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Abstract 

 Although the topics of death anxiety and optimism have been studied extensively 

in the literature, there is a limited amount of research addressing both of these concepts 

together. Furthermore, there has not yet been an attempt to formulate a model to explain 

the relationship between these two variables. Death anxiety and optimism have also been 

shown to relate differentially to other measures of well-being, such as indices of 

psychopathology (e.g., Ayub, 2009; Fotiadou, Barlow, Powell, & Langton, 2008; 

Gilliland & Templer, 1985-1986; Kurdek & Siesky, 1990; Moreno, De La Fuente Solana, 

Rico, & Fernandez, 2008-2009; Neimeyer & Fortner, 1995; Peleg, Barak, Harel, 

Rochberg, & Hoofien, 2009; Pollak, 1979).  

When conceptualized through Kelly‘s Personal Construct Theory (1955), 

depression and anxiety are emotions signaling transition within constructs, the presence 

of which may affect the relationship between optimism and death anxiety. This study 

examined whether depression and anxiety were mediators in the relationship between 

death anxiety and optimism through the use of Structural Equation Modeling (SEM). 

This study demonstrates that depression/anxiety mediate the relationship between 

optimism and death anxiety, and that the fully mediated model is the preferred model.  
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Chapter One 

Introduction 

 Death anxiety has been one of the most fruitful lines of research in thanatology 

(Kastenbaum, 1987-1988). Herman Feifel‘s presentation at the 1955 APA conference 

was considered to be the impetus to the study of death in psychology. Feifel suggested, at 

the inception of death anxiety research, that consideration of death undoubtedly affects 

how life is lived: ―It has been said that we may learn looking backward – we live looking 

forward. A person‘s thinking and behavior may be influenced more than we recognize by 

his views, hopes, and fears concerning the nature and meaning of death‖ (Feifel, 1959, 

p.116). This anticipation is important in personal construct theory, which can be used to 

help integrate differing theories regarding death anxiety.  

 Previous research has found death anxiety to be negatively correlated to optimism 

(Kurdek & Siesky, 1990; Richard & Jex, 1991; Sigal, Ouimet, Margolese, Panarello, 

Stibernik, & Bescec, 2007; Vaughan & Kinnier, 1996).  The definition of dispositional 

optimism as generalized positive outcome expectancies (Scheier & Carver, 1985) also 

highlights the anticipatory nature of optimism. Yet, if we are to conceptualize optimism 

and death anxiety within the bounds of personal construct theory, then it is necessary to 

recognize that optimism and death anxiety are two of many ways that people anticipate 

future experiences, not as ubiquitous requirements for all persons.  

Optimism has been shown to be negatively related to depression and anxiety, 

whereas death anxiety has been shown to be positively correlated with depression and 

anxiety. In personal construct theory, the anticipation of experience through constructs is 
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paramount; death anxiety, optimism, depression, and anxiety all affect and are affected 

by an individual‘s constructs.  In this way, a better understanding of the relationships 

between these variables elucidates the manner in which these constructs inter-relate to 

one another. That said, the goal of this study was to model the relationship between death 

anxiety, optimism, depression and anxiety.  

 Both depression and anxiety have been shown to be positively associated with 

death anxiety and negatively related to optimism.  Kelly (1955) conceptualized 

depression as characterized by constriction, or by an individual ignoring things that don‘t 

fit within his or her construct system. He considered depression as a failed attempt at 

adaptation, an anticipatory failure, viewing things more negatively and seeing him or 

herself as far away from his or her ideals. Kelly also considered depression to be a self-

protective strategy to avoid the anxiety of confronting experiences or aspects of the self 

that the individual is unable to construe using his or her current constructs, or as a 

response to potential invalidation of core constructs (e.g. it may be easier to view the 

world and others as threatening then to consider oneself as dishonest or unlikeable if 

one‘s core constructs include being honest or likable). Kelly (1955) contends that 

extending one‘s constructs may be necessary to expand one‘s understanding of the world 

and therefore counteract the constriction implicit in depression. Yet, anxiety naturally 

accompanies the testing, revision, and extension of one‘s personal constructs. Kelly 

(1955) defined anxiety as the realization that what is being perceived is outside of 

convenient understanding through one‘s personal constructs. And Kelly offers 

constriction as a means to manage anxiety; that by limiting what is perceived, one can 

effectively keep from overwhelming his or her perception. Depression and anxiety, 
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although viewed as requiring opposing action (extension versus constriction), considered 

together offer a balance of constricting one‘s view of the world based on what fits in with 

one‘s construct system, as well as elaborating one‘s constructs in order to include new 

information within the system. This re-valuing of one‘s core constructs could be seen as 

either protective and defensive or as exploratory and preternatural by either imposing 

increased value on one‘s constructs by ignoring that which lies beyond, or by exploring 

the applications of one‘s construct system. Applying these concepts to death anxiety and 

optimism, or to the unavoidably limited understanding of death and the elaboration of 

positive expectancy as occurring generally, reveals parallels between the function and 

meaning of not just depression and anxiety, but also death anxiety and optimism.  

 There are a number of theories that have been hypothesized as underlying death 

anxiety. One theory asserts that self discrepancy, or the degree of self/ideal splits, 

underlies death anxiety. Self-discrepancy theory assumes that death is looked upon as 

that which ends our striving toward becoming our ideal self and accomplishing goals. 

Thus, death anxiety then is the fear that death will come before the ability to integrate the 

actual and ideal selves, or assimilate those two views of self into something more 

coherent. Another theory of death anxiety is based on the search for meaning. A negative 

relationship between death anxiety and purpose in life has been found in the literature 

(e.g.: Durlak, 1972, 1973; Rappaport, Fossler, Bross, & Gilden, 1993), indicating that 

perceived purpose in life may help temper death anxiety. The theory of death anxiety 

based on search for meaning has ties with an existential view that the realization of death 

is necessary for fully living life (Heidegger, 1927/1962). Terror management theory 

asserts that managing the terror of death is foundational to all other fears. Since it is 
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impossible to control death or vulnerability to mortality, then the recourse for action is 

maintaining social mores and constraints that give a sense of coherence and order in the 

world. A symbolic immortality is achieved through attaining and maintaining these social 

mores and values. When individuals are reminded of their mortality, they often have a 

more favorable opinion of those in their in-group and negative opinion of those from an 

out-group. This is so because an individual‘s sense of the continuity of self is tied in with 

maintaining the importance of the social values to which he or she has subscribed. 

Finally, a developmental perspective based on Erickson‘s (1968) psychosocial stage of 

integrity versus despair has special relevance for death anxiety in its requirement to 

examine life and either feel integrity or despair at how one has lived.   

 The processes that these theories posit as underlying death anxiety can all be 

understood and integrated through the use of personal construct theory. Death is a 

concept that few living, if any, have actually experienced. All thought about death is pure 

abstraction, or anticipation based on other experiences. In personal construct theory, 

anticipation of death can be seen as a coherent part of our meaning-making processes 

with which we anticipate other experiences. We construe death through abstraction from 

similarities and differences with other experiences. In this way, if our experience of the 

unknown is terrifying, then we may anticipate death in a similar fashion or look for ways 

of buffering ourselves from this fear. If a person has always tried to stick with the known 

and controllable, then he or she may not have sufficient constructs with which to 

anticipate the experience of the unknown, such as death. This is analogous to a 

constricted worldview, which has some similarities with the constriction experienced in 

the Kellian view of depression.  Similarly, construing the past and present as painful may 
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entail the construal of death in the same manner; whereas if an individual construes the 

unknown as exhilarating, then he or she may also construe death the same way.  

Moreover, many individuals may not anticipate death as the end of experience, but only 

as the end of the corporeal body existent in this world.  

 Since it is unlikely that one can fully imagine his or her own death, he or she may 

not have sufficient constructs to understand this experience, leading to anxiety and threat 

regarding the inadequacy of one‘s constructs in understanding one‘s own death. Personal 

construct theory allows the melding of the different theories about death anxiety in the 

way it assumes individualized perspectives and constructs. The bridging of the past with 

the future though the present is an important component of personal construct theory 

(Kelly, 1955). Anticipating the future though our current constructs, and anticipating the 

ineluctability of death in particular, may cause people to reconsider their core constructs 

affecting the way events are anticipated, including behaviorally enacted anticipations. In 

this way, for example, the meaning making view that asserts that death anxiety is an 

essential recognition of an existential fear of the unknown and unknowable, and the self-

discrepancy theory that sees death as that which cements the self in place, halting any 

further attempts to become one‘s ideal, could be integrated through personal construct 

theory (Neimeyer, 1994a) through the ways people anticipate death based upon their 

personal constructions of previous experiences. Fundamentally, understanding and 

integrating death involves individualized meaning making, which occurs continuously. 

For some, this meaning making regarding death is an attempt, through fears, religion, 

philosophy, or culture, to infuse life with meaning. For others, the conception of death 

fits well within their constructions of life, and anxieties regarding death may be tempered 
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or may never arise. For example, philosophies based on relinquishing the delusion of the 

self and connecting with the universal offer very different constructions of death (e.g., 

leaving the body) than more traditional western religious or secular views.  Regardless of 

the person‘s perspective about death, meaning making occurs through anticipation of 

death and through the ways that the anticipation of death affects and is affected by our 

constructions. Even within socially shared philosophical and religious constructions of 

death, persons differ in the personal meanings they make of cultural explanations based 

upon their own experiences and the related choices they have made.  

More generalized dispositions or expectancies such as optimism may influence 

the anticipation of death and therefore would affect death anxiety. Optimism research has 

followed three separate veins of theory, research, and conceptualization.  First, the 

Attributional theory of optimism (Seligman, 1991), based on studies of learned 

helplessness (Abramson, Seligman, & Teasdale, 1978), asserts that the way we attribute 

causes to events determines whether we have an optimistic outlook.  As the contrast to 

optimism, learned helplessness occurs when negative events are considered to be stable, 

general, and internal, i.e. they are unchangeable, generalize to other situations, and are 

caused by the organism in question.   

Second, the definition of dispositional optimism as generalized positive outcome 

expectancies (Scheier & Carver, 1985) has been the most used in the literature (Chang, 

Maydeu-Olivares, & D‘Zurilla, 1997) and related instruments (Life Orientation Test 

[LOT], Scheier & Carver, 1985; revised Life Orientation Test [LOT-R], Scheier, Carver, 

& Bridges, 1994) have been the most frequently used measures of dispositional 

optimism.  Dember, Martin, Hummer, Howe and Melton (1989) have contributed a 
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broader definition of dispositional optimism as having a positive outlook on life, as 

measured by the Optimism Pessimism Instrument (OPI) (Dember, Grasha, et al., 1989). 

Fundamentally, dispositional optimism looks at one‘s expectancies of what will happen.  

Scheier and Carver refer to this approach as the self-regulatory model (Carver & Scheier, 

2001) asserting that expectations of outcomes as well as outcomes themselves affect 

behavior and action (Scheier & Carver, 1987). Goal-directed action can become renewed, 

after disruption of said action, when the outcomes of the actions are considered (Scheier, 

Weintraub, & Carver, 1986).  Furthermore, Scheier and Carver (1985) allege that 

outcome expectancies are the best predictors of behavior, analogous to personal construct 

theory. Both of these theories see expectation or anticipation of a situation as informing 

future experience. Both theories see action as channeled by expectation or anticipation.  

The third theory of optimism, hope, can be seen as integrating the theories of 

attributional and dispositional optimism, which are focused on agency and expectancy 

respectively (Snyder, 1994).  Yet, whereas dispositional optimism focuses on the 

expectation of positive outcomes, and attributional optimism focuses on efficacy 

expectations, or the belief in the agentic ability of the self, hope is more involved in the 

belief that both the goals and paths to those goals are attainable. Snyder, Harris, 

Anderson, Holleran, Irvin, Sigmon et al. (1991) assert that the relationship between 

outcome and efficacy expectations are foundational to the difference between hope and 

optimism. They assert that dispositional optimists‘ believe that their behaviors will have 

positive outcomes, regardless of the context, and that these outcome expectancies are the 

most powerful determinant of behavior for dispositional optimists. Yet, the optimist may 

consider efficacy expectations in their evaluation of outcome expectancies (i.e. pathways 
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to a goal may be perceived, but without the wherewithal to accomplish said goal, or 

without agency) (Snyder et al., 1991). Hope, on the other hand, involves a reciprocal 

relationship between the belief in ―being able to generate successful plans to meet 

goals‖(Snyder, Harris et al., 1991, p.570) (outcome expectations, pathways, dispositional 

optimism) and belief in ―a sense of successful determination in meeting goals in the past, 

present, and future‖ (Snyder, Harris, et al., 1991, p. 570)  (efficacy expectations, agency, 

attributional optimism). In this way, although someone with high self-efficacy or goal-

directed agency believes that he or she can attain their goals (agency) he or she may or 

may not see ways of achieving said goals (or pathways to said goals) (Snyder et al., 

1991).  

Although attributional optimism has its place in the literature, this study will 

focus exclusively on dispositional optimism and hope. Dispositional optimism has been 

looked at most extensively in the literature and there are multiple measures which 

measure the construct of dispositional optimism. Furthermore, hope is closely related to 

dispositional optimism as detailed above.  Additionally, dispositional optimism has 

similarities with personal construct theory, the theory underlying this study.  

Optimism has been considered as both inherent in human nature and as a 

discernable individual difference of persons (Peterson, 2000). This construction of 

individual differences in optimism was influenced by Adler‘s ―fictional final goal‖ based 

on Vaihinger‘s as-if theory (1911/1935), and Kelly‘s (1955) personal construct theory. 

These theories were precursors that provide a framework for understanding how choice in 

beliefs could shape perspective and therefore direct behavior.  Kelly‘s (1955) personal 

construct theory makes this evident, explaining that a persons‘ active choice of constructs 
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shapes his or her expectations for the future, and those expectations shape his or her 

behavior. Kelly (1955), had he looked at optimism, might have ostensibly considered 

optimism as contributing to the anticipatory stance of one‘s conceptual framework. 

Optimism may contribute to an individual‘s choices as he or she chooses to construe 

events optimistically. Past consequences of such choices also influence current choices 

(Peterson, 2000).  Thus, optimism may have ego-defensive characteristics, allowing an 

individual to see his or her self and related circumstances in a positive light, which cycles 

back to reflect upon his or her perceptions of the self and his or her constructs.  

 If optimists expect good outcomes, then applying this to death anxiety means that 

an individual may have good expectations of his or her death. This could imply, for 

example, that the optimist may have good expectations for the duration of his or her life 

in such a way that death is not seen as frightening or as foreshortening his or her 

opportunities in life. Alternatively, the optimist may be more likely to believe that the 

meaning of their life will extend beyond death. It may also mean that optimists have 

fewer concerns regarding the actuality of their death, as their positive expectations may 

allow them to temper negative images and views of death. 

Death Anxiety and Optimism 

 Kelly‘s personal construct theory has been conceptualized as contributing to and 

elucidating theories of both death anxiety and optimism. As both optimism and death 

anxiety are focused on future circumstances, both are anticipatory, much as Kelly‘s 

(1955) view of the person as scientist is anticipatory in nature. Since both concepts are 

anticipatory, they seemingly contribute to how one anticipates the future. Additionally, 
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personal construct theory is a link between death anxiety and optimism, which is evident 

when considering the implications of meaning making as occurring through the 

projection of the self into the future via hope, meaning, and expectation (Rappaport et. al, 

1993).  

