as 

outgoing, active. assenive, energetic. talkative. and enthusiastic (McCrae 8: John. 1992). 

These individuals do not necessarily experience more positive life events, but they 

exhibit the tendency to react positively to many events (Magnus et al., 1993). Orme1 and 

Wohlfarth ( 1 99 1 ) suggest that dispositional traits are much more influential than are 

environmental factors as determinants of psychological distress. In support of this 

position. Rose et al.. 1996. in a study with epilepsy patients who undenvent surgery to 

ameliorate seizures. found those individuals high in neuroticism were more likely to 

exhibit signs of impairment in psychosocial functioning and poor quality of life. This 

was the case even if they were rendered seizure-free postoperatively. 

Since individuals with these personality characteristics react differently to similar 

situations. it is conceivable that improving optimism could be relatively straightforward 

with someone high in extraversion and difficult with a highly neurotic individual. 



Evaluation of the effects of neuroticism and extraversion on optimism could have an 

impact on effons towards improving quality of life. 

Evaluation of Personalitv Change: The Transtheoretical Model and Stages of Change 

The Transtheoretical Model ( McConnaugh y. Prochas ka. & Velicer. 1 983: 

Prochaska B DiClemente. 1984: Prochaska Redding. Harlow. Rossi. & Velicer. 1994) is 

largely based on the processes of change in individuals who have been able to 

successfully stop an undesirable behaviour (e-g.. smoking) or initiate a desirable 

behaviour (e.g., exercise) without the aid of interventions. It was found that these 'self- 

changers' progressed through an invariant pattern of change involving four stages of 

change: precontemplation. contemplation. action. and maintenance. Invariant stage 

theory proposes that the four stages are additive and that adjacent stages are more 

correlated than non-adjacent stages (Prochaska & DiClemente. 1984). This 

comprehensive stage theory attempts to define processes of change across a wide variety 

of problems and ways people change. 

Precontemolation. Individuals in the precontemplation stage are unaware of 

having problems or they are not interested in changing a probIem behaviour (Prochaska 

& DiClemente, 1984). It is dunng this stage chat there exists significant resistance to 

change. what Prochaska & DiClemente ( 1984) suggest is an understandable reaction to 

threats to self-esteem. Those who are not ready to admit that their behaviour requires 

attention and change maintain problem behaviours. 

Precontemplators often enter psychotherapy because of the demands of others or 

in what they believe is an effort to change the problematic behaviours of others. There 
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may often be a great deal of resistance in entering psychotherapy and individuals rnay be 

passive participants in therapy or they may change the behaviour in question until they 

feel that the pressure is off. 

Prochaska and DiClemente ( 1984) suggest that precontemplators can be 

extremely difficult to work with. an obstacle that can occur frequently considering that 

estimates of the percentages of people entering psychotherapy in the precontemplation 

stage are as high as 60% (Prochaska, 1994). 

Contemplation. The contemplation stage is characterized by a realization of the 

problem behaviour. There can be considerable distress during this stage as an individuai 

begins to realize the impact of their behaviour on their own lives and the lives of others. 

People in this stage struggle to undentand their problem and try to determine the 

circumstances under which their problem behaviour began. Contemplators become more 

open to discussion about their problem. and thus, become strongly committed to change 

and eager to participate in therapy. Information about the problem and how to change it 

is typically sought out. but the problem behaviour is usually maintained. Prochaska & 

DiClemente ( 1984) state that behaviours do not begin to change until a great deal of 

information has been obtained and there has been sufficient reassurance that their 

problem can be understood and overcome, both by the individual and the therapist. 

Distress in the contemplation stage begins with the loss of self-esteem. but 

progresses throughout the stage until the main source of discomfon becomes the 

realization of what must be given up (often a defense mechanism against stress) or self- 

doubt regarding their personai resources and motivation to cease the problem behaviour. 



Action. The fundmental aspect of behaviour change occurs dunng the action 

stage. It is at this point that the old behaviour is stopped and new behaviour( s i are 

initiated to overcorne the problem- It is crucial to determine when the client is ready for 

action. as too much time spent in the contemplation stage c m  iead to frustration and 

impatience. too little time to being unprepared or not open to change. Prochaska and 

DiClemente ( 1984) highlight that enthusiasrn and significant behavioural changes 

typically charactenze action. but that this stage tends to be brief since the enthusiasm 

inevitabl y decreases. 

Maintenance. Individuals in the maintenance stage have successfulIy changed the 

problem behaviour and efforts are concentrated on preventing a relapse. Prochaska and 

DiClemente ( 1984) descnbe the maintenance stage as "not an absence of change but a 

continuance of change" (p. 28). This stage can 1 s t  for months. years. or the rest of the 

person's life. and the individual may feel that it is a struggle to prevent a reiapse into the 

problem behaviour. 

The Transtheoretical Mode1 has gained wide acceptance and has been applied to 

various populations and problem behaviours as an index of the stages and processes of 

behaviour change. The stages of change mode1 was originaliy developed for use with 

populations interested in smoking cessation. but it has recently been utilized with other 

health behaviours including exercise (Coumeya, 1995), problem drinking (Snow. 

Prochaska. & Rossi. 1 994). HIV prevention (Prochaska, Redding, et al.. 1994), and 

various other behaviours (Prochaska, Velicer. et al.. 1 994). 



Obiectives of the Present Studv 

There is an absence of research that has addressed the possibility of enhancing 

personality traits to improve quality of life. Future advances in psychological treatments 

must include an ernphasis on proactive interventions as an alternative to more expensive 

reactionary care. With this goal in mind. the primary objective of the present exploratory 

study was to determine if cognitive-behavioural and ps ychoeducational approaches can 

be utilized to increase dispositional optimism compared to a waiting-list control group. 

The cognitive-behavioural approach was designed to target the antecedents of negative or 

pessirnistic beliefs and to subsequently produce modification of those beliefs to 

incorporate an optimistic perspective. The psychoeducational approach highlighted the 

impact of optirnism on goal setting. achievement, health status. and personal relations. 

It was fint expected that dispositional optirnism scores would be significantly 

associated with multiple indicators of quality of life. This finding wouid be conCrnent 

with current theories of optimism. Second. it was expected that the cognitive-behaviourd 

and psychoeducational approaches would be superior to the waitinp-list control condition 

in promoting an openness to change from baseline to post-treatment. It was hypothesized 

that this openness to change would be reflected by a shift from the probiem identification 

and education stages (precontemplation and contemplation) to the behaviourally-based 

stages that reflect participation in change (action and maintenance). A modified stages of 

change questionnaire was used to evaluate openness to change with respect to optimism. 

It was also expected that these interventions would be effective in improving 

dispositional optirnism. The cognitive-behaviourd intervention was hypothesized to be 
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superior to the psychoeducational approach since the purpose of this intervention was to 

target pessimism and encourage optimistic thinking. The ps ychoeducational approach 

was expected to be less effective than the cognitive-behavioural approach. but more 

effective than a waiting-list control group. This expectation was based on the fact that 

the psychoeducational approach focussed on problem awareness and recognition. and 

thus was expected to increase action and maintenance scores. 

A related goal was to examine the effect of the treatrnent approaches on 

neuroticism and extraversion. If was hypothesized thar the magnitude of chanse in 

optimism. if any. would be related to these variables. It was not oniy expected that 

neuroticism would be highly negatively correlated and extraversion highl y positively 

correlated with optimism and quality of life. but it was also expected that those subjects 

who did not respond with higher optimism scores at post-treatment could be those that 

reported high baseline neuroticisrn scores. This hypothesis was extended to extraversion. 

as it was believed that improvements in optimism would be seen largely in those subjects 

who reported high extraversion scores at baseline. 



CHAPTER 2: METHOD 

Subjects 

Participants for the present study were 62 undergraduate students at the 

University of Western Ontario. Forty-four subjects were recruited from sign-up sheets 

posted in the psychology department and received course credit for panicipating. The 

remaining subjects were contacted by telephone following vo lun tq  enrollment in a 

payment-based subject pool and received $5 per session for participating. There was an 

equal distribution arnongst the groups of those subjects who received credit and those 

who were paid. Data from two subjects ( 1 male. I female) were not included as they did 

not complete the study. Thus. 60 (96.84) of the subjects complered the study and were 

included in the analyses. Subject age ranged from 1 8-38 years &l= 2 1 -18; = 4-03 ). 

The sarnple was comprised of 34 fernales and 26 males. Fifty-five subjects were single 

and 5 were married. 