 Kurdek and Siesky (1990) studied the effects of optimism, death anxiety, coping 

strategies, and psychological distress in men who were seronegative for HIV, 

symptomatic with AIDS related symptoms, and asymptomatic but seropositive. 

Optimism was measured with the LOT (Scheier & Carver, 1985) and death anxiety was 

measured by Templer‘s Death Anxiety Scale (DAS; 1970). Kurdek and Siesky (1990) 

performed a MANOVA that found significant differences between the men based on HIV 

diagnosis and symptoms.  Further analysis revealed that the asymptomatic seropositive 

men had the worst scores, indicating more death anxiety, less optimism, and more 

psychological distress than the other two groups. The authors found that there were 

significant differences between the three groups of men. Symptomatic men had lower 

levels of death anxiety, higher levels of optimism, and lower levels of psychological 

distress than asymptomatic seropositive men, with seronegative men having the most 

optimism and the least psychological distress. Furthermore, the study found a significant 

moderately high negative correlation between optimism and psychological distress (r = -

.50, p < .01), a negative moderate correlation between optimism and death anxiety (r = -

.45, p < .01), and a positive but moderate correlation between psychological distress and 

death anxiety (r = .44, p < .01).  This study shows that optimism and death anxiety are 

negatively correlated with each other and inversely or positively related to psychological 

distress, respectively. The study shows that those with more immediate death concerns 
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(i.e. having become symptomatic with AIDS related symptoms) were more optimistic, 

less distressed, and less afraid of death than those who have not yet had physical 

confirmation of their diagnosis.  

 Lester and Abdel-Khalek (2007) looked at the relationship between Taoist 

orientation and anxiety, death anxiety, existential anxiety, optimism-pessimism, 

suicidality, and obsessive-compulsiveness in samples of both Kuwaiti and American 

undergraduates. They found that Taoist orientation was positively associated in both 

samples with optimism and negatively with suicidality, death obsession, anxiety, and 

obsessive-compulsiveness, with the American sample‘s correlations ranging from a 

moderately low correlation of .34 to a high correlation of .58 (p < .001) and the Kuwaiti 

sample correlations ranging from a low correlation of .25 to a moderate correlation of .41 

(p < .001)(Lester & Abdel-Khalek, 2007). Although these authors looked at death anxiety 

and optimism separately in this study through their relationship with a third variable, 

Taoist orientation, it seems reasonable to assume that optimism and death anxiety would 

have been negatively correlated as well.  

 A study comparing less advanced and more advanced cancer patients revealed 

that optimism and the death anxiety (as measured by the subscale Fear of the Unknown 

from the Death Anxiety Questionnaire [DAQ], Conte, Weiner, & Plutchik, 1982) were 

moderately correlated for the both the less advanced cancer patients (r = -.35, p < .05) 

and the more advanced cancer patients (r = -.37, p < .01) (Sigal et al., 2007). Optimism 

may help temper the fears of what will happen after death, especially for those who may 

be considering the proximity of death (Sigal et al., 2007). Furthermore, the finding that 

optimism had a significant negative correlation with fear of the unknown may support the 
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Kellian supposition that our inability to deal with unknown circumstances due to 

insufficient constructs may lead to anxiety, which has also been found to be negatively 

related to optimism (De Moor et al., 2006; Johnson & Endler, 2002; Fotiadou et al., 2008; 

Scheier & Carver, 1985). 

 Another study, while comparing a life review method with waiting list controls 

for individuals with HIV, found that the main variables in the study were correlated 

(Vaughan & Kinnier, 1996). Optimism was positively correlated at a moderately high 

level with self-esteem (r = .48), and purpose in life (r = .48), and negatively, but slightly, 

correlated with psychological distress (r = -.16) and death anxiety (r = -.22). Death 

anxiety was correlated negatively and slightly with optimism (r = -.22), moderately with 

self-esteem (r = -.42), and slightly with purpose in life (r = -.15) and positively and 

moderately correlated with psychological distress (r = .30) (Vaughan & Kinnier, 1996). 

The statistical significance of correlations was not reported for this article. However, the 

patterns of associations between optimism, death anxiety, and psychological distress are 

evident and support those found by other researchers as well as those relationships on 

which this study is based.  

 Davis, Miller, Johnson, McAuley, and Dinges (1992) looked at the relationship 

between optimism as measured by the OPI, loneliness, and death anxiety as measured by 

the DAS. In male subjects there was a significant but moderate negative correlation 

between loneliness and optimism (r = -.41, p < .01), but there were no significant 

correlations between death anxiety and any of the variables. For women subjects, there 

was a significant but low negative correlation between loneliness and optimism (r = -.27, 

p < .01) and a significant but low positive correlation between loneliness and death 
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anxiety (r = .23, p < .05), and again there was no significant correlation between death 

anxiety and optimism (Davis et al., 1992).  This study‘s finding of no significant 

correlation between death anxiety and optimism contrasted with other studies. This study 

had several potential issues, including only looking at males and females separately, 

rather than at the results of all the participants (lowering power and making it hard to 

compare to studies that combined participants across gender), using volunteers (which 

may allow those with high death anxiety to select not to participate), and not reporting 

any demographic variables, means, or standard deviations.  These methodological 

differences make it difficult to compare these results to those of other studies. 

 The relationship between death anxiety and optimism does not seem to be 

mediated by self-actualization. Richard and Jex (1991) found that the Short Index of self-

actualization was positively and moderately correlated with optimism (r = .34, p < .01) 

and highly with self-esteem (r = .52, p < .01), negatively and moderately highly 

correlated with trait anxiety (r = -.48, p < .01), and had a slight, but non-significant, 

negative correlation with death anxiety (r = -.10). These results indicate that although 

there may be a variable that mediates the relationship between death anxiety and 

optimism, mediation by self-actualization was not found. However, this could be an 

artifact of this particular study and was explained by the authors as due to the sample‘s 

higher proportion of older and female participants. Yet, the study did find a direct, but 

slight, negative correlation between death anxiety and optimism (r = -.20, p < .05) 

(Richard & Jex, 1991) supporting the relationship found in other studies.  

 Although there have been several studies looking at the variables of death anxiety 

and optimism, few if any have focused directly on the relationship between these two 
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variables. Death anxiety has been shown to be positively related to indices of 

psychopathology, while optimism has been shown to be negatively related to indices of 

psychopathology (Ayub, 2009; Carver and Gaines, 1987; Cozzarelli, 1993; De Moor et 

al., 2006; Fontaine and Jones, 1997; Fotiadou et al., 2008; Gilliland & Templer, 1985-

1986; Given et al., 1993; Hintze, Templer, Cappelletty, & Frederick, 1993; Hooker, 

Monahan, Shifren, & Hutchinson, 1992; Isaacowitz & Seligman, 2002; Johnson & 

Endler, 2002; Kurdek & Siesky, 1990; Mannix, Feldman, Moody, & Child, 2009; 

Moreno, De La Fuente Solana, Rico, & Fernandez, 2008-2009; Peleg, Barak, Harel, 

Rochberg, & Hoofien, 2009; Scheier & Carver, 1985; Templer, Lester, & Ruff, 1974; 

Vickers &Vogeltanz, 2000; Winterling, Glimelius, & Nordin, 2008; Zenger, Brix, 

Borowski, & Stolzenburg, 2010). Although death anxiety and optimism are related to one 

another as well as indices of psychopathology, the research has not made clear whether 

variables such as depression and anxiety might help explain the relationship between 

death anxiety and optimism.  

 Death anxiety has been shown to be positively correlated with depression 

(Gilliland & Templer, 1985-1986; Hintze et al., 1993; Moreno, De La Fuente Solana, 

Rico, & Fernandez, 2008-2009) and anxiety (Gilliland & Templer, 1985-1986; Hintze et 

al., 1993). One study, looking at the relationship between femininity and death anxiety 

(Templer et al., 1974), compared males to females on death anxiety as measured by the 

Collett-Lester Fear of Death Scale (1969) and the Templer‘s Death Anxiety Scale (1970), 

and also measured femininity, and anxiety, as women generally score higher on both 

measures of death anxiety and general anxiety. They found that the slight relationship 

between femininity and death anxiety (r = .22, p < .05) was explained by removing 
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general anxiety (r = .09, n.s.) in women showing that general anxiety may account for 

most of the relationship between death anxiety and femininity. However, the same 

relationship was not found for males. ―It appears that the positive association between 

femininity and fear of death may be a function, at least in part and for females, of the 

positive association of these two variables with general anxiety.‖(p. 530). Robbins (1989) 

showed trait anxiety, state anxiety, and social desirability as significant predictors of the 

variance in death concern or anxiety.  One other study (Neimeyer, Bagley, & Moore, 

1986) did not find a relationship between death anxiety and depression; however there 

were likely issues related to power due to this study only having 35 participants 

(Neimeyer et al, 1986). 

Optimism has been shown negatively correlated with depression (Carver & 

Gaines, 1987; Cozzarelli, 1993; De Moor et al., 2006; Fotiadou et al., 2008; Given et al., 

1993; Hooker et al., 1992; Johnson & Endler, 2002; Scheier & Carver, 1985; Winterling, 

Glimelius, & Nordin, 2008;  Zenger, Brix, Borowski, & Stolzenburg, 2010) and anxiety 

(De Moor et al., 2006; Johnson & Endler, 2002; Fotiadou et al., 2008; Scheier & Carver, 

1985; Winterling, Glimelius, & Nordin, 2008; Zenger, Brix, Borowski, & Stolzenburg, 

2010). One study found dispositional optimism as measured by the LOT-R (Scheier, 

Carver, & Bridges, 1994) to be a significant predictor of depressive symptoms, even 

when controlling for time one levels of depression, negative and positive affect, daily 

hassles and the interaction of daily hassles with positive affect. ―Most importantly given 

the present study, a significant effect was found for dispositional optimism, 

demonstrating the ability of this variable to predict future depressive symptoms beyond 

the effects of time one level of depressive symptoms and other depression related 
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variables‖ (Vickers & Vogeltanz, 2000, p.266). And another study found that 

dispositional optimism‘s greater future orientation predicted fewer depressive symptoms 

and optimism and depression were moderately and negatively correlated at -.40 (p<.01) 

(Isaacowitz & Seligman, 2002). Aspinwall and Taylor (1992), looking at adjustment in 

first year college students, found  that not only was optimism associated positively with 

adjustment to college, but the optimism level at the beginning of the participant‘s first 

year of college was associated with lower levels of psychological distress measured three 

months later. They found that this result was independent of baseline moods and of the 

other factors measured in the study, including locus of control, self-esteem, and preferred 

ways of coping (Aspinwall & Taylor, 1992). Furthermore, Alansari and Kazem (2008) 

found that the relationship between optimism, depression and anxiety holds for other 

cultures as well. They found that for both Kuwati and Omani undergraduates optimism 

had a negative and moderately high correlation with depression (r = -.553 for Kuwati 

students; r = -.425 for Omani students) and anxiety (r = -.490 for Kuwaiti students; r = -

.471 for Omani students). 

There has not yet been an attempt made at modeling the relationship between 

death anxiety and optimism, nor has there been an attempt to model potential mediators, 

such as depression and anxiety. With the use of a structural equation model, the current 

study was able to look not only more specifically at the relationship between death 

anxiety and optimism, but also to eliminate artifactual variance due to common 

symptoms, such as those between depression and anxiety, which mediated the 

relationship between optimism and death anxiety. As demonstrated above, depression and 

anxiety have been shown to be related to both optimism and death anxiety separately; 
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optimism and death anxiety have also been shown to be related. This study looked at all 

four variables simultaneously in order to better understand the relationship among these 

variables.  

We theorized a directional relationship between the variables based upon theory. 

Optimism creates positive expectancies which have been shown to predict depression 

(Scheier, Carver, & Bridges, 1994; Vickers & Vogeltanz, 2000). Since Anxiety and 

depression are so highly correlated (r = .99 in this study) it is reasonable to assume that 

optimism then has a predictive effect on both anxiety and depression. Furthermore, 

optimism‘s positive expectancies would affect our anticipation of future experience, 

including our deaths. Personal Construct Theory supports this directionality in addition to 

the potential mediation of this relationship by depression and anxiety. Kelly‘s theory 

(1955) asserts depression is caused by a failed attempt at anticipation and that anxiety is 

caused by the attempt to revise and expand one‘s constructs. Optimism is considered 

anticipatory in nature due to positive expectancies. And death is likely outside of one‘s 

construct system, not readily anticipated, and difficult to understand. Given this, it 

follows that optimism would affect death anxiety, as well as anxiety and depression. 

Kelly views anxiety and depression as informing our constructs, through which we 

understand the world including death, which would then affect death anxiety. Therefore, 

it seems theoretically sound to assert that optimism has a causal effect on anxiety, 

depression, and death anxiety; that anxiety and depression have a causal effect on death 

anxiety; and that therefore anxiety and depression mediate the relationship between 

optimism and death anxiety.  
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The Current Study: Research Questions and Hypotheses 

Purpose of the Study 

The purpose of the study was to use SEM to test competing models of the 

relationship between optimism, death anxiety, anxiety and depression:  a hypothesized 

partial mediation model, considering anxiety and depression as partial mediators of the 

relationship between optimism and death anxiety (Figure 3); a full mediation model 

(Figure 4), and a direct effects model (Figure 5).   

 Research Questions and Hypotheses 

  Research Question 1: Does optimism have a negative relationship with death 

anxiety, replicating what has been found in the literature?  

  Hypothesis 1: Optimism and death anxiety will have a negative relationship.  This 

hypothesis will be examined in the measurement model, and will be confirmed by a 

significant negative correlation between the latent constructs optimism and death anxiety. 

 Research Question 2: Do depression and anxiety have a negative relationship 

with optimism and a positive relationship with death anxiety, replicating the relationships 

found in the literature? 

 Hypothesis 2: Depression and anxiety will have a negative relationship with 

optimism and a positive relationship with death anxiety. These hypotheses will be 

examined in the measurement model, and will be confirmed by a) a significant negative 

correlation between latent constructs depression and anxiety and the latent construct 
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optimism and b) significant positive relationships between latent constructs depression 

and anxiety and the latent construct death anxiety. 

 Research Question 3: Do anxiety and depression partially or fully mediate the 

relationship between death anxiety and optimism? Will a model based on the mediation 

of the relationship between optimism and death anxiety by anxiety and depression fit the 

data better than the hypothesized alternative models?   

  Hypothesis 3: Anxiety and depression will partially mediate the relationship 

between death anxiety and optimism.  This hypothesis will be confirmed by significant 

indirect paths from optimism to death anxiety, through anxiety and depression, as well as 

a significant direct path between optimism and death anxiety, in the partial mediation 

model.  It will also be supported by improved fit of the partial mediation model versus 

the full mediation and direct effects models. 

 Assumptions 

1. That optimism is a dispositional variable that can be measured. That dispositional 

optimism is measured by the LOT-R and the OPI.  

2. That death anxiety instruments measure actual levels of death anxiety, not levels of denial 

of death anxiety, or unconscious levels of death anxiety.  