Measures 

Optimism- Dispositional optimism was assessed using the Life Orientation Test 

(LOT: Scheier & Carver. 1985). The LOT is a 12-item self-report measure designed to 

evaluate individual differences in generaiized outcome expectancies. Of the 12 items. 

four are phrased positively. four are phrased negatively, and four are considered filler 

items. Negatively phrased questions are reversed prior to scoring. Items are rated on a 5 

point Likert scale ranging from "strongly disagree" to "strongly agree". The LOT has 

been reported to have adequate psychometric properties including test-retest reliability 

13 
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over a 4 week penod of 0.79. good interna1 reliability with an obtained Cronbach alpha 

coefficient of 0.76. and adequate convergent and discriminant validity (Scheier & Carver. 

1985). The LOT is considered to be the most widely used rneasure of dispositional 

optimism (Hjelle. Belongia. & Nesser, 1996). 

Stages of change. The Stages of Change Questionnaire (McConnaughy et al.. 

1983) is a self-report indicator of readiness for involvement in change which attempts to 

operationalize the four theoretical stages of change (precontemplation. contemplation. 

action. maintenance). The original version was modified for the present study to evaluate 

the stage of change with respect to optimisrn. The original and modified versions of the 

Stages of Change Questionnaire are comprised of 32 questions (8 items measuring each 

of the four scales) and are scored on a 5-point scale ranging from "strongly agree" to 

"strongly disagree". The modified version of this questionnaire cm be found in 

Appendix A. Cronbach alpha coefficient estimates of intemal reliabilit y on the original 

version of the questionnaire range from 0.79 to 0.89 in various samples (McConnaughy 

et ai., 1983: McConnaughy. DiClemente. Prochaska. & Velicer. 1989). 

Neuroticism and extraversion. The global traits of neuroticisrn and extraversion 

were measured using the neuroticism and extraversion scales from the N E 0  Five Factor 

hventory (NO-FFI. Costa & McCrae. 1989). The NEO-FFI is a short version of the 

NE0 Persondity Inventory (NEO-PI, Costa & McCrae. 1985) designed to measure broad 

traits of the normal personality. Items are scored on a 5-point Liken scale ranging from 

"seongly d isape"  to "suongly agree". The neuroticism scale is comprised of 12 items 

and incIudes such statements as: "1 often feeI tense and jittery" ; "Sometimes 1 feel 
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completely wonhless": and "1 often get angry at the way people treat me". Similarly. the 

extraversion scale contains 12 items and includes statements such as: "1 like to have 3 lot 

of people around me": "1 like to be where the action is": and "1 am a cheerful. high- 

spirited person ". The NEO-FFI has strong psychometnc properries with substantial 

stability, as well as zood intemal consistency and validity (Costa & McCrae. 1985. 

1 992b; McCrae & Costa, 1989). 

Qualitv of life. The Quality of Life Questionnaire (QLQ: Evans & Cope. 1989) is 

an objective measure of quality of life based on social indicators of functional statu. For 

the present snidy with undergraduates, the student version of the QLQ was utilized 

(Evans, Burns, Robinson. & Garrett, 1985). This version assesses the 10 of the 15 

domains of the QLQ that are most relevant to students including: material well-being; 

ph ysical well-being: personal growth: extended farnil y relations: extrafamilial relations: 

altruistic behavior: politicai behavior: creative/aesthetic behavior: sports activity: and 

vacation behavior. This scale is compnsed of 120 of the true/false items contained within 

the original version of the QLQ. A proraied composite permits the calculation of an 

overail Quality of Life Score. This questionnaire was developed using the rational- 

empincal approach recommended by Jackson (1970). The QLQ has been shown to have 

high interna1 consistency, be free from social desirability and infrequency bias, and have 

high content saturation (Evans et al., 1985). 

Procedure 

Expenmental desim. Following ethics approval (see Appendix B), participants 

were randornly assigned to the cognitive-behavioural, the psychoeducational or the 
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waiting-list control group. There were 70 participants in each of the groups. The sign-up 

poster (see Appendix C) outlined that subjects would be participating in a longitudinal 

study that would test strategies and skills that promote optirnistic thinking as well as 

examine the effects of persondity on quality of life. Of the two subjects who did not 

complete the study. 1 was initially assigned to the control condition and 1 to the 

cognitive-behaviourai group. Those assigned to either of the experimental treatments 

agreed to participare in a weekly session over 4 weeks. Subjects in the control group 

agreed to participate in two sessions. the first at baseline and the second 3 weeks later. 

The second session for the waiting-list control group corresponded with the post- 

treatment session for the cognitive-behaviourd and psychoeducational groups. 

Descriptions of the treatment sessions for each of the groups are outlined in Table 1 .  

After subjects were assigned to groups. they were provided with a wntten description of 

the research project outlining the purpose and conditions of the study. Written consent to 

participate was obtained at this time (see Appendix C for copies of the Information and 

Conditions of Study and Consent to Participate forms). For the expenmental groups the 

first and last sessions lasted approximately one hour and sessions 2 and 3 were 

approximately 30 minutes in duration. The first session with the waiting-list control 

~ o u p  took about 1 hour to complete. The 1 s t  session for the waiting-list control subjects 

lasted approximately 2 hours with the last hour allocated for subjects to receive a 

combined cognitive-behaviourai/psychoeducationai treatment. Subjects completed the 

sessions in smdl poups ranging from 1-8 subjects per group. Subjects were contacted 

by telephone prior to each session to ensure attendance the following day. 
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A11 60 subjects completed the LOT. QLQ. NEO-FFI neuroticism and extraversion 

scales. and the adapted version of the Stages of Change Questionnaire during the first and 

last sessions. AI1 participants completed an anagram task consisting of 12 difficult 

anagrams during the last session (see Appendix D). The anagram task was utilized to 

control for potential demand characteristics that could occur with treatment. Specificall y. 

the goal was to be able to attribute any increases in optimism to the effects of the 

respective treatment approaches. Various aspects of the anagram task should reflect 

subjects' level of optimism. based on the behavioural dimensions and cognitive mode1 of 

optimism. S pecificall y. it was expected that optimism scores should correlate with the 

number of anagrams that were expected to be correctly solved. and that the number of 

anagrams that were expected to be correctly solved should correlate with the actual 

number of anagrams solved. It was also expected that a greater arnount of time spent on 

the anagram task and a greater number of attempts at solving the anagrams should also be 

conelated with optimism. 

When completing the anagram task subjects were toid that they had as much or as 

little tirne as they needed to complete the anagams and that they could give up whenever 

they wanted to. They were instructed that they could complete them in any order and that 

they may retum to an anagram that they were having trouble solving. Subjects were 

advised that individuals Vary greatly in the amount of time spent and the number that are 

correctly solved and that the two are not necessarily related. Subjects were also 

instructed to record al1 of their attempts at each of the anagrams. 



Power analvsis. Stevens ( 1996) outlined the required parameters for power 

analysis with repeated measures desigrts. For power of .80 (at alpha equal to -05).  with a 

medium effect size anticipated in the population and an expected correlation of .80 

between the repeated measures. a sarnple size of 15 per group would be required. Thus.it 

c m  be concluded that ?O subjects in each of the conditions shouid provide adequate 

power. 

Coonitive-behaviourai intervention. The fint experimental treatment was derived 

from the self-help book by S e l i p a n  ( 199 1 ). The multicomponent treatment consisted of 

three major cornponents. The goal of the fint session was to define optimism and explain 

the beneficial effects of being optimistic. Information was presented on the links 

between optimism. health and achievement. The cognitive model of optimisrn (Scheier 

& Carver. 1985) was presented and descnbed. This session was primarily aimed at 

introducing concepts that were discussed in subsequent sessions. The second session 

provided subjects cognitive training in rnethods to identify and monitor maladaptive or 

pessimistic beliefs. Self-monitoring was described and the A, B, C (adversity. beliefs, 

consequences) model of the maintenance of pessimistic or negative attitudes was 

introduced. Participants were instructed in the use of self-monitoring procedures, and 

were given homework assignrnents (see Appendix E) to practice self-monitoring on their 

own. The third session was ailotted for cognitive training to dter negative cognitive 

appraisals. This session began with a review and discussion of the homework 

assignments from the previous week. The A, B, C model was expanded to include the D 

(disputation) and E (energization) components of the self-monitoring technique. 
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Disputation was introduced to combat negative reactions to adversity and to change 

pessirnistic beliefs. Energization was described as the positive behaviours initiated once 

pessimis<ic beliefs have been effectively disputed. The A. B. C. D. E model was 

demonstrated by extending examples that had been presented dunng the previous week. 

A second homework assipment was given (see Appendin E) for participants to practice 

the expanded techniques of thinking from an optimistic perspective. 

These components were administered during the respective weekly session. The 

final session was dedicated to completing the anagram task and the post-treatment 

questionnaires. Al1 of the subjects were debriefed following the completion of the final 

session (Appendix F). 

Psvchoeducational intervention. The psychoeducational component was adapted 

from Selieman ( 199 1 ), Scheier and Carver ( 1985. 1992) and Unin and Hytten ( 1992). 