3. That death anxiety, death threat, and fear of death, although different in theory, are 

similar in terms of much of the literature and will be treated similarly in this study.  
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Limitations 

  Only death anxiety, death threat, and fear of death were measured, when there 

could be other factors such as rage or grief that could be important to the understanding 

of death anxiety. Only optimism was studied, when there could be other factors such as 

well-being or self-esteem that may also fit within this model. With self-report measures 

we only measured conscious levels of death anxiety and expressed opinions of optimism, 

which may have a social desirability confound. Respondents were measured on only one 

occasion allowing for only a snap-shot of death anxiety, optimism, anxiety, and 

depression, when these constructs may be dynamic in nature and may be changeable by 

context, age, experience, or current mood. The sample was a convenience sample of 

college students, whereas more age stratification might elicit different results. The sample 

was also predominately Caucasian, given the composition of the TTU participant pool, 

which limits variability based on culture and race.  
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Chapter Two 

 Method 

Participants 

 Five hundred and one participants were recruited from introductory psychology 

classes in a large west Texas university. Participants were members of the Department of 

Psychology Human Research Pool composed of students enrolled in General Psychology 

(PSY 1300). This course required a research element in which students must either 

participate in research or write a research paper. To sign up for research participation, 

students must enroll in the Psychology Department‘s Experimetrix website. Use of this 

pool followed the standard procedures on file with the IRB.  Participation was entirely 

voluntary and participants could withdrawal at any time without penalty. Participants did 

not receive any monetary compensation for their participation save for fulfilling the 

research element of their introductory psychology class.  

The sample‘s gender distribution was 193 males and 308 females. The mean age 

was 20 years old with a range between 18 and 45 years of age. The undergraduate sample 

should have been sufficient for this study as Russac, Gatliff, Reece, and Spottswood 

(2007) found that fear of death peaked from age 20-29 and thereafter steadily declined on 

the Revised Collett-Lester fear of death scale for both men and women (Lester, 1990) and 

for women on Templer‘s revised Death Anxiety Scale (Thorson & Powell, 1994). For the 

current study, age outliers were removed from the analysis. The 12 participants that 

indicated that they were older than 29 years old were removed from the sample as well as 

one participant who indicated that he or she was 12 years old. All of the participants 
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removed from the analysis were approximately 3 standard deviations above or below the 

mean for the entire sample justifying their removal. In this way, we were able to have a 

more homogeneous sample from which to generalize. The racial make-up of the sample 

was 375 individuals identifying as Caucasian/White (74.9%), 26 individuals identifying 

as African American (5.2%),  71 individuals identifying as Hispanic (14.2%), 10 

individuals identifying as Asian (2%), 3 individuals identifying as Native American 

(.6%), 2 individuals identifying as Pacific Islander (.4%),  and 7 individuals identifying 

as Other (2.8%).  

Materials 

 Demographic Form 

  A brief demographic form (see Appendix C) was used to obtain relevant 

demographic information including age, gender, and self-reported race or ethnicity.  

 Threat Index – self-administered form 

 Kelly‘s (1955) Personal Construct Theory underlies the Threat Index (TI; Krieger, 

Epting, Leitner, 1974; Krieger, Epting, & Hays, 1979) (Appendix D). The Threat Index 

was created to measure death threat, or the degree death is considered a threat to one‘s 

personal constructs. Originally, the Threat Index required the elicitation of personal 

bipolar constructs though a structured interview that took more than an hour. Moore and 

Neimeyer (1991) used exploratory factor analysis on the original 40 item provided 

construct form that Krieger, Epting and Hays (1979) created to construct a 25 item self-

administered form with a global threat score and three subscales of threat to well-being, 

uncertainty, and fatalism (Neimeyer, 1994b). Provided constructs are presented three 
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different times in reference to you or your present life, your ideal self, and your own 

death.  Items on the Threat Index range from 1 (strongly agree with left construct) to 7 

(strongly agree with right construct). The measure is scored with either split scores by 

counting the instances that you and your present life is scored opposite from your ideal 

self (giving a measure of self-ideal discrepancy or scaled conversely – actualization) or 

from your own death (giving a measure of death threat or scaled conversely - 

integration), or can be scored by a standardized Euclidean formula (see Moore & 

Neimeyer, 1991).  Since only you and your present life and your own death are required 

for the calculation of death threat, only these two lists of constructs were used in this 

study. The current study used split scores to determine the level of death threat 

experienced by the participants. Split scores were calculated by counting the number of 

instances in which ―you or your present life‖ was scored by the participant on the 

opposite side of a construct from ―your own death‖, yielding a measure of death threat. 

So if a participant rates herself as a 5, 6, or 7 on a construct but rates her own death as a 

1, 2, or 3, then this was considered one split. Split scores range from 1 to 25. This score 

was used as one of the indicators of the latent death anxiety variable, with higher scores 

indicating more death threat. 

 The Threat Index has been shown to have a test-retest reliability of .86 over a 45 

minute interval (Neimeyer, Dingemans, & Epting, 1977)), .90 at 4 weeks (Krieger et al, 

1979), and .73 at 7 weeks (Rigdon & Epting, 1985). Split-half reliability supports the 

internal consistency of the Threat Index with .96 (Krieger et al., 1979), and .90 (Rigdon 

& Epting, 1985) and split-half reliability of .96 (Krieger et al., 1979) and .90 (Rigdon & 

Epting, 1985) with the self-administered TI. Cronbach‘s alpha of .88 was found by 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

24 
 

Moore and Neimeyer (1991) with standardized Euclidian scoring. Studies have reported 

convergent validity of .28 with the DAS, .4 with the Collett-Lester Total score (Neimeyer 

& Dingemans, 1980-1981), .56 with the DAS, and .54 with the Collett-Lester total in 

college students (Wood & Robinson, 1982) as well as good construct validity cited by 

Neimeyer and Moore (1989) when summarizing various studies.  

 Templer’s Death Anxiety Scale  

 Templer‘s Death Anxiety Scale (1970) (Appendix E) was one of the first 

instruments to measure death anxiety through self-report. The DAS (1970) was 

constructed using 40 items that were rated by a clinical psychologist, four chaplains in a 

state mental hospital, and 2 graduate students in clinical psychology, in their perceived 

relevance and association with death anxiety.  The 31 items with the highest ratings were 

then embedded with 200 filler items (the last 200 items on the MMPI). Templer (1970) 

then determined internal consistency with point biserial correlation coefficients for three 

groups of college students. Templer (1970) decided to retain those items with a point 

biseral coefficient significant at the.10 level in two out of three analyses and ended up 

with 15 items total. The version of the DAS used in this study was the original, with 15 

items and a true or false format, with a total possible score of 15 indicating higher death 

anxiety. This score was used as one of the indicators for the latent variable of death 

anxiety.  

 Templer (1970) found product-moment correlation coefficient of .83 at 3 weeks 

and a Kuder-Richardson Formula 20 coefficient of .76, demonstrating decent internal 

consistency. Templer (1970) also found decent convergent validity with the Fear of 

Death Scale with a correlation coefficient of .74 while discriminant validity with the 
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MMPI scales, Welsh Anxiety Scale, Welsh Anxiety Index, and the Manifest Anxiety 

Scale of .39, .18, and .36 respectively showing moderate discriminant validity. Templer 

(1970) also found the correlation with a measure of social desirability to be .03  

 Revised Collett-Lester Fear of Death Scale 

 Lester (1990) provided a revised version of the original Collett-Lester Fear of 

Death Scale (CL-FOD; 1969). He created the revision due to unequal number of items for 

each scale on the original, difficulty with scoring the original, and issues related to 

participants looking at their own attitudes in a more coherent fashion. The Revised 

Collett-Lester Fear of Death Scale (Lester, 1990) (Appendix F) includes 32 items split 

into 4 sub-groupings of answers, which correspond to the subscales of death of self, 

dying of self, death of others, and dying of others. Answers range from 1 (Not) to 5 

(Very) and the measure was scored by reversing negative items and totaling the number 

for each subsection and total score. Since this study is looked at overall death anxiety, 

and not specific aspects of it, the full scale score was used as an indicator of the latent 

variable of death anxiety.  

 Lester (1990) found the test-retest Pearson correlations for reliability of .85 for 

death of self, .79 for dying of self, .86 for death of others, and .83 for dying of others and 

Spearman-Brown correlations of .91, .90, .72, and .88 respectively for the interval of two 

days. Lester (1990) found a split-half reliability Cronbach‘s alpha of .91, .89, .72, and .87 

respectively. Mooney and O‘Gorman (2001) found alpha coefficients of .84 for death of 

self, .86 for dying of self, .7 for death of others, and .85 for dying of others with the total 

scale coefficient of .93. They also found significant correlations between the subscales of 

the Revised Collett-Lester and the Multidimensional Fear of Death, with the highest of 
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these being the RCL subscale of dying of self with the Multidimensional fear of death 

scale of -.61 

 

 The Life Orientation Test – Revised 

 The LOT-R (Appendix G) was created by Scheier, Carver and Bridges (1994) due 

to issues related to the construct validity of the items on the scale of the original LOT 

measure (Scheier & Carver, 1985). Scheier, Carver, and Bridges (1994) found two items 

that were problematic due to their relationship with coping by positive reinterpretation 

and growth, which were removed in the LOT-R. The LOT-R also added one positively 

phrased item not in the original version  Scheier, Carver, and Bridges (1994) also found a 

Cronbach‘s alpha of .78, four month test-retest reliability of .68, .60 at 12 months, .56 at 

24 months, and .79 at 28 months. Scheier, Carver, and Bridges (1994) found a test-retest 

reliability of .79 at 28 months and internal consistency of .78 in undergraduates.  The 

LOT-R is a measure of dispositional optimism with 10 items and a 5 point scale ranging 

from 0 (I disagree a lot) to 4 (I agree a lot) with higher scores indicating greater 

optimism, except for items which are reversed scored and those that are filler items and 

are not scored. The score from the LOT-R was used as an indicator for the latent variable 

of optimism in this study.  

 The Optimism – Pessimism Scale/Instrument/Questionnaire  

 The OPI (Appendix H) was created by Dember, Grasha, et al (1989). It provides 

two scores, one for optimism and one for pessimism, each scale consisting of 18 items 

with 20 filler items for a total of 56 items on the scale. Items are rated on a scale of 1 

(Strongly agree) to 4 (Strongly disagree). The OPI was the first optimism measure 
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created with the idea of optimism and pessimism as two separate constructs in mind, and 

which produces both an optimism and a pessimism score (Dember, Martin, et al., 1989). 

The optimism score was used as one of the indicators for the latent variable of optimism 

in the study.  

 Dember and Brooks (1989) found reasonable test-retest reliability at 2-weeks 

which was .75 for the optimism scale and .84 for the pessimism scale. Both the optimism 

and pessimism scales were correlated at .54, the optimism scale showed construct validity 

in its correlation with two different measures of happiness (r = .61 and .55 and .59 and 51 

on a second administration). Pessimism was negatively correlated with the happiness 

measures (r = -.60 and -.59 and -.58 and -.57 on a second administration). The 18 

optimism items gave a Cronbach alpha of .84 while the 18 pessimism items had an alpha 

of .86 and a correlation between the two of -.52 and -.57 in a second study and a 2 week 

test-retest reliability of .75 for optimism and .84 for pessimism (Dember, Martin, et al., 

1989). 

The Hope Scale 

 Snyder, Harris, Anderson, Holleran, Irving, Sigmon, et al.‘s Hope scale (HS, 

Appendix I) (1991) had convergent validity with the LOT with a correlation of .60 and 

.50 (p<.05) and .8. Snyder et al. (1991) hypothesize that those individuals with a strong 

sense of pathways to goals and agency should expect positive outcomes in their life. 

Scheier and Carver‘s Life Orientation Test measures generalized outcome expectancies, 

so the hypothesized relationship is clear. Alphas for the Hope Scale was .70, the agency 

subscale = .77, and the pathways subscale = .73. In a series of studies, the Hope Scale 
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Agency subscale was correlated at .32 and .42 with the optimism subscale of the LOT-R, 

the pathways subscale was correlated at .36 and .42 with the optimism subscale of the 

LOT-R (Bailey, Eng, Frisch, & Snyder, 2007). Test-retest reliabilities range from .73 to 

.85 across three, eight, and 10 week intervals (Snyder, Harris et al., 1991; Snyder, Rand, 

& Sigmon, 2002). Agency and Pathways subscale mean scores range between 12.55 to 

13.44 for Agency subscale means, and 12.81 and 12.06 for Pathways subscale means 

(Cheavens, Gum, & Snyder, 2000). Subscale scores range from 4 to 32.  A correlation, 

repeated at day 1 and day twenty-nine, between the Hope scale and the State Hope Scale 

were .79 and .78 (p < .001) respectively. (Snyder, Sympton, Ybasco, Borders, Babyak, & 

Higgins, 1996).  Factor analysis supported the two subscales of agency and pathways, 

and the subscales correlated positively in a number of samples of college students with 

.46, .39, .42, .46 (p < .001 for all) as well as outpatient sample (r = .57, p < .001) and an 

inpatient sample (r = .46, p < .001) (Snyder et al., 1991). The scale was developed from 

45 items and 14 items were maintained that had high item-remainder coefficients. Then 

the 4 best agency and 4 best pathways items were maintained for the scale (Snyder et al., 

1991). Cronbach alpha‘s are good with .74 and .84 for the entire Hope Scale, .71 to .76 

for the Agency subscale, and .63 to .80 for the Pathways subscale (Snyder et al., 1991). 

The hope score will be used as a measure of the latent variable of optimism with higher 

scores indicating higher levels of hope.  

 

 Depression Anxiety Stress Scale - 21 

 The Depression Anxiety Stress Scale -21 is (DASS-21; Lovibond & Lovibond, 

1995b) (Appendix J) development was aimed at providing a measure of depression and 

anxiety with low inter-correlation between these factors. The DASS 21 has 7 items per 
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subscale, depression, anxiety, stress, with 21 items in total and is a shorter version of the 

original 42 item DASS.  The item options ranged from 0 (Did not apply to me at all) to 3 

(Applied to me very much, or most of the time).  The Depression scale assesses self-

depreciation, anhedonia, dysphoria, hopelessness, and lack of interest or involvement, 

whereas the Anxiety scale assesses autonomic arousal, situational anxiety, and anxious 

affect, and the Stress scale assesses nervous arousal, agitation, irritability, and impatience 

(Lovibond, 1998). The DASS-21 performs similarly with clinical and non-clinical 

samples, but was designed for use with non-clinical samples.  The depression subscale 

was used as an indicator of the latent variable of depression while the anxiety subscale 

was used as an indicator of the latent variable of anxiety. Doubling the score for the 

DASS-21 is essentially equivalent to the score for the full DASS (Henry & Crawford, 

2005).  

Cronbach‘s alphas for the DASS-21 have been reported as .88 for the depression 

scale, .82 for the anxiety scale, and .90 for the stress scale and .93 for the Total scale 

(Henry & Crawford, 2005) and another study showed alphas of .94 for depression, .87 for 

anxiety, and .91 for stress (Antony, Bieling, Cox, Enns, & Swinson, 1998). The DASS-21 

shows good convergent and discriminate validity when compared to the Hospital Anxiety 

and Depression scale (Zigmond & Snaith, 1983; Henry & Crawford, 2005) and it shows 

good convergent validity with other scales designed to discriminate between depression 

and anxiety (Lovibond & Lovibond, 1995a).  Additionally, the anxiety scale shows good 

convergent validity with the BAI with a correlation of .81 and the depression scale shows 

good convergent validity with the BDI with a correlation of .74 (Lovibond & Lovibond, 

1995a). The DASS-21 has been touted as having advantages compared to the full DASS, 
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including shorter length while maintaining adequate reliability, omitting of problematic 

items from the full scale, and a cleaner latent structure with shared variance contributing 

to an index of general psychological distress as well as variance specific to each scale 

(Henry & Crawford, 2005). The 21 item version of the DASS has fewer items, a cleaner 

factor structure, and smaller interfactor correlations than the original 42 item DASS 

(Antony et al., 1998).  

 Generalized Anxiety Disorder – 7 

 Generalized anxiety disorder (GAD) (Appendix K) is one of the most prevalent 

psychological diagnoses in the general population with one year prevalence of 3% and 

lifetime prevalence rate of 5% (DSM-IV, 2000). The Generalized Anxiety Disorder -7 

(GAD-7) was created to identify likely cases of GAD as well as their severity (Spitzer, 

Kroenke, Williams, & Lowe, 2006). The authors originally selected nine items based on 

the DSM-IV criteria for GAD. As well as four items based on other anxiety scales. They 

then assessed these 13 items in a sample of patients at various medical primary care sites. 

The final seven items were chosen based on which had the highest correlations with the 

total score from the 13 item measure (r = .75-.85). The items are rated on a scale from 0 

(Not at all) to 3 (Nearly every day) with scores range from 0 to 21. This scale was used as 

an indicator of the latent variable of anxiety.  

 Internal consistency was good for the GAD-7 (Spitzer et al., 2006) with a 

Chronbach‘s alpha of .89, and all items were found to load on a single factor (Lowe, 

Decker, Muller, Brahler, Schellberg, & Herzog, et al., 2008). It had good internal 

consistency of .92, test-retest reliability of .83, and convergent validity with the Beck 
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Anxiety Inventory (r = .72) as well as the PHQ-8 measure of depression (r = .75) (Spitzer 

et al., 2006).  

 Zung Self-Rating Anxiety Scale 

 The Zung Self-Rating Anxiety Scale (ZAS, Appendix L) was created as a short, 

simple, self-report measure of psychiatrically diagnosable anxiety symptoms (Zung, 

1971) (Appendix J). The questions are based on DSM criteria for anxiety (Zung, 1971). 

The scale consists of 20 items rated on a scale of 1 (a little at a time) to 4 (most of the 

time) with higher scores indicating more anxiety with scores ranging from 20 to 80. 

Coefficient alpha of .79 (Sharpley & Rogers, 1985) in an Australian sample, .69 for 

subjects from the general population in Nigeria, and .81 for a Nigerian psychiatric sample 

(Jegede, 1977) were found. The scale also shows convergent validity with the Hamilton 

Anxiety Scale with a correlation at .75 (Zung, 1971). This scale was used as an indicator 

of the latent variable anxiety.  

 Zung Self-Rating Depression Scale 

 The Zung Self-Rating Depression Scale (ZDS, Appendix M) was created due to 

issues related to the length of and time for administration of other scales and the need for 

a self-rated rather than interview type scale (Zung, 1965) (Appendix L). The Zung self-

rated depression scale was created from a list of the most common diagnostic criteria for 

depression, and the items were taken from interview data of statements made by 

depressed individuals who were most representative of these diagnostic criteria.  The 

scale consists of 20 items rated on a scale of 1 (a little at a time) to 4 (most of the time) 

with higher scores indicating more depression with scores ranging from 20 to 80.  In a 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

32 
 

Dutch sample, the scale was found to discriminate between depressed and non-depressed 

individuals as assessed by the DSM at discharge (DeJonghe & Baneke, 1989). The 

Cronbach alpha was found to be .82, with split-half reliability of .79 in a Dutch sample 

(DeJonghe & Baneke, 1989). Other studies have found a split half reliability of .81 

(Zung, 1973) and .94 as well as Cronbach alpha‘s of .88 for depressed patients and .93 

for non-depressed patients (Gabrys & Peters, 1985) and an Cronbach alpha of .90 for men 

in a psychiatric inpatient ward and .86 for men in a chemical dependency inpatient ward. 

The scale also has convergent validity with the Assessment of Depression Inventory 

(.806), the PAI-depression (.771), and the Beck Depression Inventory – II (.785) (Mogge, 

Steinberg, Fremouw, & Messer, 2008). This scale was used as an indicator of the latent 

variable depression.  

 The Center for Epidemiological Studies Depression Scale  

 The Center for Epidemiological Studies Depression Scale (CES-D) (Appendix N) 

was created to measure depression severity in a sample of the general population 

(Radloff, 1977). It has 20 items rated from 0 (rarely or none of the time) to 3 (most or all 

of the time). In epidemiological research it is used by placing participants into one of 

three scoring groups: non-depressed with scores of 0-15, mildly depressed with scores of 

16-20, and moderately depressed with scores of 21-30 (Radloff, 1977). Scoring is a 

simple sum of the scores for items, with positive items reversed scored. Higher score 

indicated more symptoms and frequency of depression. This scale was be used as an 

indicator of the latent variable of depression.  

Additionally, the scale also has demonstrated validity in identifying clinical levels 

of depression in adolescents, older individuals, and across different ethnic groups 
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(Radloff, 1991; Radloff & Teri, 1986). Radloff (1977) found that internal consistency 

was good at .85 in the general population and .90 in a clinical sample. He also found that 

test-retest reliabilities were acceptable at .51 for a two week interval, .67 for a 4 week 

interval, .59 for a 6 week interval, and .59 for an 8 week interval. In another study of 

adolescents and young adults Radloff (1991) found a coefficient alpha for college 

students to be .87, .86 for high-school students, and .84 for adults.  

Procedure 

Data Collection 

 The survey was presented on a Qualtrics online survey software server, behind a 

firewall, keyed for exclusive access by the study administrator through a username and 

password, fully compliant with the required criteria from the Institutional Review Board 

Electronic Data Policy Statement. The investigators applied for and received exempt 

status from the IRB board due to confidentiality of data, and because the risks for 

participating in this study are negligible and do not exceed risks associated with everyday 

life.  After the attainment of IRB approval, the study was undertaken with compliance to 

the TTU Technology position policy. Through the university‘s online experiment 

management participants were given access to a web page that briefly explained the 

purpose and risk associated with the study. Participants indicated their willingness to 

complete the study by pressing the ―I consent‖ button at the bottom of the page. Then 

participants were guided to the web-survey. Upon completion of the web-based survey, 

participants were then directed to the informational web page that collected information 

relevant for assigning credit for their participation. Relevant information included their 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

34 
 

name and re-entering his or her unique 6-digit code number. The survey took 

approximately 1 hour to complete.  

 Confidentiality 

 After data collection was complete, the author alone manually matched students‘ 

names and code numbers in order to assign course credit for participation. The 6-digit code 

protected participant identification and ensured response confidentiality. Procedurally, the 

author maintained distinct databases, one with identifying information and one with 

response data, in compliance with TTU electronic position policy. 

Results 

 Descriptive Statistics  

The present study involved a passive design, as there was no manipulation of the 

variables (Heppner, Kivlighan, & Wampold, 1999).  The mean, standard deviation, skew, 

and kurtosis for each scale can be found in Table 1 (Appendix O). And the correlations 

between each measure can be found in Table 2 (Appendix O).  

Assumptions of SEM, which we used with maximum likelihood estimation, 

needed to be met in the study. The first is multivariate normal distribution of the 

indicators, so each indicator should be normally distributed at each value of the other 

indicators, which is required for maximum likelihood estimation (Kline, 2010). Although 

the observed variables were normally distributed (Table 1, Appendix O) we found some 

multivariate kurtosis, so we deleted four multivariate outliers and the ROBUST option 

was used. The analyses used the ROBUST option in EQS (Bentler, 1995), which adjusted 

for nonnormality, computing robust standard errors as well as adjusted, robust versions of 
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the CFI, RMSEA, the RMSEA 90% C.I.  and Chi-square (Byrne, 1994). Therefore, the 

first assumption of multivariate normal distribution of the latent dependent variables was 

met due to use of ROBUST statistics. With Robust statistics EQS calculates the Satorra-

Bentler Chi-squared statistic, reported to be the test statistic that is most reliable ―for 

evaluating covariance structure models under various distributions and sample sizes‖ 

(Byrne, 1994, p. 86). The Satorra-Bentler Chi-square statistic was reported throughout 

the paper. The second assumption is linearity between indicator and latent variables and 

between latent variables, violation of which results in biased estimates of model fit and 

standard error, which was met. The third is that there aren‘t outliers that would 

significantly affect the model, which was met by removing the 13 age outliers mentioned 

earlier. The models were theoretically identified, which is the forth assumption that 

needed to be met. Although there were initially 540 participants in the study, 39 of these 

were deleted. There were 24 participants that did not answer attentively as evidenced by 

missing at least an entire scale in their responses. These 24 participants were deleted. 

Additionally, there were 15 participants who had a response set with more than one scale. 

These participants were also removed from the analysis. Other missing data did not 

appear to be systematic so mean imputation was used for the item level missing data with 

which we tabulated scale totals.  

 Structural Equation Modeling 

Communalities are the percent of variance an indicator explains in its latent 

variable and can be interpreted as the reliability of the indicator. Communalities were 

reported and compared to Cronbach alpha reliability in Table 3 (Appendix O) for all 

indicators. Due to differences in the scale of the death anxiety measures, the RCL-FOD 
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scores were all divided by a constant of 10 for all analyses save for the descriptive 

statistics. Multiple self-reported measures, or indicators, for each construct are used in 

order to be able to model error within the structural model. Fewer indicators for each 

construct may result in a model that is under-identified, fails to converge, or has 

unreliable error estimates. Multiple measures also reinforce that each indicator is 

measuring the latent variable it is supposed to measure, and that it has convergent validity 

with the other indicators for that variable. Using multiple established measures as 

indicators for each latent variable also has the added advantage of each measure having 

sufficient reliability and validity prior to data collection, whereas bundling items from 

existing measures into indicators for the constructs would require additional steps for 

validation. Ideally, there should be three or more indicators for each latent variable as in 

the current study; however two can be considered sufficient (Kline, 2010). 

 Structural equation modeling has been used because it is a more powerful 

alternative to regression, path analysis, factor analysis, or analysis of covariance. SEM 

also has more flexible assumptions than multiple regression, including more flexible 

assumptions related to multicollinearity, reduction of measurement errors due to multiple 

indicators for each construct, and parsimony. SEM also allows testing of an overall 

model, rather than looking individually at coefficients between variables, and allows the 

modeling of mediating variables. Furthermore, path analysis looks at observed variables 

rather than latent variables, the latter of which are relevant to this study. The SEM 

strategy of comparing multiple hypothesized models makes it more robust than 

regression. Furthermore, SEM combines the best aspects of path analysis and factor 

analysis, including multiple indicators for each latent variable, which could be considered 
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analogous to factors, and paths connecting these latent variables. The stronger the 

correlations between the variables the more power SEM has to detect an incorrect model. 

The correlation matrix was analyzed using EQS. EQS (Bentler, 1995) is used to estimate 

the parameters of a structural model and to assess the fit of the model to the data, or to 

compare several hypothesized models of the data as in this study. Pattern coefficients are 

similar to factor loadings in factor analysis, with indicator variables loading onto their 

respective latent variables. 

Measures of Fit 

There are differing suggestions regarding which goodness of fit indices to use in 

assessing the model‘s fit. One suggestion is to use at least four tests of goodness of fit 

such as chi-square, Comparative Fit Index (CFI), Root Mean Square Error of 

Approximation (RMSEA), and Standardized Root square Mean Residual (SRMR) (Kline, 

2010).  Following Kline‘s recommendations the CFI, RMSEA, RMSEA confidence 

interval, SRMR, and chi-square were the primary measures used to evaluate overall fit.  

Due to the large sample size of the study, although chi square was reported, it was 

interpreted with a caveat because chi-square can reject models, ―even though the 

differences between the observed and predicted covariances are slight‖ (Kline, 2010. p. 

201). For the CFI reasonably good fit is indicated by a number greater than .95 (Kline, 

2010). For the RMSEA ―a value of zero indicates the best fit‖ (Kline, 2010, p. 205). 

―RMSEA < .05 may indicate ‗good fit‘ (Kline, 2010, p. 206). A threshold of < .08 is 

suggested for acceptable fit with the SRMR (Hu & Bentler, 1999). Fit indices for all 

models can be found in Table 4 (Appendix O).  
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Measurement Model  

The analysis was performed in two steps. The first was the measurement model, 

which looked at the relationship between the latent factors and their observed indicators, 

as well as assessing unique variance associated with indicators, including measurement 

error. The measurement model was theoretically identified. Additionally, we standardized 

the measurement model by setting the factor variances to 1 in order to be able to 

determine if each indicator is contributing to the model.  Assessment of the measurement 

model ensures that the indicators measure the latent variables they are intended to 

measure through examining factor loadings.  

The initial 4 factor measurement model had fit indices of S-B Chi
2 

(48) =250.05, 

p < .001; CFI = 0.917; SRMR = 0.056; and the RMSEA = 0.093, RMSEA C.I. = .082-

.105. This represents a fair, but not strong fit.  The Indicators should ideally have high 

standard factor loadings of .6 or higher on the latent variable (Kline, 2010).  All of the 

indicators in this study had factor loadings greater than .6 except for the Threat Index, yet 

all loadings were significant at the p < .05 level.  The factor loadings for the Death 

Anxiety measures on the Death Anxiety factor were TI = .172, DAS = .979, and RCL-

FOD = .633. The factor loadings for the Optimism measures on the Optimism factor were 

LOT-R = .803, OPI optimism = .838, and HS = .718. The factor loadings for the Anxiety 

measures on the Anxiety factor were DASS-Anxiety = .743, GAD = .766, and ZAS = 

.877. The factor loadings for the Depression measures on the Depression factor were 

DASS – Depression = .831, ZDS = .861, and CES-D = .684. Although the Threat Index 

had the low factor loading of .172 on the Death Anxiety latent variable, it was still 

significant.  When the Threat Index was removed as an indicator from the measurement 
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model the model failed to converge. Therefore, the Threat Index was left in the analysis. 

The Threat Index was also slightly, but significantly, correlated with the other two 

measures of Death Anxiety (DAS = .165, p < .01, RCLFOD = .141, p < .01). This also 

demonstrated the usefulness of the Threat Index in this model.  

Due to the strong relationship between Depression and Anxiety (.99 for the 4 

factor measurement model) it made sense to combine these together into a factor called 

―Depression/Anxiety‖ (See Table 2, Appendix O). The covariance between factor 1 

(Depression) and factor 2 (Anxiety) which was allowed to be freely estimated in the 4 

factor model was constrained to 1 to test whether the three factor model was preferred.   

This model where the covariance between F1 and F2 was constrained to 1 was also a 

reasonable fit with fit indices of S-B Chi
2 

(49) = 247.6817, p < .001; CFI = .918; SRMR 

= .056; and the RMSEA = .0814, RMSEA C.I. =.08-.103 (See Table 4, Appendix O for 

comparison of fit indices for all models). The A priori LM test for this model was non-

significant for freeing this constraint indicating that the three factor model is an equally 

good fit as the 4 factor model (Chi
2
 = .598, p = .439). Additionally, the 3-factor model 

has the advantage of being more parsimonious. Therefore, we decided to retain the 3-

factor measurement model.  