This treatment also consisted of 3 major components. As with the cognitive-behavioural 

group, the goal of the first session was to define optirnism and explain the beneficial 

effects of being optimistic. Information was presented on the links between optimism. 

health and achievement. The cognitive model of optimism was presented and described. 

This session was primarily aimed at introducing concepts that would be discussed in 

future sessions. Ln the second session subjects were provided with information on the 

effects of optimism and pessimism on neurotransmitter release and the subsequent effects 

on immune cornpetence. Typical behaviours of optimists and pessimists and their impact 

on health concems. life events, and social suppon were also discussed. In the third 

session, circumstances were outlined under which optimism and pessimism rnight be the 



right or wrong strategy. and when optimism should or should not be used. Topics 

included: ( 1 ) defensive pessimism: (3 )  unrealistic optimism: and (3) the costs of using 

optimism when the chances of failure are high or low and/or when considerable risk of 

harmful outcomes are likely. Examples were given and discussed with participants. 

These components were administered dut-ing the respective weekly sessions. As 

with the cognitive-behavioural group. the final session was dedicated to completing the 

anagram task. the post-treatrnent questionnaires, and debriefing. 



CHAPTER 3: RESULTS 

Baseline Measures 

The means and standard deviations for the scores obtained on the baseline and 

post-treatment measures for the cognitive-behavioural. psychoeducational. and waiting- 

list control Croups can be seen in Tables 2.3. and 4 respectively. The first objective was 

to evaluate the relationship between quality of life. optimism. extraversion. and 

neuroticism. Pearson-product moment correlations between optimism and the other 

baseline measures are presented in Table 5. The Quality of Life Score was significantly 

correlated with optirnism (r = -5 1. p < .O0 1 ). extraversion (1 = -47.2 < .O0 1 ). and 

neuroticisrn (I = 48. Q c -001 ). Significant positive correlations were found between 

optimism and extraversion. physical well-being, persona1 growth. extended familial 

relations. extrafamilial relations. altruistic behaviour. vacation behaviour. and the Quality 

of Life Score. A significant negative relationship was found between baseline optimism 

and neuroticism scores. 

Psychometric Properties of the Revised Stages of Change Questionnaire 

Reliabilitv. Internai consistency reliability coefficients were calculated for the 

four scales of the adapted version of the Stages of Change questionnaire and resulted in 

the Mlowing Cronbach's coefficient alphas: precontemplation, a = .67: contemplation. a 

= .90: action, a = -86: maintenance. a = .86. These reliability coefficients are comparable 

to those reported in previous studies by McConnaughy et al. (1983. 1989), although the 

obtained alpha on the precontemplation scde for the present study was slightly lower. 

22 



Table 2 
Baseline and Post-Treatment Characteristics of the Cognitive-Behavioural Group 

Baseline Post-treatment 
Scale 

Quality of  life (QLQ) 
Material well-being 
Physical well-being 
Personal growth 
Extended familial relations 
Extrafamilial relations 
Aitruistic behaviour 
Politicai behaviour 
Creative/aesthetic behaviour 
Sports activity 
Vacation behaviour 

Quality of life score 

Optimism (LOT) 

Neuroticism (NEO-FFI) 

Extraversion (MO-FFI) 

Stages of change 
Precontempiation 
Contemplation 
Action 
Maintenance 
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Table 3 
Baseline and Post-Treatment Characteristics of the Psvchoeducational Group 

Baseline Post-treatment 
Scale 

M - - SD - M SD - 

Quality of life (QLQ) 
Material well-being 
Physical well-being 
Persona1 growth 
Extended familial relations 
Extrafamilial relations 
Altruistic behaviour 
Political behaviour 
Creative/aesthetic behaviour 
Sports activity 
Vacation behaviour 

Quality of life score 

Optimism (LOT) 

Neuroticism (NEO-FFI) 

Extraversion (NEO-FFI) 

Stages of change 
Precontemplation 
Contemplation 
Action 
Maintenance 
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Table 4 
Baseline and Post-Treatment Characteristics of the Waiting-List Control Group 

Baseiine Post-treatment 
Scale 

Quality of life (QLQ) 
Materiai well-being 
Physical weil-being 
Persona1 growth 
Extended familia! relations 
Extrafamilial relations 
Altruistic behaviour 
Political behaviour 
Creative/aesthetic behaviour 
Sports activity 
Vacation behaviour 

Quality of life score 

Optimism (LOT) 

Neuroticisrn (NEO-FFI) 

Extraversion (NEO-FFI) 

Stages of change 
Precontemplation 
Contemplation 
Action 
Maintenance 



Table 5 
Correlations of  Optimism With Measures of Neuroticism. Extraversion. and Qualitv of 
Life at Baseline 

Variable Optimism (LOT) 

Neuroticism (NEO-FFI) 

Extraversion (NEO-FFI) 

Quality of  life (QLQ) 
Material weI1-being 

Physicai well-being 
Personal growth 
Extended familial relations 
Extrafamilial relations 
Altruistic behaviour 
Politicai behaviour 
Creativelaesthetic behaviour 
Sports activity 
Vacation behaviour 

Quality of Iife score 



These results suggest that the revised version of the stages of change questionnaire has 

acceptable reliability in terms of interna1 consistency. 

Validitv. Once it had been established that the revised stages of change 

questionnaire had adequate intemal reliability. the next step was to investigate the 

validity of the revised scale. Good convergent validity would be demonstrated by high 

correlations between adjacent scales and good discriminant validity would be shown b y 

lower correlations between non-adjacent scaies. Furthemore. positive correlations 

between the contemplation. action. and maintenance scales would be expected since these 

scdes ai1 reflect an acknowlegement for a need for change (McConnaughy et al.. 1989). 

Conversely, these three scales should be negatively correlated with the precontemplation 

scale as it tends to denote a denial for a need for change (McConnaughy et al.. 1989). 

The obtained intercorrelations can be seen in Table 6. Although high correlations were 

obtained for adjacent stages, there was not sufficient evidence to support the invariant 

stage theory as high intercorrelations were also observed between non-adjacent stages. 

However. due to the concordance between the expected and the obtained relationships 

between these scales, and because the items were designed based on the original, 

validated version of the questionnaire. the revised stages of change questionnaire appem 

to be a usefui indicator of desire for change in optimism. 

Baseline and Post-treatment Stages of Change 

Oneway analyses of variance (ANOVA) on the baseline stages of change 

suggested that there was a significant difference on the mean contemplation scores 

between the cognitive-behaviourai and waiting-list control groups @ (2.59) = 3.2 1, p 



Table 6 
Pearson Product-Moment Correlations for the Scales of the Revised Staoes o f  Change 
Questionnaire 

Precontemplation Contemplation Action Maintenance 

Precontemplation 1 -00 

Contemplation 

Action 

Maintenance 1 .O0 
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<.05). AI1 other baseline cornparisons were non-sipificant. Further oneway ANOVAs 

on the post-treatment scores indicated that precontemplation scores were lower in the 

cognitive-behavioural group than in the wairing-list control group (2.59) = 4.10.2 

<.O?), action scores in the cogniti ve-behaviourd and ps ychoeducational groups were 

significantl y higher than those for the waiting-list control group (F (2.59) = 4.78. g 4-02). 

and post-treatment maintenance scores in the cognitive-behaviourai group were 

significantly higher than those in the waiting-list control group (1 (1.59) = 6.10. Q <.O1 ). 

Treatment Effects on Staoes of Chanee 

Four univariate analyses of covariance ( ANCOVA) were conducted to detect the 

post-treatment effects of the cognitive-behaviourd and psychoeducational interventions 

on subjects' stages of change. This rnethod of analysis is often used in pre- to post- 

treatment de s ip s  using the pre-treatment score as the covariate (Dugard & Todman. 

1995: Huitema. 1980: Stevens. 19%). ANCOVA is advantapous as it eliminates 

systernatic bias and reduces within groups error variance (Stevens. 1996) and is aIso 

recommended instead of using a gain or difference score analysis due to the associated 

problems in measurement with this technique (Cronbach & Furby. 1970; Gardner & 

Neufeld, 1987; Stevens, 199 1 ). 

The adjusted post-treatment means for the stages of change can be seen in Table 

7. The first ANCOVA on the post-treatment precontemplation scores, using baseline 

scores as the covariate, resulted in no significant main or interaction effects between the 

groups. A sirnilar result was obtained when post-treatment contemplation scores were 

covaried on baseline contemplation scores. 