The three factor measurement model was then tested. The indicator loadings were 

similar to the 4 factor model. The factor loadings for the Death Anxiety measures on the 

Death Anxiety factor were TI = .171, DAS = .984, and RCL-FOD = .630. The factor 

loadings for the Optimism measures on the Optimism factor were LOT-R = .806, OPI 

optimism = .836, and HS = .717. The factor loadings for the Depression/Anxiety 

measures on the Depression/Anxiety factor were DASS-Anxiety = .740, GAD = .753, 
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ZAS = .868, DASS – Depression = .839, ZDS = .852, and CES-D = .708. All loadings 

were significant at the p < .05 level. The initial 3-factor measurement model was a 

reasonable fit with fit indices of S-B Chi
2 

(51) = 278.60, p < .001; CFI = .906; SRMR = 

.056; and the RMSEA = .096, RMSEA C.I. =.085-.107.  

The 3-factor measurement model was then respecified according to theory as well 

as the Lagrange Multiplier test (LM test).The LM test suggested that allowing the error 

for both DASS-Depression and DASS-Anxiety to covary would significantly improve 

model fit, which makes theoretical sense since these are from the same scale. The LM 

test also suggested that allowing the error for DASS – Anxiety and the ZAS covary 

would significantly improve the fit, which also makes theoretical sense since these are 

both measures of anxiety. The LM test then suggested that allowing the error for the 

CES-D and DASS-Depression to covary would significantly improve model fit, which 

makes theoretical sense since these are both measures of depression. Lastly, the LM test 

suggested that allowing the error for the LOT-R and the HS to covary would significantly 

improve the fit of the model, which makes theoretical sense since these are both measures 

of optimism. The measurement model after respecification (Figure 2, Appendix P) fit 

reasonably well with fit indices of S-B Chi
2 

(47) =178.92, p < .001; CFI = 0.946; SRMR 

= 0.054; and the RMSEA = 0.076, RMSEA C.I. = .064-.088. Although ideally the Chi
2 

would be nonsignificant, it is difficult to obtain a nonsignificant Chi
2 

when the sample 

size is large.  The parameter estimates for the 3 factor measurement model can be found 

in Figure 2 (Appendix P) as well as in Table 5 for standardized estimates (Appendix O) 

and Table 6 for unstandardized estimates (Appendix O). 
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Structural Models 

The second step of analysis was testing the full SR model for structural paths 

between the latent variables and related errors of prediction (disturbance terms).  Three 

different 3-factor models were tested including a partial mediation model (Figure 3, 

Appendix P), a full mediation model (Figure 4, Appendix P), and a direct effects model 

(Figure 5, Appendix P). Fit indices for all models can be found in Table 4, (Appendix O). 

Table 5 (Appendix O) shows the Standardized Parameter Estimates and Table 6 

(Appendix O) shows the Unstandardized estimates for all models.   

 The primary model (Figure 3, Appendix P) describes the relationship between 

Optimism and Death Anxiety as partially mediated by Depression/Anxiety. The partial 

mediation model fit reasonably well with fit indices of S-B Chi
2 

(47) = 178.92, p < .001; 

CFI = .946; SRMR = .054; and the RMSEA = .076, RMSEA C.I. = .064-.088. The Wald 

test, which is used to determine whether to drop parameters, was used to test the 

difference between the partially and fully mediated models. The Wald test was non-

significant for the relationship between Optimism and Death Anxiety in the partial 

mediation model (Chi
2
 = .060, p = .807) which means that the partial mediation model is 

just as good as the full mediation model. Since the full mediation model was equivalent 

to the partial mediation model and was more parsimonious, it was the preferred model. 

The full mediation model (Figure 4, Appendix P) describes the relationship between 

Optimism and Death Anxiety as fully mediated by Depression/Anxiety. The full 

mediation model also had a reasonably good fit as demonstrated by the fit indices S-B 

Chi
2 
(48) = 179.4370, p < .001; CFI = .946; SRMR = .054; and the RMSEA = .075, 

RMSEA C.I. = .064-.087.   The full mediation model was further assessed through 
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decomposition of direct and indirect effects.  Optimism had a significant direct effect 

reducing Depression/Anxiety (standardized estimate -.771).  Depression/Anxiety in turn 

had a significant effect on Death Anxiety (.337).  Optimism had a significant indirect 

effect in reducing Death Anxiety (-.260) through the mediation of Depression/Anxiety. 

The direct effects model (Figure 5, Appendix P) describes Optimism and 

Depression/Anxiety as contributing to Death Anxiety directly. The direct effects model 

also had a reasonable fit with fit indices of S-B Chi
2 

(47) = 178.92, p < .001; CFI = .946; 

SRMR = .054; and the RMSEA = .076, RMSEA C.I. = .064-.088.  This model is actually 

mathematically equivalent to the partial mediation model, as suggested by Lee and 

Hershberger‘s (1990) replacement rules.  Thus, both models yield equivalent estimated 

co-variance matrices, residual matrices, and fit indices, with the exception of rounding 

errors.  As the full mediation model was preferable to the partial mediation model, it is 

also preferable to the direct effects model.  This is also reflected in a lower Akaike‘s 

Information Criterion (AIC) for the full mediation model in comparison to the direct 

effects model (Akaike, 1987; as cited by Byrne, 2006).  Further, examination of 

parameter estimates for the full effects model indicates that Optimism does not have a 

significant effect on Death Anxiety when Depression/Anxiety is controlled.  The 

parameter estimates (Table 5 and 6, Appendix O) suggest that Depression/Anxiety is 

more likely fully mediating the relationship between Optimism and Death Anxiety. This 

is evidenced by how little Optimism is contributing to Death Anxiety (.059) in the direct 

effects model (Figure 5, Appendix P).  

 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

43 
 

Discussion 

This study has attempted to model the relationship between death anxiety, 

optimism, depression, and anxiety.  There has been a plethora of research describing the 

negative relationship of optimism to depression and anxiety, as well as the positive 

relationship of death anxiety to depression and anxiety. However, the relation between 

optimism and death anxiety is less clear.  Also, there has never been an attempt to model 

these relationships. Based upon previous research and Personal Construct Theory (Kelly, 

1955) this study examines potential directional relationships between these variables. 

This study hypothesized that optimism affects death anxiety at least partially through 

depression and anxiety.  

The first hypothesis in this study, that latent factors Optimism and Death Anxiety 

have a negative relationship, was validated in the 3 factor measurement model.  This 

replicates findings from previous literature (Kurdek & Siesky, 1990; Richard & Jex, 

1991; Sigal, Ouimet, Margolese, Panarello, Stibernik, & Bescec, 2007; Vaughan & 

Kinnier, 1996).   

Due to the strong relationship between depression and anxiety (.99 in the 4 factor 

measurement model) we re-ran the models with only three factors: Death Anxiety, 

Optimism, and Depression/Anxiety. Therefore, we reframed the hypotheses that looked 

at Depression and Anxiety as separate constructs and combined them into 

Depression/Anxiety for all hypotheses.  

 The second hypothesis, that Depression/Anxiety has a negative relationship with 

Optimism (Carver & Gaines, 1987; Cozzarelli, 1993; De Moor et al., 2006; Fotiadou et 
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al., 2008; Given et al., 1993; Hooker et al., 1992; Johnson & Endler, 2002; Scheier & 

Carver, 1985) and a positive relationship with Death Anxiety (Gilliland & Templer, 

1985-1986; Hintze et al., 1993; Neimeyer & Fortner, 1995; Pollak, 1979) was validated, 

as seen in the literature. This pattern of relationships was confirmed in the measurement 

model by a significant negative correlation between latent constructs Depression/Anxiety 

and the latent construct Optimism as well as a significant positive relationship between 

latent constructs Depression/Anxiety and the latent construct Death Anxiety.  

The third hypothesis, that Depression/Anxiety would partially mediate the 

relationship between Death Anxiety and Optimism, was partially confirmed. The 

hypothesized mediation was confirmed by a significant indirect effect of Optimism on 

Death Anxiety through the mediation of Depression/Anxiety.  However, the direct path 

between Optimism and Death Anxiety was not significant in either the partial mediation 

or the direct effects model.  In comparison to the partial effects model and the direct 

effects model, the full mediation model was more parsimonious and at least an equally 

good fit.  Therefore, it seems that Depression/Anxiety likely fully mediates the 

relationship between Optimism and Death Anxiety.  

 Conceptualized through Personal Construct Theory (Kelly, 1955), these results 

make sense in that Optimism is viewed as a way in which we anticipate the future. In this 

way, a depressed or anxious viewpoint could distort these anticipations due to the 

constriction of constructs implicit in depression or the realization that what is perceived is 

outside of understanding though one‘s current constructs implicit in anxiety. These 

processes occurring with depression and anxiety would undoubtedly affect one‘s view of 

death and therefore one‘s death anxiety.  Furthermore, although we had difficulty 
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estimating Anxiety and Depression as distinct processes in the models presented in this 

paper, joining them into a Depression/Anxiety factor is likely consistent with their close 

inter-relationship in personal construct theory. Kelly‘s Personal Construct Theory (1955) 

would  imply that anxious and depressed individuals may cycle between avoiding 

experiences which they would have difficulty construing, such as death, and experiencing 

anxiety when confronted with experiences which they have no way to construe or 

anticipate.  This oscillation between the constriction of experience, which Kelly describes 

as depression, and the anxiety that results from the reduced development of constructs to 

anticipate new experiences could in particular result in avoidance of death related issues 

and increased death anxiety due to insufficient constructs to make meaning of death.   

Optimism would have the opposite effect, through its reduction of depression and 

anxiety. Optimists, with corresponding lower levels of depression and anxiety, may more 

readily explore applications of their construct system and attempt to extend their 

constructs to understand what is outside of their construct system, which would 

ostensibly make death more understandable and reduce levels of death anxiety.   

Yet, it seems important to further hypothesize why there was such a remarkably 

high relationship between the latent variables of depression and anxiety (.99) in the 

current study. Watson (2009) found that as they are currently defined by the DSM-IV-TR 

GAD is more closely related to unipolar depression than to other anxiety disorders. He 

describes a quadripartite model of differentiating mood and anxiety disorders. In his 

quadripartite model he describes two dimensions of distress and specificity. He stated that 

―most notably, symptoms that are heavily saturated with general distress/negative 

affectivity—such as depressed and anxious mood—will be strongly correlated and, 
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therefore, display little or no specificity (Watson, 2009, p. 230).‖  Watson (2009) asserts 

that these two dimensions, distress and specificity, give us four symptom categories that 

help us differentiate between major depression and GAD.  He further asserts that only 

symptoms with specificity to major depression or GAD would help differentiate between 

these two disorders. Watson (2009) also states that general distress underlies both major 

depression and anxiety. It seems that the general distress underlying both mood and 

anxiety disorders would therefore help explain the strong relationship between depression 

and anxiety found in this study. Additionally, since SEM looks at all variables 

simultaneously the analysis may have inflated the relationship between anxiety and 

depression due to overlapping variance. Fundamentally, the measures used in this study 

did not have enough diagnostic specificity to meaningfully differentiate between 

depression and anxiety. Future studies would benefit from looking at the specific 

symptoms related to each diagnosis as a means of differentiating between anxiety and 

depression because ―The current separation of the mood and anxiety disorders is 

structurally unsound, given that it is based on a fundamental distinction between 

depressed and anxious mood (Watson, 2009, p. 242)‖.  

 Although the measurement model appeared adequate to test this study‘s 

hypotheses, fit indices were not as high as would ideally be desirable.  In particular, the 

Chi Square remained significant, suggesting that the model is not an exact fit.  Although 

this is often found in testing models with large samples, refinements in measurement of 

the constructs would allow more accurate and specific modeling of processes related to 

death anxiety.  For example, observed variables used in this study did not allow 

discriminate measurement of anxious and depressive processes, which may have also 
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required longitudinal assessment.  Also, although the Threat Index had a statistically 

significant loading on the Death Anxiety factor, it was relatively small.  Future 

researchers might further assess the relationship of the Threat Index to measures of Death 

Anxiety.  It is possible that there are psychometric problems with the version of the TI 

used in this study (see Neimeyer, Moore, & Bagley, 1988).  However, it is also possible 

that death threat and death anxiety, while related, are not equivalent constructs.  In 

Kelly‘s (1955) theory, anxiety is the awareness that one does not have the constructs to 

anticipate events.  Threat is the awareness of an imminent change in one‘s core 

constructs.  Death likely evokes both—the anxiety of struggling with the unknown and 

the threat of losing core meanings or experiences of oneself.   

One further limitation to this study was that it looked only at a convenience 

sample of self-selected college students. This affects the study‘s generalizability, 

especially in terms of age. Yet Russac, Gatliff, Reece, and Spottswood (2007) reported 

that death anxiety peaks in college aged individuals, so concentrating on this age group 

may have helped the study. However, this specific population may have also varied from 

the norm due to the population consisting of more individuals who were Caucasian, 

female, and all of which lived in West Texas.  Separating the sample by gender may have 

resulted in a different outcome, however since there were more females than males it may 

have been difficult to obtain accurate estimates for the males alone.  Also, previous 

research has suggested that increased death anxiety for females may be explained by 

anxiety (Templar et al., 1974), which was included in the current model.  Although the 

DASS scales and the GAD all showed scores that spanned the entire range of possible 

scores, the ZAS, ZDS, and CESD did not show scores in their upper echelons indicating 
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that the scores for these three scales may have been in the sub-clinical range. Therefore, it 

is important to cross-validate current results with a clinical sample.  

There was also a method bias present in the study since it was entirely self-report. 

Moreover, there could have been some confounding variables involved with some of the 

indicators, such as experience with death as a possible confound of Death Anxiety or 

well-being or self-esteem as confounds of Optimism. Furthermore, there would be more 

power to differentiate between models if we increased the number or participants per 

indicator to 20 rather than 15 (Bentler, 1995, suggests using a ratio between 10:1 and 

20:1). If we had increased the number of participants in this study we also would have 

been able to validate the models on two samples rather than one by splitting the 

participants in half and comparing the two groups. Last, the error for the DAS was non-

significant in all the analyses. This likely occurred because the DAS was a true/false 

scale while the rest of the measures uses in this study were likert scale measures. The 

true/false nature of this scale likely limited the variance causing E5 to be non-significant; 

therefore, a likert version of the DAS would have been preferred.  Additionally, there 

could have been non-recursive effects with the latent variables in this study that we did 

not investigate with the current model.  

Future studies should look at replicating these relationships with a more varied 

population and replacing the Threat Index with another measure of death anxiety with 

better convergent validity and loading on the Death Anxiety factor or with the revised 7 

item form of the TI (Neimeyer, Moore, & Bagley, 1988). It would be a good idea to 

collect data from more participants in an effort to compare one half of the participants to 

the other to validate the model. It also would be beneficial to compare the fit of the model 
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for males and females. It would also be interesting to run the study with two groups of 

participants, one exposed to a death salience manipulation, which could strengthen the 

results and result in differential estimates for the control and experimental groups.   

Furthermore, it may be of benefit to collect data at two different times to see whether 

changes in levels of depression and anxiety in each participant affect the relationship to 

death anxiety.  

If anxiety and depression are a cyclical process as suggested by Personal 

Construct Theory (Kelly, 1955) we may not be able to see this in a cross-sectional 

sample. Therefore, looking at these relationships across time may give us more insight 

into this cyclical process. Lastly, there are several possible future clinical implications of 

this study. One such study might look at how optimism can help temper levels of 

depression and anxiety and their contributions to death anxiety as recent literature has 

supported the ability to manipulate increases in optimism levels (e.g.: Fosnaugh, Geers, 

Wellman, 2009; Peters, Flink, Boersma & Linton, 2010). Another such study would look 

at manipulating levels of depression and anxiety as a way to reduce death anxiety.  

This study has shown that Depression/Anxiety likely fully mediates the 

relationship between Optimism and Death Anxiety. A recent search of the literature 

showed no new research regarding the relationship between Death Anxiety and Optimism 

since 2008. Furthermore, there has never before been a Structural Equation Model of the 

relationships between Death Anxiety, Optimism, and Depression/Anxiety. Therefore, 

despite the limitations outlined above, this study offers an interesting and valuable 

contribution to the death anxiety literature.  
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Appendix A 

Extended Literature Review and Historical Foundations 

Death Anxiety 

One of the most fundamental issues that conscious living beings must address in 

life is the certainty of death. Death comes to all persons from all walks of life. Usually, 

one is not able to predict when, where or how they may die. Thanatology is the study of 

death and has been studied extensively in the field of psychology. According to 

Kastenbaum (1987-1988), death anxiety research has been the most fruitful line of 

research in the field of thanatology. This makes sense when considering that in the West 

thoughts about death often are accompanied by a certain level of anxiety.  The realization 

of the certainty of death is one of the key concepts in existential philosophy as well as 

one of the fundamental anxieties and fears of all human beings in existential psychology. 

Anxiety about death is not a uniform experience, even within a culture. Some individuals 

confront a higher degree of death anxiety than others. There have been many studies 

looking at the variability of death anxiety. The influence of variables such as well-being, 

self-actualization, psychopathology, vocation, age, sex, as well as others have been 

examined finding that many different factors can affect death anxiety.   

 Dispositional optimism, or positive generalized outcome expectations (Scheier & 

Carver, 1985), has been looked at extensively in the literature as well. Dispositional 

optimism has been shown to be related to positive health outcomes, less 

psychopathology, and use of more active coping strategies. Considering death anxiety in 

the context of optimism, it is important to not only see how these two concepts have been 

looked at in the literature independently, but also in conjunction with one another. 
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Furthermore, an understanding of the intersection of optimism and death anxiety may 

help make clear whether optimists have better outcomes in general. This is especially true 

if we consider that generalized positive outcome expectancies would undoubtedly affect 

the optimist‘s view of death and related death anxiety.  

History of the study of death anxiety 

 There are several thorough reviews of the history of death anxiety and death 

concern (Kastenbaum, 2000; Neimeyer & Van Brunt, 1995, Pollak, 1979). Concern and 

recognition of the importance of death may have begun much earlier than these reviews 

suggest. There is some debate among modern scholars regarding the approximate time 

frame for the first ritualized burial. Some date the first ritualized burial to as far back as 

120,000 B.C.E. (Lieberman, 1993).  Other anthropologists point to burial of a 

Neanderthal man at the cave site of Shanidar in Northern Iraq where flower pollen was 

found with a corpse suggesting the placement of flowers in the man‘s grave between 

60,000-80,000 B.C.E. (Solecki, 2004).  From early in our existence it seems that humans 

may have considered the emotional impact of death through the considered burial of their 

dead.  Historically and across cultures, the dead have been isolated from the living, in a 

segregated burial place away from living persons, yet this isolation of the dead has not 

been enough to stave off the ubiquitous fear of death (Baudrillard, 1993).  

 The consideration of the importance of death harkens back to ancient philosophy 

(Neimeyer & Fortner, 1995).  Heraclitus (trans. 2001) discussed issues of death, as 

evident in his notion of flux where living things change and transform, as well as his 

suggestion of the existence of life after death. ―They rise and become the watchful 
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guardians of life and death‖ (Heraclitus, Fragment 63, trans. 2001). Some Greek 

religions, including one based on Pythagoras, believed in metempsychosis or 

transmigration and resurrection of the soul. The belief in reincarnation by Eastern 

religions such as Hinduism, Buddhism, and Jainism is thought to have gone back even 

farther.  Many philosophers have discussed death in the context of the existence of an 

immortal soul. Socrates reasoned that death was nothing to fear by a good and just person 

because he or she would either sleep eternally or be greeted by judgment of which the 

good person should not fear (Plato, trans. 1961). Plato (trans. 1961) considered death as 

the spirit finally wrenching itself free from the bonds of the body, launching itself into 

another world. Plato‘s view in the Dialogues (trans. 1961) espoused an immortality of the 

soul which supersedes the existence of an earthly body. Aristotle rejected Plato‘s dualism 

of the soul and body and saw a much more connected individual (Aristotle, trans. 1941). 

 Modern philosophers such as Descartes and Kant espoused the existence of an 

immortal soul as well. Yet, Schopenhauer (1859/1948), drawing inspiration from 

Buddhist and Hindu worldviews, essentialized the perspective of the individual as that 

which makes meaning. Schopenhauer, one of the primary influences on existentialism, 

called death the "muse of philosophy" (1859/1948, p. 249).  Schopenhauer states that "all 

religious and philosophical systems are principally directed to this end, and are thus 

primarily the antidote to the certainty of death‖ (Schopenhauer, 1859/1948, p. 249) and 

that ―The greatest evil, the worst that can anywhere threaten, is death; the greatest fear is 

the fear of death‖ (Schopenhauer, 1859/1948, p. 252). Kierkegaard introduced the 

concept of death anxiety as an integral existential component of both religious and 

philosophical life contributing to the individual‘s choice of salvation (Kierkegaard, 
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1939/1958). Nietzsche, on the other hand, put forth the insight that values and mores are 

relative, and that their existence and purveyance though connection with religion is no 

longer sufficient with his famous statement ―God is dead! God remains dead! We have 

killed him!‖(Nietzsche, 1882/2001, p.120).  

 Later existentialists wished to look at death without the consideration of a life 

after death or religion and instead focused on making meaning of death. Sartre (1956) 

saw death as limiting our ability to fulfill our possibilities in life. Once an individual dies, 

his or her life, accomplishments, age, relationships, and personality factors are essentially 

frozen in time solidifying those things at that moment as definitional of the individual. 

Essentially the person becomes his or her past. The philosopher Heidegger (1927/1962), 

influenced by Kierkegaard, also had a similar conception of death that asserts that anxiety 

is the recognition of the failure and incapability to realize the full extent of the individual 

in existence. The threat of nonexistence is underlying this anxiety, yet the realization of 

the terminality of our existence is the only way to be fully free and thus free ourselves 

from this same anxiety (Tomer, 1992).  In this way, Heidegger (1927/1962) purported 

that life was not meaningful or authentic without recognition of and acceptance of death 

and the temporal nature of existence.  

 Freud (1910/1950) may have been the first psychologist to muse about the 

importance of death to the human psyche. Freud in Beyond the Pleasure Principle 

(1910/1950) suggested that humans are compelled toward death or nonexistence through 

the ―death drive‖ or ―death instinct‖.  Included in his conception of the death drive was 

an inclination toward aggression. Post Freudians labeled this drive ―Thanatos‖ and 

contrasted it to ―Eros‖ or the innate sexual drive or libido. However, Kastenbaum (1987-
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1988) asserts that Freud‘s theories have not often been addressed in the thanatological 

literature, yet considers his theory to be the most sweeping theory about death anxiety.  

Interestingly, one of Freud‘s contemporaries, Metchnikoff in The Nature of Man (1905), 

proposed the death instinct theory prior to Freud.  

     It may seem altogether surprising and improbable to us that an instinct for death 

should arise in man, since we are imbued with an instinct of an opposite nature… the 

desire of life and the fear of death are manifestations of an instinct deep-rooted in the 

constitution of man. That instinct is of the same order as the instincts of hunger and 

thirst, of need of sleep, of movement, and of sexual and maternal love. (Metchnikoff, 

1905, p. 281)  

Metchnikoff goes on to assert that the death instinct would naturally occur in old age, yet 

most neither wish to age or to die. Kastenbaum (1987-1988) insists that Metchnikoff‘s 

view is an endorsement of the ―acceptance of the death instinct as an antidote to fear of 

death‖ (p.404). 

 Otto Rank was another of Freud‘s contemporaries, considered post-Freudian, 

whose work influenced and shaped modern views about death anxiety. He voices 

analogous views to Freud‘s life and death drives as two forces of anxiety, the former 

moving toward other people, relationships, and merging with others; the later moving 

toward individuality and extrication from others. Rank believed that there was a certain 

age at which the life fear and death fear meet which coincides with the individual‘s 

increasing growth and development (Rank, 1929-31/1936).  Rank further asserts that an 

individual may become motivated by regret for wasting his or her life and a desire to fix 
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such waste. However, he goes on further to say that the individual is now driven by the 

fear of death, or the fear of dying without having lived or accomplished one‘s goals, 

which is managed by the fear of life (Rank, 1929-1931/1936). As one can see, Rank 

helped derive a meaningful developmental perspective on death that further elaborated 

death anxiety as a psychological construct.  

 After this time, the psychologist Herman Feifel initiated the first concentrated 

effort to look at the psychology of death in a symposium presented at the annual APA 

meeting in 1956 titled The Concept of Death and its Relation to Behavior (Strack, 2003). 

This symposium inspired Feifel‘s 1959 book, The Meaning of Death, which is viewed as 

the primary impetus and inspiration for the study of death, or thanatology, especially in 

psychology. Feifel‘s (1969) view was that the contemplation of death is not only one of 

the keenest sources of anxiety for man, but that philosophy and religion have been tasked 

with understanding and making sense of these complexities. He further asserted that 

Psychology must reconsider its philosophic and humanistic background in order to come 

to terms with the meaning of death (Feifel, 1969).  Feifel (1955) spearheaded the 

movement investigating the personal meanings of death, priming the field for an 

examination of death attitudes. Neimeyer and Fortner (1997) reviewed Feifel‘s 

contribution to the field and concluded that his biggest contributions were in the study of 

death anxiety in the elderly, death attitudes based on health status, death anxiety amongst 

caregivers, death anxiety and psychopathology, as well as death anxiety and religiosity.  

 Becker (1973) wrote one of the seminal works in the multidisciplinary 

consideration of thanatology. Becker‘s book The Denial of Death expounds upon the idea 
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that civilization, with all of its mores and constraints, actually serves as a systemic denial 

of death and mortality. Becker‘s ideas build on those of Freud, Kierkegaard, and Otto 

Rank. Becker‘s views on death advocate the dualistic nature of humans composed of a 

physical self and a symbolic self. Becker (1973), through this duality, asserts that humans 

invest in a symbolic immortality through contributions which outlast a person‘s lifetime. 

This symbolic immortality results in significance and meaning in the individual‘s life 

which transcends the physical. Becker also believed that all anxiety is rooted in the fear 

of death (Kastenbaum, 2000).  

Definition and measuring death anxiety 

There has been an issue in the literature regarding the definition of death anxiety. 

The concepts of ‗fear of death‘, ‗death threat‘, and ‗death anxiety‘ have been described as 

different concepts in some of the literature. Rollo May (1979) argued that fears are 

specific while anxieties are more generalized and diffuse. George Kelly (1955) 

differentiated between threat and anxiety in his personal construct theory.  Anxiety is the 

confrontation of something completely outside our knowledge and construct system 

(Kelly, 1955). Threat, although similar, represents something more transient in the form 

of an awareness of impending change in the individual‘s core structures (Kelly, 1955). 

The latter has been used in the development of the Threat Index (Krieger et al., 1974).  

Alternatively, the psychoanalytic view has discerned anxiety as that which is unconscious 

and based on the expectation of danger and fear as its conscious manifestation directed at 

a real object (Freud, 1910/1950). Yet, there does not seem to be a compelling reason to 

differentiate between each type of apprehension about death in this review as the 
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measures often don‘t distinguish between them, and the influence of the psychoanalytic 

view has waned (Neimeyer & Van Brunt, 1995).  

There has been a movement in death anxiety research from a unidimensional 

construct to one which encompasses many factors related to death anxiety. These factors 

include different types of specific death fears (Neimeyer & Moore, 1994).  The 

differentiation between different aspects of death anxiety, or fear of death, allows that an 

individual may be high in one area of death concern while low in other areas whereas a 

unidimensional construct of death anxiety would not get at these complexities (Neimeyer, 

1994a). Neimeyer (1994a) asserts that although there is multidimensionality in the 

construct of death anxiety, it is mistaken to believe that different measures of death 

anxiety are completely separate or measure distinctly separate constructs. Similarly, 

different scales of a measure, such as the Collett-Lester Fear of Death Scale (1969), may 

not functionally measure different aspects of death anxiety (Neimeyer, 1994a). 

Additionally, some researchers suggest that lower scores on death anxiety measures may 

represent denial of death anxiety or death threat rather than low levels of these constructs. 

However, the limited research available on this topic does not make clear whether or not 

this is the case (Neimeyer & Van Brunt, 1995).  

 Neimeyer (1994a) suggests that different methods of assessing death anxiety, 

such as projective, narrative, repertory grid, or interview type assessments, may allow 

researchers to access unconscious aspects of death anxiety which may be limitedly 

assessed, if at all, with self-report methods. Additionally, the consideration of temporality 

in research may be necessary to understand the nuances of death anxiety and fluctuations 

through a person‘s life, including its initiation in childhood and changes through 
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significant experiences or education (Neimeyer, 1994a). Neimeyer & Fortner (1997) 

discuss the different types of measurement of death anxiety. They describe that methods 

such as the Death Anxiety Scale (Templer, 1970) are very face valid with questions 

directly asking about fear of death while other instruments, such as the Threat Index 

(Krieger et al., 1974; Krieger et al., 1979; Neimeyer, 1994b) are more indirect with death 

threat inferred from placement of self and death at opposite ends of bipolar constructs 

(Neimeyer & Fortner, 1997). Other measures have attempted to determine unconscious 

death anxiety, whereas the usual self-report measures measure conscious death anxiety. 

However, there is some debate about whether or not the measures of unconscious anxiety 

have construct validity, or convergent validity with other measures of death anxiety, or 

discriminant validity between groups presumed to have differing attitudes about death 

(Neimeyer & Fortner, 1997).  

 There are a number of different measures and different types of measures used to 

assess death anxiety. Self-report measures have become the basis for the bulk of recent 

research with Templer‘s Death Anxiety Scale (1970), the Collett-Lester Fear of Death 

Scale (1969) and the Threat Index (Neimeyer, 1994b) as some of the most widely used.  

 In this review it is important to note several considerations. We will look 

primarily at death anxiety in adults. Though death anxiety in childhood and adolescence 

is important, it is beyond the scope of this review.  Additionally, death anxiety will not be 

considered as that which occurs when someone confronts an immediate threat initiating 

the flight or fight response, but rather that fear or anxiety that occurs in an individual‘s 

daily life (Tomer, 1992).  
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Culture and Death Anxiety    

 Views about death have ranged from fear to curiosity. Death has been personified 

terrifyingly as a demon or ghoulish monster. It has also been thought of as ephemeral and 

otherworldly as though one‘s spirit floats toward one of the many conceptualizations of 

heaven or to be reincarnated in another body or as another being. Other views see only 

the absoluteness of death, the termination of existence, the end of the person. Bodies have 

been mummified, buried in mass graves, deified though structures such as the pyramids, 

or even left for consumption by animals as in the Tibetan sky burial. Sometimes death is 

revered and the dead are honored such as in ancestral worship. There are even holidays 

such as the Day of the Dead, or Memorial Day which center around the honoring of those 

who have passed. The circumstances surrounding death often circumscribe the meaning 

of a death as that which instills pride or shame, such as the death of a war hero versus 

death by an overdose on drugs. Factors such as these have an undeniable impact upon the 

individual and cultural perception of death. As such, there are many differing views of 

death as well as the degree and existence of death anxiety in such disparate contexts.  