* Table 7 
Adiusted Post-treatment Means (Covaried on Baseline Means) bv Group 

Cognitive- Psycho- Waiting-list 
behaviourd educationd control 

(n = 20) (fi = 20) c,n = 20) 

Stages of change 
Precontemplation 
Contemplation 
Action 
Maintenance 

Optimism (LOT) 

Neuroticisrn (NEO-FFI) 33.34 34.36 33.65 

Extraversion (NEO-FFI) 43.15 44.50 34.30 

Quality of life score 



Ln contrast. the ANCOVA with post-treatment action scores covaried on baseline 

scores suggested a significant goup main effect (F(2.56) = 5.16. pc.00 1 ). Further 

investigation of this result suggested that the cognitive-behavioural subjects had a 

significantly higher post-treatment adjusted mean than did subjects in the waiting-iist 

control group (E(2.37) = 5.28. ~ c . 0 5 ) .  The adjusted post-treatment mean on the action 

scale for the psychoeducational group was also significantly higher than that for the 

waiting-list control group (F(2.37) = 23.83, e<-00 1 ). Cornparisons between the 

cognitive-behaviourd and psychoeducational post-treatment adjusted means were non- 

significant. 

ANCOVA on the adjusted post-treatment maintenance scores also suggested that 

there was a significant group main effect (F(2.56) = 5.05. e<-01). Similar to the results 

on the action scale, the cognitive-behavioural subjects had significantly higher post- 

treatment adjusted mean maintenance scores than the waiting-list control group (F(2.37) 

= 7.9 1. ~ c . 0  1 ). The psychoeducational group aiso had a significantl y higher post- 

treatment adjusted mean maintenance score than the waiting-list controi group (F(2.37) = 

5-16. ~c .001) .  

Treatment Effects on Dispositional Optimism, Neuroticism. Extraversion. and Oualitv of 

Life 

The adjusted post-treatment means for the optimism. neuroticism. extraversion, 

and quality of Iife scores are aiso presented in Table 7. ANCOVA was conducted on 

these post-treatment scores using baseline scores as  the covariate. No significant main 
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effects were found between the groups on optirnism. neuroticism. extraversion. or qualiry 

of life scores. 

Results of the Anaoram Task 

Subject scores on the five dimensions of the anagram problem solving task are 

presented in Table 8. The entire sample spent approximately 25 minutes completing the 

task (M = 24.53. a = 8.55). they expected to get 10 of the anagrams correct (M = 10.03. 

SD = 1.77), they were able to correctly solve 9 of the anagrams (M = 9.37. = 2-75). - 

they had solved 1 anagram fewer than what they had expected (M = - 1.18. a = 1 .W. 

and they made approxirnately 79 attempts at the 12 anagrans (M = 79.15. = 40.70). 

No significant differences were found using oneway ANOVAs between the groups on 

any of these dimensions of the anagams task. However. the anagram task appears to 

have served as an adequate control for demand characteristics. As expected. the number 

of anagrans subjects correctly completed was significantly correlated with the number 

they expected to Cet correct = 0.41, ~c .00  1 ). and the number of anagrams that subjects 

expected to get correct was significantly associated with dispositional optirnism scores (r 

= 0.39, ~ c . 0  1). Contrary to expectations. the length of time spent on the task and the 

number of attempts made on al1 of the anagrms were not related to optimism scores. 



Table 8 
Obtained Resuits on the Anaoram Problem Solving Task bv Group 

Cognitive- Psycho- W ai ting-list 
behavioural educational Control 
(2 = 20) (n= 20) (a= 20) 

Tirne (minutes) 26.33 9.12 23.17 10.01 24.17 6.31 

Expect to correct1 y solve 

Number correct 

9.90 1.65 10.35 1.89 9.95 1.67 

9.30 2.40 9.90 2.31 8.90 2.02 

Discrepancy (correct - expect) -1.20 2.39 -0.80 1.37 -1.55 1.73 

Attempts 83.15 42.64 78.10 35.49 76.20 35.08 



CHAPTER 4: DISCUSSION 

The pnmary goal of this explontory study was to compare the effectiveness of 

short-term cognitive-behavioural and psychoeducational approaches designed to improve 

dispositional optimism. Previous studies of personality have reported the effects of 

optimism on quality of life. but attempts have not been made to modify personality traits 

as part of an effort to enhance qudity of life. The findings as they relate to those of other 

studies are discussed. Considering the exploratory nature of the present study. there are a 

number of limitations and directions for future research. Finally. recommendations for 

the practical implications of studies in this area are offered. 

Impact of the Comitive-Behavioural and Psvchoeducational Interventions 

Studies in the stages of change literature have endorsed the imponance of a shift 

from contemplation and the focus on problem recognition to action and the initiation of 

behavioural change (Perz, DiClemente. & Carbonari. 1996: Prochaska, Redding. et al.. 

1994: Prochaska. Veiicer. et al., 1994: Snow et al.. 1994). In relation to the present 

sarnple of university undergraduates, the cognitive-behaviourai group had significantly 

lower post-treatment precontemplation scores and higher action and maintenance scores 

on the revised stages of change questionnaire than did subjects in the waiting-list control 

group. Participants in the psychoeducational group had significantl y higher post- 

treatment action scores than did those in the waiting list control group. Collectively, 

these results suggest that the treatment approaches were effective in producing a desire 

for change relative to the waiting-list control group. 

These results fostered the potential for improving optimism. However, upon 

34 
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further analysis. the present treatment approaches were unabie to promote corresponding 

changes in dispostional optimism. There are two possible explanations for this 

occurrence. The first is that optirnism is considered a dispositional trait (Scheier & 

Carver. 1985, 1987) and. as such. should remain relatively stable across time and 

situations. For this reason. efforts to enhance dispositional optimism could be difficult 

and require longer periods of time. The second suggestion is that the treatment 

approaches were not effective enough to produce an increase in optimism although there 

seemed to be an increased commitrnent for behavioural change. 

It was expected the cognitive-behavioural intewention would be superior to both 

the psychoeducational and waiting-list control conditions in both increasing cornmitment 

to behavioural change and increasing dispositional optimism. This was the case since 

this treatment was designed to provide subjects with the 'how' to be more optimistic by 

modifying pessimistic cognitions into optimistic beliefs. Subsequent increases in 

optimism could have been facilitated by the behavioural change processes that were 

emphasized in this intervention. In contrast, the psychoeducationa1 group was not given 

instruction in these behavioural change processes and would not be as likely to show 

increases in optirnism. The focus of the psychoeducational intervention was primarily on 

'why' it  is advantageous to be optimistic. Previous researchen have reported that 

feedback and education are most important in preparing individuals for action, and once 

they have committed themselves to act, the behavioural processes become most important 

to fostenng behavioural change (Pen, DiClemente, & Carbonari, 1996; Prochaska. 

Redding, et al.. 1994: Prochaska, Velicer, et al., 1994; Snow et al., 1994). It appears that 
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both of the treatments were effective in instituting the commitment towards behavioural 

change. but these approaches were unable to bridge this desire for change with the 

mechanisms to facilitate this change. Based on the lack of agreement between 

improvements in the desire for behavioural change and no improvement in optimism. the 

results of the present exploratory study must be kept in perspective. Stage progression 

may not be useful if corresponding changes in optimism cannot be demonstrated. 

Therefore. these results must be considered to be preliminary. and require further support 

to determine whether in fact stage progression towards enhancing dispositional optimism 

actually fosters improved optimism. 

It is noteworthy that subjects in the cognitive-behavioural and psychoeductional 

groups reported changes on the maintenance scale on the revised stages of change 

questionnaire. Considenng that this scale is intended for use once behavioural 

improvements have been made. it is paradoxical that increases on this scaie were found 

without corresponding increases in optimism. b is possible that items on this scale share 

common variance with other items on the revised stages of change questionnaire and may 

be reflected as part of the commitment towards behavioural change. Further study with 

the maintenance items in future research is warranted. 

In contrat to the changes in action and maintenance. there was no evidence to 

suggest that these interventions decreased precontemplation and contemplation scores. 

The changes on the contemplation scaie between the baseline and post-treatment profiles 

were not as pronounced as were the changes in action and maintenance scores for both of 

the treatment groups. Further study is necessary to determine if interventions c m  reduce 



precontemplation and contemplation scores when there is a shift to the action and 

maintenance stages. 

What was not observed in the present sample was a high endonement of the 

precontemplation items. This was an interesting finding considering estirnates of the 

number of precontemplators entering therapy typically ranges from 70%-60% 

(Prochaska. Redding. et al.. 1994: Solomon. Secker-Walker. Skelly. & Flynn. 1996: 

Prochaska & DiClemente, 1984). This could have occurred due to the potential demand 

characteristic of the situation. Specificaliy, enrollment in the study was optional. and 

thus. those who chose to participate would likely have had some interest in the objectives 

of the study. 