 There is a suggestion that the difference between Eastern and Western 

conceptualizations of death rests not on what they think, but how they think, with 

Western thought concentrating on thoughts of either life or death and Eastern thought 

focusing on both simultaneously (Warren, 1989).  Differing traditions could be seen as 

ways to recognize, study, or celebrate not only death, but also life, especially when 

considering the Eastern cyclical or simultaneous view. This celebration of life through 

cogitation of death is similar to Heidegger‘s view that to fully live one must recognize the 

reality of death. Yet unlike Heidegger, death is part of a cycle and leads to rebirth in 
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many Eastern beliefs (Warren, 1989). Examples include the Tibetan book of the dead, 

Buddhism‘s and Hinduism‘s faith in reincarnation, or the jazz or music funerals in New 

Orleans, with roots in West African traditions, where dirges may precede the burial, but 

upbeat and celebratory music follows the internment of the body in celebration of the 

person‘s life.  

 One might ask if death anxiety exists in other cultures. There have been many 

studies of this construct in other cultures and societies. Even microsocieties such as 

prison or college may affect one‘s view of death anxiety.  Yet, there may not be enough 

information to differentiate between death anxiety experienced in the U.S. and the rest of 

the world (Kastenbaum, 2000). Especially as the bulk of the research on death anxiety 

has been performed by psychologists in the United States. Additionally, it is always 

necessary to consider that most studies of death anxiety have been studied within the 

scope of White, Western views.  

 Yet, there have been a number of studies of death anxiety in other cultures. 

Several studies suggest that Eastern views look at death as more transient than the 

Western cultural view of death of the self as equated with the death of the body (Suhail, 

2001; Westman & Canter, 1985). Some studies have suggested that the Eastern religious 

systems, with the prioritizing of acceptance and presence in the here and now, may 

provide resistance to fear of death (Westman & Canter, 1985) and many studies have 

found that Eastern cultures do score lower on death anxiety (e.g.: McMordie & Kumar, 

1984).   

Schumaker, Barraclough, and Vagg (1988) hypothesized that inhabitants of Asia 

may be less fearful of death due to the higher incidence of death in Asia and as such 
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found that Australian students had slightly higher death anxiety scores than Malaysian 

students. However, Arabic populations have generally scored higher on death anxiety and 

fear of death than other cultures. Abdel-Khalek (2003) found that undergraduates in 

Spain had lower death anxiety than undergraduates in five Arabic countries, Egypt, 

Kuwait, Qatar, Lebanon, and Syria. Suhail (2001) looked at death anxiety in a Pakistani 

Muslim sample assessed by Templer‘s (1970) Death Anxiety Scale and the Collett-Lester 

(1969) Fear of Death Scale. Results indicated that the Pakistani population had higher 

levels of death anxiety as compared to Indian, Japanese, Australian, and Malaysian 

cultures (Suhail, 2001). Suhail (2001) also found that the uncertainty of death was the 

most feared aspect of death anxiety. The study also found that low levels of well-being, 

higher general anxiety, and advanced age were associated with higher levels of fear of 

death, however, religion was generally found to be uncorrelated to fear of death. A study 

by Thorson, Powell, Abdel-Khalek, Ahmad, and Beshai (1997) comparing undergraduate 

students in Kuwait and the United States found that Kuwaitis scored higher on both 

intrinsic religiosity and death anxiety than undergrads in the U.S. Yet, the authors 

similarly found no correlation between intrinsic religiosity and fear of death in either 

sample. However, another study found negative correlations, significant at the .001 level, 

between death anxiety and strong religious belief (r = -.32), mosque attendance (r - -.26), 

religious conviction (r = -.29), belief in rituals (r = -.25), and performance of rituals (r = -

.19)  in Iranian Muslims (Roshdieh, Templer, Cannon, & Canfield, 1998-1999) consistent 

with the relationship between religiosity and death anxiety in other studies of Western 

populations (Lundh & Radon, 1998; Westman & Canter, 1985).  
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Abdel-Khalek and Lester (2009b) found that death anxiety and somatic symptom 

mean scores for the Kuwaiti undergraduate sample was significantly higher than those for 

the American undergraduates. Another study by the same authors (Abdel-Khalek & 

Lester, 2009a) found that mean death scores for Kuwaiti college students were higher 

than those of American students. Additionally, there were several correlations for 

Kuwaiti students significant at the p<.01 level between the DAS and subscales of the 

RCL-FOD death of self (.63, p< .001), dying of self dying of self (.58, p< .001), death of 

others (.46, p< .001), dying of others (.50, p< .001).  

Theories of death anxiety 

 There have been several reviews of the theories that underlie death anxiety 

research (e.g.: Kastenbaum, 1987-1988; Lester & Templer, 1992-1993; Neimeyer, 1994a; 

Tomer, 1992). Most of these reviews (Lester & Templer, 1992-1993; Kastenbaum, 1987-

1988; Neimeyer, 1994a) discuss that much of death anxiety research has not been 

successfully situated in theory.  

 Self-discrepancy theory 

 One theory of death anxiety is anchored in the theories of Maslow and Rogers 

which focus on actualization through self-realization as the goal of human life. These 

theories were the precursor to notions about the split between an individual‘s actual and 

ideal selves. Rogers (1951) described conditions of self worth which we learn as what we 

ought to be like in order to attain positive regard from other individuals. Rogers believed 

that those conditions of self-worth were destructive because they helped maintain a split 

between the actuality of the self and the ideal of what the individual believes the self 
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should be like. Assuming that the state of aliveness is a necessary condition of self-worth, 

if there is a discrepancy between the actual and ideal selves, that discrepancy may 

become solidified by death. Following Sartre‘s contribution to existentialism, those 

individuals who have a higher self/ideal discrepancy would have more death anxiety due 

to the individual‘s fear that he or she will not have time to reconcile the ideal and actual 

self and will not be able to reach the conditions of self-worth that he or she has ascribed 

to his or her existence (Neimeyer & Chapman, 1980-1981). Granted, Rogers claimed that 

an actualized person has unconditional self-worth that is not attached to certain 

requirements imposed on the self. This unconditional self-worth then does not result in 

the splitting of an ideal and actual self. According to this theory, the actualized self would 

therefore be free from death related anxieties. Several studies on the relationship between 

death anxiety and self-actualization have showed an inverse relationship just as this 

theory presupposes (Neimeyer & Van Brundt, 1995).  

Self-discrepancy theory is another example of a similar understanding of death 

anxiety where differences between the actual, ideal, and ought selves would become 

solidified at death initiating anticipatory death anxiety. Closely linked with the former 

theory is the notion of multiple selves or potential selves (Markus & Nurius, 1986).  

According to this theory, potentials and possibilities become projected onto a potential 

self in the future which can then become an evaluative comparison for the self that exists 

in the present. So the attitude toward a future self, which is then limited by death, would 

determine attitudes toward death in general (Tomer, 1992).  
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Regret 

 The concept of regret is important to a hypothesized comprehensive theory of 

death anxiety proposed by Tomer and Eliason (1996). This theory posits that thoughts of 

death, or death salience, would create more death anxiety in those who feel past-regret 

that they have not accomplished their goals, and future regret, that they cannot 

accomplish something worthwhile and lasting in their lives prior to death. Death salience 

affects past regret, future regret, and meaningfulness of death, which are indirectly 

affected by beliefs about the self and the world and coping processes in the proposed 

model. In this way, regret affects the relationship between death salience and death 

anxiety. This concept of regret is similar to the self/ideal split and self-discrepancy 

theories described above. The coping processes that this theory posits as affecting death 

anxiety include life review, self-transcending processes, identification with culture, and 

life planning. In this way, an individual may be able to reconsider his or her past 

experiences and memories in a different light or focus on the present to temper this 

anxiety (Tomer & Eliason, 1996).   

 Freudian denial and defense 

 As discussed earlier, Freud has also influenced theories on death anxiety. Yet, 

Kastenbaum (1987-1988) claims that there is little connection between Freud‘s theory 

and the bulk of research produced on this subject. Freud‘s eros involved moving toward 

others and increased activity whereas thanatos involved movement away from others and 

a quieting or subduing of experience. Both drives weave together in a complex fashion 

where we are both pulled toward life and death. In this way, thanatos is not necessarily 
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negative, but rather an expression of one side of our innate nature (Kastenbaum, 1987-

1988). However, death and destruction focused on the self (suicide) and others (war) does 

express a more malevolent side of the death drive. An individual can use psychic 

defenses or denial to protect themselves from perceived threat, which may be brought 

about by the death instinct. The denial of death, or belief that it is so far in the future as 

not to matter, is evident in the way many people think of death, especially teenagers. 

Alternatively, a high level of death anxiety in the conscious mind may be due to the 

breakdown of defense mechanisms and denial (Becker, 1973; Tomer, 1992). If this is so, 

than it is not a far stretch to imagine that other psychopathology may accompany death 

anxiety.  

 Terror management theory 

 Terror management theory (Greenberg, Pyszczynski, &Solomon, 1986) is based 

on the writings of Becker (1973). Terror management is described as a fundamental 

function of society in order to curb the terror that humans feel at the knowledge of their 

eventual deaths. A symbolic immortality is achieved through identification with the 

values and moors of the culture through connecting the continuity of the self with that of 

the culture. Self-esteem is improved with identification with the cultural system and 

fulfilling the norms of that culture. This is because when functioning appropriately within 

a culture, those individuals receive a more positive reception from others who maintain 

those cultural mores (Tomer, 1992) and these norms give the individual a sense of 

coherence and structure to their world. One of the implications for this theory is that 

raising self-esteem should reduce death anxiety and anxiety in general, which has been 

shown to be empirically consistent (Cotter, 2003; Gilliland & Templer, 1985-1986; 
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Pollak, 1979; Richard & Jex, 1991; Vaughan & Kinnier, 1996). Furthermore, this theory 

implies that when the saliency of death is increased, those persons will look more 

favorably on others who uphold cultural standards and values (Greenberg et al., 1986; 

Rosenblatt, Greenberg, Solomon, Pyszczynski, & Lyon, 1989). However, there are 

legitimate criticisms of this theory based on the potential for the acceptance of death and 

the adaptive advantage of death anxiety in avoiding dangerous situations.   

Search for meaning 

 Another theory of death anxiety centers on the search for meaning (Becker, 1973, 

Frankl, 1959/1984). Victor Frankl (1959/1984) demonstrated this theory in the way he 

sought to make life meaningful in spite of the looming reality of death in his integration 

of his experiences in a Nazi concentration camp. Studies based on Frankl‘s perspective 

on death anxiety have shown negative correlations between death anxiety and purpose in 

life in high school and college students, and the elderly (e.g.: Durlak, 1972, 1973; 

Rappaport et al., 1993).  The relationship between more meaning in life and lower levels 

of death anxiety has some parallels with Heidigger‘s assertion that the acknowledgment 

of death brings meaning to life. Similarities can be seen between this view and that of 

personal construct theory as will be discussed later in this review.  

Developmental Theory 

 Theories of development, such as Erickson‘s (1968) psychosocial theory of 

development, also have implications for death anxiety. Erickson‘s last stage of 

development integrity versus despair is markedly applicable to death anxiety. The task at 

this stage of development is to either integrate and understand the meaning of one‘s life 
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and feel integrity at one‘s accomplishments or to descend into despair at the wasted 

opportunities and lack of meaning in one‘s life. Relatedly, when finding meaningful 

integration of life‘s experience this integration elevates the meaning of one‘s life beyond 

the temporal constraints of the life in question. The meanings of one‘s life, 

accomplishments, children, etc. become a testament to the life of the person, extending 

the individual‘s influence into the future. The inability to integrate experiences and 

navigate the integrity versus despair stage of development may result in death anxiety 

along with the recognition that life and meaning end at death. Doubtless there are other 

factors about development to consider such as the changes in conceptualization of death 

over time, the personalization of understanding of death through experience, illness, and 

the like, or even considerations regarding the passage of time where a child feels like a 

year passing is much longer than an elderly counterpart. In this way, the importance, 

conceptualization, understanding, identification, personalization, and perception of the 

proximity of death develop though a person‘s life span. Galt and Hayslip (1998) echo 

some of these thoughts in considering the need for research to study maturity level, with 

differing levels of emotional and cognitive functioning, and death anxiety rather than 

merely age.  

 Kastenbaum (2000) proposes that there need not be a special theory of death 

anxiety and that death anxiety can depend upon developmental life span research. He 

claims that studying human maturation and growth will show that fears and anxieties 

develop through interactions with the world and others. In these contexts there have been 

differing useful reasons for death anxieties and fears, perhaps in order to sustain life.  

Furthermore, historical understandings of death either further or temper the importance of 
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death anxiety at that time and for that culture. Reliance upon theories such as the death 

instinct or terror management perspective to explain death anxiety may not be necessary 

when we put these fears into context (Kastenbaum, 2000).  

Personal Construct theory 

 According to Kelly‘s personal construct theory (1955), people construe events in 

order to anticipate future events which are similar in a patterned way (Tomer, 1992). 

Constructions are formed from an abstraction of similarities between the ways the 

individual construes events. Kelly (1955) discusses death as the model for ‗threat‘ which 

is the awareness of impending change in the individual‘s core structures. Death would 

change current core structures irrevocably. However, an individual may anticipate this 

change to be more or less paradigm shifting and therefore a less or more serious threat 

(Tomer, 1992). This interpretation would mostly be related to whether the individual has 

sufficient constructs with which to conceptualize the unknown or uncontrollable with 

which to temper this threat. This is evident in the negative correlation between religious 

beliefs, such as life after death, and threat or death anxiety. Kelly (1955) differentiated 

threat from anxiety with the latter as a recognition that what is confronted lies outside of 

one‘s construct system. Death then could both cause anxiety by lying outside one‘s 

construct system, as death is generally an irreversible state, anticipation of which would 

require abstraction from very different experiences, and cause threat due to the 

recognition of impending changes in one‘s core constructs though experiences with death 

and the unknown. Tomer (1992) asserts that the Threat Index (Krieger et al., 1974) 

theoretically measures ―threat‖, yet threat in this instance may also occur when one 
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cannot conceive of his or her own death, which is in line with Kelly‘s concept of anxiety 

(1955).  

 It seems as though Personal Construct Theory (Kelly, 1955) may be a means of 

understanding all of the various theories of death anxiety in a more integrated way. 

Neimeyer (1994a) states that self-realization theories of death anxiety view death anxiety 

as negative whereas Heideggerian theory sees death anxiety as a necessary part of human 

existence. Neimeyer (1994a) suggests that constructivism may be able to reconcile 

differing positions on death anxiety. He asserts that if life is a process of constructing 

identity through reflection on the past and anticipation of the future, individuals have the 

task of integrating the self of the past with the self imagined in the future (Neimeyer, 

1994a) much as Kelly (1955) asserts that an essential purpose in life is to bridge the past 

and future through means of the present. Furthermore, Neimeyer states that death anxiety 

is a matter of both a discrepancy between the actual self and ideal self as well as an 

individual‘s inability to anticipate when death will come and what it will be like within 

the context of the here and now (the Heideggerian position) (Neimeyer, 1994a).  