It could also have been that the results are a function of the proactive focus of Our 

study and of the inherent differences among individuals who are in therapy and 

individuals in Our sarnple. In the context of therapy. a shift from precontemplation to 

contemplation is marked by individuals having to face various threats to self-esteem 

during the process of 'giving-up' certain behaviours that serve adaptive purposes 

(Prochaska & DiCIemente, 1984). Individuals in therapy often expenence a great deal of 

distress and resistance to change, as they become aware of their problem behaviour(s) 

(Prochaska & DiClemente, 1984). Considering the proactive nature of the present study, 

there could have been less resistance to change. Although individuals might have 

recognized that they were not optirnistic enough, their behaviour would be less likely to 

be construed as a problem that requires change. Subjects might have perceived this 
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proactive intervention to be seIf-irnprovement and viewed any improvements as welcome 

changes. This could account for the increases in action and maintenance and the 

commitrnent to behavioural change in the cognitive-behavioural and psychoeducational 

groups even though the treatment was rendered within a brief period of time. 

A potential problem of having few of the subjects in the precontemplation stage at 

baseline is the generalizability of the results. Although it can be argued that there is the 

potentiai for less resistance to proactive intervention strategies. it is difficult to determine 

whether the current sample. largely composed of contemplators. is comparable to other 

populations. It must be kept in rnind that subjects were studenrs who were compensated 

for their time. Until the approach is tested with other cohons. it cannot be concluded that 

the interventions are effective in raising action and maintenance scores. If in fact 

subsequent populations are comprised of a greater number of precontemplators, the 

present methods will likely have to be refined. As Prochaska and DiCIemente ( 1984) 

point out, getting people to move from preconternplation to contemplation is difficult. 

and remains an important issue for public health officials. legal officials. and therapists. 

The results pertaining to the impact of extraversion and neuroticism on the 

efficacy of the interventions are unclear. It was hypothesjzed that subjects who had an 

increase in optimism following the interventions would be those who scored high on 

extraversion and low on neuroticism. There was no evidence to suggest that these 

interventions were effective in changing optirnisrni therefore. the effects of neuroticism 

and extraversion could not be examined in the present sample. 
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Finally. it must be noted that no corresponding changes in quality of life were 

found. This may have resulted from the use of an objective indicator of quality of life for 

the present study. Few short-term changes in qudity of life should be expected since this 

approach to measurement results in significant temporal stability. Questions of 

functional status scored in a true/false manner such as: "Dunng the year 1 engage in 

several sports activities (e-g.. golf, skiing. squash. etc.)". "There are few people whom 1 

would consider to be reaily good friends of mine". and "In general, my surroundings are 

free from pollution" will require significant changes in behaviour over time to observe 

corresponding increases in quality of life. It may have been more appropnate to utilize a 

subjective indicator with a short-term intervention. where quality of life is based upon 

individual perceptions of well-being. 

A more likely explanation is that few changes in quality of life should be expected 

in such a short period of tirne, even if there was greater evidence for the efficacy of the 

present interventions. Assessing quaiity of life at later intervals may better delineate the 

efficacy of any shon- or long-term intervention. 

Limitations of the Present Studv 

Limitations of the present study c m  be divided into 4 areas: ( 1 ) the absence of a 

follow-up assessment: (2) the len=gh of treatment: ( 3 )  questions regarding the 

psychometric propenies of the LOT; and (4) possible demand charactenstics. 

Absence of follow-un. The primary limitation of the present study is the absence 

of a shon- or long-term follow-up after treatment. Treatment follow-up is imperative. as 

an important dimension of the utility of any treatment is the extent to which the effects 



are maintained. This was not feasible considering the characteristics of the study cohort. 

Further study with a non-student sample would better facilitate a comprehensive 

evaiuation of treatment effects. It cannot be ascenained whether a prolonged effect 

would still be present at a follow-up penod. or even whether the effects of treatment may 

have had a delayed effect. 

Duration of treatment. The relatively bnef treatment sessions t one 10-minute and 

two 30-minute sessions over 4 weeks) could also have limited the strength of the obtained 

results. Modest treatment effects on stages of change. but not on optimism. were 

obtained via the short-term treatrnent approaches: however, considering the exploratory 

nature of this research. the results are promising and emphasize the need for continued 

empirical study. 

Criticisms of the LOT. The psychometric properties of the LOT have recently 

been the subject of substantial scnitiny (Andersson, 1996: Chang & McBride-Chang. 

1996: Hjelle et ai.. 1996: Marshall. Wonman. Kusulas. Hervig, & Vickers. 1997; 

Mroczek. Spiro, Aldwin. Ozer & Bosse. 1993: Scheier. Carver. & Bridges. 1994: Smith. 

Pope, Rhodewait, & Poulton. 1989). The results of the present study are dependent upon 

the responsiveness of the LOT to detecr changes in optimism. If the validity of the LOT 

is not adequate to detect potential changes. a new instrument may need to be developed. 

One argument against the validity of the LOT is that although it was intended to measure 

opiirnism-pessimism as a bipolar constnict. other evidence suggests that optimism and 

pessimisrn may not be considered to exist dong a continuum. Instead. there are those 

that suggest optirnism and pessimisrn should be considered as two discrete dimensions 
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(.Chang & McBnde-Chang. 1996: Mroczek et al.. 1993: Marshall et al.. 1992). A second 

criricism of the scale is that the LOT may not have sufficient discriminant validity in its 

ability to distinguish optimism from neuroticism (Smith et al.. 1989) and extraversion 

(Mroczek et al.. 1993). In defense of the LOT. Scheier et al. (1994) have revised the 

original version of the test from the l'-item scale to a IO-item scale (with the same filler 

items). Those questions thought to correlate with neuroticism have been deleted and a 

new item thought to be a bener indicator of outcome expectations was added. These 

controversies merit further empincal investigation to determine if the new scale exhibits 

better discriminant validity. If the LOT demonstrates improved discriminant validity it 

rnay prove to be a more suitable instrument to detect changes in dispositionai optimism. 

Potential for demand characteristics. Although the present results suggest an 

increased openness to improving dispositional optimism. it is difficult to ascertain 

whether the results are a function of the demand characteristics of the situation. 

Specifically. participants in each of the treatment groups are more likely to report taking 

action on improving optimism merely because they are participants in the study. Had 

there been corresponding increases in optimism, and if the anagram task appeared to 

control for demand characteristics associated with these increases, there would be more 

evidence to suggest that the results were representative of actual change. Further 

investigation is required to develop a control measure to venfy changes on the revised 

stages of change questionnaire. 

There are a number of researchen who have begun to utilize an algorithm 

approach in order to establish stage of change (Coumeya 1995; Prochaska, Velicer, et al., 
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1994: Solomon et al.. 1996). This approach differs from the multi-item questionnaire 

method in that it classifies stage of change based on single item behavioural indicaton. 

For example. an individual in precontemplation would report having the problem 

behaviour without the intention of changing in the next 6 months. The contemplation 

stage would differ from precontemplation in that the individual has the problem 

behaviour. but agrees that he or she intends on changing the behaviour in the next 6 

months. To be classified in the action stage an individual must meei some behavioural 

criterion. and those in the maintenance stage have met the critenon within a minimum of 

the 1st  6 months. This algorithm approach could be useful to evaluate the concurrent 

validity of the revised stages of change questionnaire in future studies. 

The anagram task appears to be an effective method for controlling potential 

demand charactenstics of increased optimism even though changes in optirnism were not 

observed in the present study. Expectations of success on the task were significantly 

associated with dispositional optimisrn scores. However. observations dunng some of 

the sessions highlight the need for improvements to how this task is implemented. First. 

subjects might have perceived pressure to complete the task quicki y. Al though subjects 

were told that taking more or iess time to complete the task is typically not reflective of 

better performance on the anagams. it was generaily observed that subjects were not 

prepared to take more time than the other subjects in the group. Thus. completion times 

varied according to the group's average time to complete the task. Considering that the 

mean completion rimes ranged from approximately 15 to 30 minutes. a sipifkant 

amount of variability existed, possibly nullifying any relationships between optimism and 



the time spent on the task. 

A second improvement to this task could be made to the instructions given prior 

to the task. The instruction sheet provided examples that were relnively easy in 

cornparison to the anagrams that subjects were to solve as part of the task. Because of 

this. subjects may have believed that the anagrams were going to be as simple as those 

used as examples and they adjusted their expectations accordingly. The results support 

this suggestion. As a whole. there was little variability in the estimate of the number of 

anagams that subjects expected to correctly solve. Improvements to the anagram task in 

h u r e  studies could be made in the instructions given prior to the completion of the task. 

Subjects could be infonned that the examples provided are easier than the anagrarns to be 

completed as part of the task. This could result in a greater distribution of expectancy 

scores away from the extreme of correctly solving al1 of the anagrarns. 

Directions for Future Research 

The cognitive-behaviourai and psychoeducational interventions developed for the 

present study hold promise for improving openness to improving dispositional optimism. 

In order to advance these strategies and auement their applicability. a number of 

directions for future research should be examined. The first direction deals with issues 

relevant to the stages of change in dispositional optimism. The second direction for 

future research is to better describe patterns of optimism and pessimism including 

unrealistic optimism and defensive pessimism and how these patterns could impact 

attempts at improving dispositional optimism. 

Future issues in the evaluation of stage data. To advance the current 



interventions. individual subject by stage evaluations could permit the placement of 

individuals into the appropriate treatment strategy. Based on the literature on the 

theoretical basis of stage progression. the psychoeducational intervention may be 

appropriate for earlier stages. especiall y precontemplation. Converse1 y. the cognitive- 

behavioural approach may be most effective if implemented with established 

contemplators who have the education and enthusiasm to proceed to the action stage. 

Implementation of the intervention strategies developed for the present study with a 

cohon of precontemplators could better delineare the effects of these programs on stage 

progression. 

By understanding an individuai's stage of change and the processes of change. 

appropriate treatment could be directed towards an individual to help them progress to 

the next stage of change. Ten processes of change (O'Connor. Carbonari. & DiClemente. 

1996; Prochaska & DiClemente, 1984) have been found to correspond with the 4 stages 

of change which include: ( 1 ) consciousness raising; (2) dramatic relief: (3) environmental 

reevaiuation; (4) self-reevaiuation; (5) self-liberation; (6) helping relationships: (7)  social 

Iiberation: (8) counter-conditioning: (9) reinforcement management; and ( 10) stimulus 

control. As discussed by Pen  et al. (1  996), tailoring the processes of change that involve 

cognitive and attitudinal changes should be irnplemented with individuals who are in 

contemplation but have not begun to take action on their problem. The applicable 

processes of change at this time would be consciousness-raising, dramatic relief, self 

reevaluation, social reevaluation, and social liberation. Once the cognitive and attitudinal 

changes have prepared an individual for behaviour change, behaviourall y-based 
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processes should be initiated or increased (Perz et al.. 1996). Self-liberation. counter- 

conditioning. stimulus control. reinforcement management. and helping relationships 

should be instituted at this time. Prochaska. Velicer. et al. ( 1994) found these processes 

of change to be common across a variety of problem behaviours ranging from smoking 

cessation to safer sex and sunscreen use. 

Along with these processes of change, improvements to the current intervention 

strategies should attempt to decrease exposure to the problem behaviour. in this case 

pessimism. and increase exposure to the benefits of optimism and the strategies for 

cognitive restmctunng. Snow et al. (1994) emphasized that increased exposure to the 

new behaviour is an integral part of changing the underl ying motivations for behaviour. 

As part of this increased exposure. techniques utilized to improve optimism must begin to 

set criteria for behavioural change since the action stage is charactenzed by the overt 

modification of behaviour (Prochaska, Redding, et al.. 1994). 

A third issue that arises has to do with an individual's decision-rnaking process 

that moves him or her from one stage to the next. Prochaska, Velicer. et al. ( 1993) have 

suggested that only two factors. the pros and the cons, need to be weighed by individuals 

in a decisional balance which varies depending on which stage people are in. These 

researchers have shown that people in the precontemplation stage tend to outweigh the 

cons rather than recognizing the pros of changing their behaviour. Moving to the 

contemplation stage involves a shift from the cons to the pros until action is reached. 

Once firmly within the contemplation stage. the pros of changing a problem behaviour 

begin to outweigh the cons. In relation to future efforts at changing dispositional 



optimisrn. initial efforts should fint stress the pros of changing that should move 

individuals from precontemplation to contemplation. Once in the contemplation stage. 

the strategy should focus on decreasing the cons of optimism with the aim of shifting 

individuals to the action stage. Prochaska ( 1994) suggested that for interventions to be 

successful in moving people into action they must increase the pros of changing or 

decrease the cons of changing by 1 standard deviation. 

Perhaps one of the most difficult questions to answer. but also one of the most 

important, is at what critical point. or threshold. is reached to move individuals from one 

stage to the next. Hypothesized thresholds include a contemplation threshold (between 

precontemplation and contemplation) and an action threshold (between contemplation 

and action). Hedeker. Mennelstein and Weeks (1996) suggest that crossing the 

precontemplation threshold is dependent upon worry about the problem behaviour and 

crossing the action threshold is dependent upon motivation and sel f-efficac y. These 

researchers propose that the primary goal of an intervention is to lower the threshold 

potential. They suggest that thresholds will tend to Vary depending upon individual 

characteristics such as gender, the degree to which the behaviour is seen as a problem. 

and the extent to which the behaviour is to be changed. 

Movement from one -rage to the next is a critical issue. Prochaska and 

DiClemente ( 1984) warn that spending too much or too little time in one stage can be 

problematic. For exarnple, if clients spend too much time in the contemplation stage the 

optimal shift to action could be missed. Conversely. if too little time is spent in the 

contemplation stage behavioural interventions rnay be started prematurely and lack 
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potency. The issues surrounding 'wh y' and 'how' to change dispositional optimism have 

begun to be addressed in the present study. Along with refining the current cognitive- 

behavioural and psychoeducational strategies to maximize their effectiveness. it must 

also be determined 'when' people change. 

Demees of optimism and pessimism. A question that has surfaced in the literanire 

is whether it is possible for an individual to be too optimistic. and if so. what are the 

effects of the unrealistic optimism. Presumably. according to discrepancy and activation. 

the unrealistic person would quickiy becorne pessimistic since they would be unable to 

attain their lofty goals. However. Taylor and Brown ( 1988) and Taylor et al. ( 1992) 

argue that unrealistic expectations serve an adaptive purpose and that unrealistically 

positive self-evaluations can serve many cognitive. affective and social functions. The 

primary function that is served by having unrealistic optimism is that it acts as an 

important defense mechanism against various threats to self-esteem (Weinstein. 1982: 

Regan. Snyder. & Kassin 1995). Students have been found to be unrealistically 

optimistic regarding their beliefs of not experiencing a negative event such as a car 

accident. serious illness. or not getting a good job (Weinstein, 1980). These findings 

support the contention that distortion of reality does act as a defense mechanism to 

enhance self-esteem and promote self-efficacy (Taylor & Brown. 1988). Based on these 

findings. along with those of others who have found self-esteem to be an important aspect 

of qudity of life (Evans, 1997). efforts at improving dispositionai optimism could benefit 

from the inclusion of a self-esteem cornponent. 
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On the other hand. overly optimistic expectations could be detrimental to quality 

of life. In a study by Rose. Derry, and McLachlan (19951. epilepsy surgery patients who 

had high preoperative expectations related to seizure outcome were found to have higher 

anxiety and depression postoperativeiy if they had not been rendered seizure-free. In this 

case. patients did not have control over the outcome of surgery and optimism might have 

been the wrong approach. As Scheier and Carver ( 1985) stress. outcorne expectancies 

are dependent upon the self-replation of behaviour. If individuals do not have control 

over the outcome. optimism may do more h m  than good. In a similar vein, if an 

optimistic person does not artribute their successes to their own efforts to achieve goals. 

that person may tend to wait passively for success to occur (Scheier & Carver, 1992). In 

anorher situation. the optimist rnight be comprornised in circumstances where action will 

not lead to change. where in fact. the event is unchangeable (Scheier & Carver. 19921. 

Further advancement in the strategies outlined in the present study must be sure to 

integrate an awareness of the potential risks, dong with the advantages. of being 

optimistic. 

It has aiso been proposed that pessimism can be adaptive. Scheier and Carver 

( 1992) highlight that a pessimistic expectation acts as a buffer against stress should the 

poor outcome actually occur. Also, they suggest that pessimism may be motivational 

when worry and concem prompt behavioural action to prevent failure. It should be noted 

that although pessimism may not result in negative behaviours in some circumstances, it 

does not seem to foster goal attainment as successfully as optimism, and that the adaptive 

benefits of pessimism are not as extensive as optimism in the long-term (Scheier & 
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Carver. 1992). A direction for future research would be to design a better measure of 

optimisrn as a multidimensional construct that includes unredistic optimism. optimism. 

defensive pessimism. and pessimism. Effons in this direction should be cautious not to 

view these cornponents along a continuum. but instead as a multifacered structure. 

Practical Implications for Health Promotion Programs 

The results of the present exploratory study begin to address the need for 

personaiity-based programs aimed at enhancing quality of life as highlighted by Evans 

( 1994. 1997). It has become evident that personality and behaviour are major factors in 

determining the prevalence of illness and disease. As such. intervening at the personality 

level could be beneficial in settings where the primary directive is one of preventive 

medicine. Secondly. approaches of this nature could be utilized in conjunction with other 

reactionary care situations such as coping with chronic illness. minimizing the Iength of 

hospitalizations. improving adherence to medical treatments. and adjustment issues 

before and after surgery. Improving dispositional optimism could be beneficial in 

industry for improving employee well-being to increase productivity. reduce the 

occurrence of sick days. and improving worker satisfaction. In sum. quality of life is an 

important issue on a personal, group. and societal level. As interest in quality of life 

grows, further research on how to improve it is essential. 
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Appendix A 

Revised Version of the Stages of Change Questionnaire 

1. As for as I'rn concerned, rny outlook is optimistic enough and does not need 
changing . 

2. 1 think I might be ready for some improvement in my optimism. 

3. 1 am doing something about not being very optimistic which had been 
bothering me. 

4. It might be worthwhile to work on my optirnism. 

5. I'm not the problem one. It doesn't make sense for me to try to be more 
optimistic. 

6. It worries me that I might slip bock to being pessimistic, 
so I would like help to be more optimistic. 

7. 1 am finally doing some work on my optimism. 

8. I've been thinking that I should be more optimistic. 

9. 1 have been successful in working on being more optimistic but I'rn not sure 
I can keep up the effort on my own. 

10. At times I am not optimistic enough, but I'rn working on it. 

11. Being here is pretly much a waste of time for me because 
being more optimistic doesn't have to do with me. 

12. I'm hoping that there is a program that will help me to be more optimistic. 

13. 1 guess I am pessimistic. but there's nothing that I really need to change. 

14. 1 am reolly working hard to change my pessimistic outlook. 

15. 1 am not optimistic enough and I really think I should work on it. 

16. I'm not following through with being more optimistic as well os I had hoped. 
and l'ci like to prevent a relapse of being pessimistic. 



17. Even though I'm not always successful in changing, I am at least 
working on being more optimistic. 

18. 1 thought once I had tried being less pessimistic I would be free of it, but 
sometimes I still find myself siruggling with it. 

19. 1 wish I had more ideos on how to be more optimistic. 

20. 1 have started working on being more optimistic but I would like help. 

21. Maybe being more optimistic will be able to help me. 

22. 1 may need a boost right now to help me maintain rny optimism. 

23. 1 may be pessimistic, but I don't really think I am. 

24. 1 wish that I could get some information about being more optirnistic. 

25. Anyone con talk about being more optimistic; I'm actually doing something 
about it. 

26. All this talk about optimism is boring. Why can't people just 
forget about being optirnistic? 

27. 1 would like to prevent myself from having a relapse of my pessirnism. 

28. It is frustrating. but I feel I might be having a recurrence of pessimism 
I thought I had resolved. 

29. 1 am pessimistic but so is the next person. Why spend tirne 
thinking about it? 

30. 1 am actively working on being more optimistic. 

31. 1 would rather cope with being pessimistic thon try to change it. 

32. After al1 I had done to try to be less pessimistic. every now and again it cornes 
bock to haunt me. 



Appendix B 
Ethics Approval 

The Universi ry o f  Western Ontario 
Deparmenr o f  Pspchology 

October 18, 1996 

Tu: KrisRose 
From: Cl'ive Seligman on behalf o f  che Ethics and Subjecc Pool C o d r r e e  

ResEthical reviev of " Personalirp and qual i ty  o f  l i f e "  
Prococol #96 10 06 

- -- -- - 

STATUS 
Approved - Approved condi tional CO making changes l i s  ted below 
(please file changes wirh your applicacion CO use the subject  
pool with HeLen Harris in Rm. 7304) - Please make the changes l isced below and resubmit for  review . 

SIGN-UP POSTER - Brie f l y  describe the ' k s k  reguired o f  sub jects - Do not "hype" the adverrising o f  your scudy - Use :Ocpi or  12cpi, with standard l e t t e r  s i t e ,  for descripcion - Other (see  attacned sheec) 

nVFORnED CONSENT SREET 3 

- Brief ly  describe the cask Che subjects are agreeing t o  p e r f o m  - Promise chat che dara v i l 1  be kept confidential and used for  
research prrrposes on1 y - Promise rhac audio and/or video tapes w i f f  be erased, in part or 
en t i re ly .  ar the subjecrs' wishes ar any cime - Stace how many credits  the  subjects w i l f  receive for participation - Stace chat subjeccs may terminate the experiment ac  any cime 
vithouc loss  o f  promised credi t ( s )  - Stace chat chere are no hown r i sks  t o  participacion or s t a t e  the 
r isks  - Stace chat subjects w i l l  receive writ ten feedback a t  the end o f  
the session or study and/or chat subjects have had an opporcunicy 
to ask questions abour the  scudy - Other (see  atrached sheet)  

Elaborate your feedback 
Rewrite pour feedback ac  a l eve l  chat i s  understandable t o  a 
Psycho1 ogy 020/023 scudenr - Add a fw references ac tfte end and/or your name and how you can 
be reached - Other (see artached shee C )  

dRER- See accached comments 

c. Evans 



Appendix C 

Personality and Quality of Life 

This is an intervention study that tests strategies and skills to 

promote optimistic thinking. This study will be conducted over 

a number of weeks. It is important that you can attend al1 of the 

sessions. You will also be asked to complete questionnaires 

regarding various personality and quality of life variables. 



Information and Conditions of Study: 
Personality and Quality of Life 

Dear Participant. 

You have volunteered to participate in this study conducted by researchen in the 
Department of Psychology at the University of Western Ontario. The purpose of the 
study is to investigate the influences of certain personality characteristics on quality of 
hfe. By participating you will be asked to complete several questionnaires about various 
personality variables. your beliefs and quality of life. You will also be asked to complete 
a bief puzzle-solving task dunng one of the sessions. 

You will be asked to participate in either two or four sessions depending upon 
which group you are assigned to. If you are assigned to one of two treatment conditions 
you will be asked to complete 4. 1-hour sessions over the next 4 weeks. You will receive 
a treatment aimed at increasing optimistic beliefs. The intervention involves various 
teaching exercises on the advantages to optimism. This treatment poses no known risk of 
h m .  If you are assigned to the waiting-list group you will be asked to compiete 1 hour 
in the first week and to retum again 3 weeks Iater to complete a 2 hour session in which 
you will be given the treatment. 

You will receive $20 at the conclusion of the study. If you choose to leave the 
study before it has been completed. you will receive $5 for each of the weeks that you did 
participate. PLEASE NOTE: IT IS IMPORTANT THAT YOU ARE ABLE TO 
ATTEND ALL OF THE SESSIONS. PLEASE ENSURE THAT YOU CAN COME 
TO ALL OF THE SESSIONS PRIOR TO AGREEING TO PARTICIPATE. 

You will not be asked to put your narne on any of the questionnaires. thus 
ensuring that the information remains anonyrnous. Results will be kept for research 
purposes only and will remain confidentid. AI1 data wiIl be coded and stored by subject 
number only. You will be asked to provide your telephone number so rhat we are able to 
confirm your attendance at the next session. Upon completion of the study you will 
receive more information regarding the purposes of the study and how your participation 
will benefit new research in the area. It is important that you read and fully understand 
these procedures and conditions. Please feel free to contact either me. Kris Rose (Room 
733 1 Social Science Centre. 858-1438). or my advisor, Dr. D. Evans (Room 7404 Social 
Science Centre, 66 1-367 1 ). 
Thank you for your interest in our study. 

Kris J. Rose, Graduate Student 

David R. Evans. Ph.D. 



Consent Form 

1 have read and understand the ideas behind the study as descnbed. 1 understand 

that ail information 1 provide wiII remain confidential and will be used for research 

purposes only. 1 also undenrand that my results will be grouped with those of other 

participants so that general conclusions can be drawn. 

1 realize that 1 am able to withdraw from the study at any tirne without penalty and 

will receive $5 for those sessions in which I did participate. 1 also recognize that 1 may 

refuse to answer any of the questions. 1 am also permitted to ask questions about the 

study at any time. 

Participant's Signature Phone Number 

Date 



Anagrams Problem Solving Task 

In a moment. you will be asked to unscrarnble twelve scrambled words. or 
anagrans. Below is an example of a correctly solved anagram. Following the 
example are two test anagrams for you to uy. 

e.g. intra = train 
Please try the next two examples: 

1 )  ockcl = 

2 )  rassg = 

If you are having trouble. ask the demonstrator for assistance. If you have 
figured them out, then proceed to the paragraph below. 

On the following pages are twelve anagrams such as the ones above. You 
may use any strategy and tackle them in any order you wish. If you cannot solve 
one, move on to the next. If you like. you can return to the ones that you were 
unable to solve the first tirne. Don't womy if you are unable to solve some of the 
anagrarns. You will not be assessed on the number of anagrams you are able to 
solve. What is important, however. is that you record your attempts at each of the 
anagams. For example. if you had the following anagram: 

drbea 

You rnight attempt solving it this way until you realize the answer: 

bead rea bred 
brad b *bread 
drabe br 

A@n. recording your attempts are crucial, we are more interested in your 
attempts at each of the anagrams, not whether you were able to get the right 
answer. Before you begin. please estimate how many anagrams you think you 
will successfully solve. 

1 expect to solve of the 12 anagrams. 

PLEASE DO NOT BEGIN THE ANAGRAMS UNTIL THE DEMONSTRATOR 
NOTIFLES YOU THAT IT IS TIME TO DO SO. 



aslna = 

record your attempts 

record your attempts 

OCltn = 

record your attempts 

alceh = 

record vour attempts 



oeydc = 

record vour attempts 

ikkah = 

record vour attempts 

7 )  mrpic = 

record vour attempts 

8) rsuag = 

record your attempts 



hitnkg = 

record vour attempts 

10) gguae = 

record vour attempts 

I 1 ) tmfue = 

record your attempts 

12) pearp = 

record F u r  attem~ts 



Appendix E 

Homework Assignment # 1 

Remem ber: 

Aciversity -- A bothersome event in your life. A 

distraction or a disruption. It can be almost anything -- a midterm 

exam, having to wait in line, someone taking your parking space. 

Remember to stay objective -- just write down the incident, not 

how you felt about it. 

B e i  iefs -- Your beliefs are ~ O W   OU interpret the 

adversity. Separate your beiiefs from your feelings. "That guy is 
a jerk" and " 1  just screwed up" are beliefs. Leave your feelings 
for your consequences section. 

Consequemes -- The cansequences are ~ O W   OU 

felt and what you did. Often we feel many things at once. We 
also react with a series of actions. Write down as many feelings 
and actions as you can think of for each situation. 



Here are some examdes to aet vou thinkinçr about vour own ABCs. 

Adversity: I came home and found my roommate rummaging through 

my underwear drawer. 

Belief: What does she think that she was doing? I'm going to kill her! I 

can't trust her at all. I con7 wait to hear the excuse she cornes up with. 

Consequences: Wow, was I angry at her. I didn't keep my cool. I was just 

so mad. I haven't spoken with her since this afternoon. 

Adversity: I went to the bar and found him with a bunch of his friends. 

He had told me earlier tt-iat he had too much work to do and that there 

was no way that he could go out with me. 

Belief: What a jerk! Does he think that I couldn't do any better than him? 

Consequences: I felt stupid and embarrassed. I left before he could see 

me. 

Adversity: I started working out. Everybody at the gym had great, 

toned bodies. 

Belief: What am I doing here? I look like a whale compared to everyone 

else. Time to split! 

Consequences: I felt completely self-conscious and walked out the front 

door. I went home and ate 2 litres of double-chocolate ice cream. 



Now it's vour tum. Over the next few days. record five ABC events 

from your own life. 

1. Adversity: 

Belief: 

Consequences: 

2. Adversity: 

Belief: 

Consequences : 

3. Adversity : 

B elief : 

Consequences: 



4. Adversity: 

Belief: 

Consequences: 

5. Adversity: 

B elief: 

Consequences: 



Homework Assignment #2 

Remember: 

A dversif y -- A bothersorne event in yaur iife. A 

distraction or a disruption. It can be almost anything -- a midterm 
exam, having to wait in line, sorneone taking your parking space. 
Remember to stay objective -- just write down the incident, not 
how you felt about it. 

Bel iefs -- Your beliefs are how you interpret the 

adversity. Separate your beliefs from your feelings. "That guy is 
a jerk" and " 1  just screwed up" are beliefs. Leave your feelings 
for your consequences section. 

Consquemes -- The consequences are ~ O W  

you felt and what you did. Often we feel many things at once. 
We also react with a series of actions. Wnte down as many 
feelings and actions as you can think of for each situation. 



bisputation -- Don't let your negative beliefs take 

over. Fight back and argue against your own pessimisrn to a 
more optimistic perspective. By doing this you c m  take yourself 
out of despair and doubt and be more bright and objective about 
the situation. Remernber: 

Evidence? 
Alternat ives? 
Implications? 
Usefulness? 

Enegization -- HOW YOU were able to tum your 

perspective around by disputing yourself. In this section 
describe how you were able to corne up with an optimistic 
outlook on the situation. 



Here is an example to aet vou thinkina about vour own ABCDEs. 

Adversity: I got a ICI on my psycho~ogy midterm. 

Belief : What an awful grade - probably the worst in the 
class. I thought that I would major in psychology but I guess I 
better face facts and choose something else. 

C O I I S ~ ~ U ~ ~ C ~ S :  l felt useless. I thought that I prepared well 
enough. I was so angry at the mark that I put the exam in the 
garbage without a second thought. 

bisputation : 
Evidence: Wow, I1m glad I came to look at 

the rest of the marks. I didn't do that well. but I was around the 
average mark for the entire class. 

Alternatives: It was a hard test and l really 
could have studied much more than I did. I have been told 
that the professor is tough on his first midterm just to scare 
people into studying harder. 

Im~lications: The mark isn't great, but it is 
only worth 10% of my final grade. Even if I had gotten an 'A', 
my final mark wouldn't be much different anyway. 

Usefulness: What good is it going to do to 
let the mark bother me. l'II end up getting less sleep, eating 
poorly, and being stressed a lot. What's the point? Just get 
over it and study harder for the ned test. I should even start 
preparing better notes now so that I can more efficient when 
studying later. 

Energization: I was able to settie down and put this whole 
thing in perspective. Basically I decided that I would work 
harder so that I can still major in psychology like I had planned. 



Now it's vour tum. Over the next few davs. record three ABCDE 

events from vour own life. 

Adversity : 

Belief: 

Consequences : 

Disputation: 

Evidence'? 

Alternatives? 

Implications? 

Usefulness? 

Energization: 



Adversity : 

Belief: 

Consequences: 

Disputation: 

Evidence? 

Alternatives? 

Implications? 

Usefulness? 

Energ iza tion: 



3. Adversity : 

B elief: 

Consequences: 

Disputation: 

Evidence? 

Alternatives? 

Implications? 

Usefulness? 

Energization: 



Appendix F 

Feedback Sheet 

Thank you for your participation in our study. By providinp us with your 
questionnaires. you will help us to better understand the effects of optimism on quality of 
life. Not everybody is optimistic. and changing how we perceive the world is difficult. 
The information you have provided will give us a better undentanding of how this might 
be possible. This type of treatment could be beneficial to various people. especially those 
who expenence criticai life events such as illness and surgery. 

Optimists have been found to differ from pessimists in their expectancies to 
expenence favourable outcornes and a belief that good rather than bad things will happen 
to them. When faced with novel or chailenging life events. optimists are more likely to 
continue to strive towards achieving goals. On the other hand. pessimists are more likely 
to quit before they achieve goals and withdraw from attempts at new goals. Optimism 
has been found to be associated with positive health habits. adaptive coping responses. 
fewer repons of being bothered by physical symptoms of iliness. and generally better 
reports of physical and psychologicai well-being. In sum. optimists have been found to 
lead healthier, happier lives. 

To date. optimism has been considered to be a stable personality characteristic. 
Along with other dimensions of personality. most believe that it is impossible to change 
these traits. Sorne believe that personality can be changed. yet nobody has demonstrated 
that people c m  become more optirnistic through psychological techniques. Changing 
personality traits. such as optimism. is an important step towards preventing health 
problems. We are attempting to develop strategies to improve optimism in order to 
enhance quality of life. 

With your participation. we have attempted to improve optimistic thinking using 
strategies and skills that are believed to promote optimism. We measured various 
personality traits but we hope to find that only optirnism has chanpd. This result would 
support the notion that traits. such as optimism. can be targeted and improved separately 
from other personality characteristics. 

Your responses may also lead us to develop a new measure of optimism. One of 
the questionnaires you completed is called the Life Orientation Test (LOT). This 
questionnaire is the most commonly used measure of optimism. We believe (dong with 
other researchers) that the LOT may not adequately measure optimism. For this reason 
we rnay attempt to design a better measure of optimism. 



Thanks again for participating. If you have any questions or concerns about the 
study. please contact me. Kris Rose (Graduate Student. Clinicai Psychology. Room 733 1 
Social Science Centre. 858- 1438) or my advisor. Dr. David Evans (Professor. Clinical 
Psychology. Room 7404 Social Science Centre. 66 1-367 1 1. 

Below are a few articles which you can read if you would iike to know more about this 
area : 

Evans. D.R. ( 1994). Enhancing quality of life in the population at large. Social 
Indicators Research. 33.47-88. 

Mischel. W.. & Shoda. Y. (1995). A cognitive-affective system theory of 
persondity: Reconceprualizing situations. dispositions. dynarnics. and invariance in 
personaiity structure. Psvcholoorical Review. 102,246-268. 

Scheier. M.F.. & Carver. C.S. ( 1985). Optimism. coping. and health: Assessment 
and implications of generalized oulcome expectancies. Health Psvcholo~v. 4.2 19-247. 
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