Neimeyer (1994a) continues that ―the self-ideal self discrepancy recognized in 

retrospective contemplation of one‘s life might be more properly considered a kind of 

existential guilt over having lived at variance with one‘s most central values, rather than 

anxiety per se.‖(Neimeyer, 1994a, p. 265).  Neimeyer (1994a) further asserts that 

construct theorists could also integrate psychoanalytic concepts of death anxiety as 

psychic defense due to personal construct psychology‘s focus on the cycle of active 

anticipation of events based on constructs, the seeming veracity of which informs said 

constructs and future anticipation.  Yet he stresses that as much as this is understandable, 
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it is more productive to interpret these events by not constricting awareness of them as in 

the psychoanalytic defenses, or though the similar personal construct conceptualization of 

depression. The meanings people assign to death are attempts to ascribe meaning to such 

events in a way that gives meaning to life (Neimeyer, 1994a). Furthermore, from a 

constructivist viewpoint there is not one way that everyone should or could conceptualize 

death. This paves the way for personal beliefs, ranging from death as the end of being to 

the existence of an afterlife, as being consistent as each person will interpret and 

anticipate death in his or her own individual way based on abstraction from his or her 

personal constructs. As Neimeyer (1994a) asserts, the attempt of persons, religious 

institutions, and cultures at infusing death with significance and meaning also extends the 

construction of the meaning of life. 

 Why is this important?  There are both beneficial and detrimental aspects of death 

anxiety (Kastenbaum, 2000). And death attitudes can affect our views about and 

experiences of death, dying, grief, bereavement, and coping (Neimeyer, 1994a). If we are 

afraid of death or have excessive death related fears, than the death of a loved one would 

more than likely exacerbate these fears. Furthermore, these experiences may reciprocally 

affect death attitudes such as when someone who has not feared death begins to do so 

after the death of a same aged friend. The personalized meanings that an individual 

ascribes to death not only have the potential to affect other attitudes, but also 

relationships and functioning. For example, if one has a high fear of death, they may 

avoid visiting or seeing a dying loved one or friend as it would be too difficult to confront 

the very issue of which they are most afraid.  
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Correlates of Death Anxiety 

 There have been many studies examining death anxiety and several reviews of 

this literature (Kastenbaum, 2000; Neimeyer & Fortner, 1997; Neimeyer & Van Brunt, 

1995; Pollak, 1979). Various studies and reviews have shown that the average level of 

death anxiety in non-clinical and healthy populations is lower than in clinical or inpatient 

populations (Kastenbaum, 2000; Templer & Ruff, 1971). There are many differing 

correlates of death anxiety that are important to address.  

 Gender  

 There is a general consensus in the literature that women score higher than men 

on measures of death anxiety (Galt & Hayslip, 1998; Kastenbaum, 2000; Neimeyer & 

Fortner, 1995; Neimeyer & Moore, 1994; Pollak, 1979; Robbins, 1989; Sadowski, Davis, 

& Loftus-Vergari, 1979-1980; Templer et al., 1974; Templer & Ruff, 1971). Yet there 

has been some suggestion that that this does not hold for older adults (Neimeyer & 

Fortner, 1995). Even among other cultures, women score consistently higher than men in 

death anxiety (Azaiza, Ron, Shoham, Gigini, 2010; Lonetto, 1980; McMordie & Kumar, 

1984; Schumaker et al., 1988). Lester, Templer, and Abdel-Khalek (2006-2007) looked at 

many studies using the original Death Anxiety Scale (Templer, 1970), a true-false 

instrument, to measure death anxiety. Their analysis of studies undertaken in the U.S. and 

in 16 other countries worldwide showed that women uniformly have a higher self-

reported fear of death than men. However, they were only able to make this claim about 

undergraduate students which comprised the bulk of studies at which they looked. Yet, at 
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least one study found no significant difference in DAS for men and women (Moreno, De 

La Fuente Solana, Rico, & Fernandez, 2008-2009). 

 Robbins (1989) reported not only increased death anxiety in women, but also trait 

anxiety, state anxiety, and social desirability as significant predictors of the variance in 

death concern. However, this study also showed that sex-role femininity may be a better 

predictor of death concern than gender (Robbins, 1989). An earlier study looking at the 

relationship between femininity and death anxiety (Templer et al., 1974), compared 

males to females on death anxiety as measured by the Collett-Lester Fear of Death Scale 

(1969) and the Templer‘s Death Anxiety Scale (1970), and also measured femininity, and 

anxiety, as women generally score higher on both measures of death anxiety and general 

anxiety. They found that the relationship between femininity and death anxiety (r = .22, p 

< .05) was explained by removing general anxiety (r = .09, n.s.) showing that general 

anxiety may account for most of the relationship between death anxiety and femininity. 

However, the same relationship was not found for males. The study also found that for 

women, femininity is correlated with fear of others dying (r = .34, p< .025). For men, 

femininity is correlated with fear of own death (r = .34, p < .025) and fear of others dying 

(r = .33, p < .025) (Templer et al., 1974). 

 Russac, Gatliff, Reece, and Spottswood (2007) studied both age and gender with 

the Collett-Lester Fear of Death Scale (1969) and found that for both men and women 

fear of death peaked in their 20s, and there after steadily declined, but women showed a 

secondary period of increased death concern in their 50s that was not evident in men. 

However, Niemeyer and others have not found differences in gender on the Threat Index 
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(Krieger et al., 1974) in college students (Neimeyer et al., 1977) or adults (Neimeyer & 

Dingemans, 1980-1981).  

 Age 

 Age has also been shown to be related to death anxiety ((Moreno, De La Fuente 

Solana, Rico, & Fernandez, 2008-2009; Neimeyer & Van Brunt, 1995; Pollak, 1979; 

Sadowski et al., 1979-1980; Stevens, Cooper, & Thomas, 1980; Thorson & Powell, 

1994). Yet there have been some divergent results regarding the direction of the 

relationship at various ages.  

 The evaluation by Neimeyer et al. (1986) of death concern with the repertory grid 

showed an inverse relationship between death anxiety and years of education and age, 

with a tendency for more complex and flexible understandings of death with more 

education and increased age. Better educated individuals also showed less self/ideal 

discrepancy, or more actualization. They concluded that frameworks for construing death 

develop throughout the adult life.  

 A study by Galt and Hayslip (1998) compared covert and overt levels of death 

anxiety in young adults under age 25 and older adults over age 60. The researchers used 

self-report measures of overt death anxiety, as well as a sentence completion task 

measuring covert or unconscious levels of death anxiety. They found significant age-

related differences in the Death Anxiety Scale (Templer, 1970) where the older adults 

showed more anxiety than their younger counterparts (Galt & Hayslip, 1998). The 

Collett-Lester Fear of Death Scale (1969) resulted in mixed results with older adults 

having more fear for the death process of a loved one‘s death and younger adults fearing 
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the process of their own death. The measure of covert attitudes showed that young adults 

had a significantly higher level of unconscious death fears than older adults. Yet at least 

one study of another culture also found higher death anxiety scores with older individuals 

(Suhail, 2001).  

Feifel and Nagy (1981) found that those with a high degree of fear of death, on 

both direct and indirect measures of fear of death, viewed death more negatively, 

reported more fear of death as they aged, avoided funeral related activities, and were less 

religious than their counterparts with a low fear of death. However, they found that fear 

of death was not related to being a member of a life-threatening behavior group looked at 

in the study (individuals abusing drugs or alcohol and incarcerated individuals), IQ, SES, 

age, life satisfaction, nor self-esteem (Feifel & Nagy, 1981). 

Fortner and Neimeyer (1999) reviewed 49 published and unpublished studies 

regarding older adults and death anxiety. They found that in general there were 

significant correlations between older adults with lower ego integrity (r = -.30), more 

physical problems (r = .19) and psychological problems (r = .28) with higher levels of 

death anxiety. They hypothesized that these variables may be related to being 

institutionalized (Fortner & Neimeyer, 1999). However, they found that age, gender, and 

religiosity did not predict older individuals‘ death anxiety. This supported Neimeyer and 

Fortner (1995) suggestions that higher levels of death anxiety are associated with living 

in restrictive settings such as nursing homes, and having lower scores on measures of ego 

integrity. These results suggest that death anxiety operates differently in older 

populations than in other age cohorts (Fortner & Neimeyer, 1999). For example, many 

studies have found that death anxiety reduces from middle age to old age (Feifel & 
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Branscomb, 1973; Kalish & Reynolds, 1977; Keller, Sherry, & Piotrowski, 1984; 

Neimeyer & Fortner, 1995, 1997). But Fortner and Neimeyer (1999) suggested that 

although death anxiety reduces from mid to later life, it probably levels off later in life 

and stops declining, forming a curvilinear pattern (Neimeyer & Fortner, 1995, 1997) and 

that factors such as the perception of both the passage of time and nearness of death may 

affect this pattern. Furthermore, the authors suggest that the resolution of Erickson‘s 

(1968) developmental stage of integrity versus despair at the end of life reduces death 

anxiety.  This is supported by the findings in their review, and above, of a negative 

correlation between ego integrity and death anxiety.  

 Russac, Gatliff, Reece, and Spottswood (2007) found that for both men and 

women fear of death peaked in their 20s, and there after steadily declined on the Revised 

Collett-Lester Fear of Death Scale (Lester, 1994). ―Among women and men combined, 

age correlated negatively with death anxiety, r (301) = -267, p < .000, and with each of 

the four subscales—DS: r(301) = -.270, p < .000; DyS: r (301) = -.156, p < .007; DO: r 

(301) =_-301, p < .000; DyO: r (301) = -127, p < .027 (p.552, 2007)‖. Furthermore, for 

the Collett-Lester Fear of Death Scale men aged 19 and under had a mean score of 85.38, 

aged 20-29 a mean score of 89.9, and aged 30-39 mean score of 85.18 and steady 

decreases after that age. For the Revised Collett-Lester Fear of Death Scale (Lester, 

1994), women under age 19 had a mean of 93.45, between ages 20-29 a mean score of 

97.44, and a mean score of 78.53 for 30-39 years of age. There was a second spike for 

women on this scale between ages 50-59. On Templer‘s Revised Death Anxiety Scale 

(Thorson & Powell, 1994), women under age 19 had a mean score of 45.24, between 

ages 20-29 a mean score of 51.08, and between ages of 30-39 a mean score of 43.33 and 
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decreases after age 39. An ANOVA did not reveal a statistically significant age 

difference for men, but for women it produced a significant difference (F(5,183) = 5.24, 

p< .000) and a Scheffe post hoc analysis showed a significant decline between women in 

their 20s and women in their 30s (p<.012) on the revised Death Anxiety Scale (Thorson 

& Powell, 1994) (Russac, Gatliff, Reece, and Spottswood, 2007). 

Neimeyer and Fortner (1997) suggest that not only might the relationship between 

age and death anxiety be curvilinear, the relationship may also vary due to associations 

between the dimensions and constructs measured by different death anxiety scales and 

age. For example, Thorson and Powell (1994) found that younger participants had more 

fears associated with fears of decomposition, immobility, uncertainty, isolation, 

helplessness, and pain, whereas older subjects were most distressed with existence of an 

afterlife and loss of control. The fact that older individuals have lived longer may have 

some sway in these results. Additionally, Straub and Roberts (2001) study showed that 

fear of death in widows was significantly affected by age with younger women showing 

more fear of death. As Neimeyer and Fortner (1997) point out, age may cause issues with 

selection such that illness, early death, or risk takers may have been taken out of the 

sample prior to their reaching the age in question.  

 Robinson and Wood (1984-1985) reported that their study showed that 

participants who were more actualized and integrated were significantly less fearful and 

anxious about death than those with lower levels of actualization and integration, or both, 

suggesting that integration and actualization are additive in their effect on death anxiety. 

This may be part of the reason why age makes a difference in death anxiety. Either an 

individual gets more afraid of death as they age due to the closeness of death, or his or 
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her death anxiety decreases due to the older individual‘s greater opportunities to become 

actualized and for his or her identity to become integrated. As an individual ages, he or 

she may see that they‘ve accomplished the important things in life, so fear of death is 

more remote (Kastenbaum, 2000). Yet, there doesn‘t seem to be a consensus in the 

literature about the relationship between age and death anxiety.  

 Occupation 

 Death anxiety has been found to be differentially related to occupations. One such 

study looked at occupations relating to death (Pepitone-Arreola-Rockwell,1981). In terms 

of the occupations looked at in this study as measured by the Death Anxiety Scale 

(Templer, 1970), Psychologists had the highest level of death anxiety (M= 5.95), 

followed by Suicidologists (M= 5.93), Psychiatrists (M = 5.55), and Funeral Directors (M 

= 4.43) (Pepitone-Arreola-Rockwell, 1981), however on average this sample scored 

lower than the general population (means from 4.5-7.0; Templer & Ruff, 1971). Bassett 

and Dabbs (2003) found similar results when comparing university students with funeral 

service students. They found that funeral students scored significantly lower on the DAS-

R and a measure of implicit death anxiety than university students did. It is hypothesized 

that differences in exposure to death may cause a normalization of the experience of 

death which may help explain these differences (Neimeyer & Van Brunt, 1995). On the 

other hand, students low in death anxiety may be more likely to enter death-related fields, 

such as funeral services. 

 Warren (1981-1982) studied three groups: a death involved group comprised of 

funeral directors and funeral attendants and nurses, an at risk group comprised of hang-
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gliders and parachutists, and a control group with minimal to no death involvement. 

Interestingly, Warren did not find any significant differences between the groups on the 

Threat Index (Krieger et al., 1979). Another study looking at at risk groups (Cotter, 

2003), specifically in adolescence, found a negative correlation between high risk 

behaviors and death anxiety as measured by Thorson and Powell‘s Revised Death 

Anxiety Scale (1994).   

 Kirchberg, Neimeyer, and James (1998) studied masters level counseling students 

and evaluated their levels of fear of death when viewing death related, and non-death 

related therapy vignettes. They found that counselors with higher levels of death anxiety 

showed significantly more discomfort in response to death related vignettes, especially 

those concerning serious illness in the client. The author‘s concluded that higher levels of 

death concern make death and loss themes more difficult for beginning counselors. This 

finding was in line with Kirchberg and Neimeyer‘s (1991) earlier study showing the 

heightened discomfort of beginning counselors when dealing with themes of death and 

dying with clients in therapy.  Neimeyer and Dingemans (1980-1981) similarly studied 

death threat in suicide intervention workers and found that they had higher fear of their 

own mortality, yet did not differ in concern of others death as compared to controls. This 

is similar to a result by Bivens, Neimeyer, Kirchberg, and Moore (1994-1995) that found 

that HIV negative individuals who took part in HIV support organizations scored lower 

on the Threat Index (Neimeyer, 1994b) (M = 38) than HIV positive men (M = 44), and 

uninvolved individuals negative for HIV (M = 53.4). The authors hypothesize that either 

the HIV support participants integrated death into their constructs due to their repeated 

exposure, that due to this repeated exposure they made more life preserving day to day 
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decisions in their lives, or that they self-selected for such employment or volunteering 

with HIV support organizations due to lower levels of death anxiety as seen with other 

death focused professions. Additionally, HIV negative support workers had higher levels 

of religious faith than those uninvolved with HIV support (Bivens et al. 1994-1995).  

 Health Status  

Death anxiety has also been shown to generally vary by health status. Studies 

point to increased death concern in elderly with poor health (Neimeyer & Fortner, 1995).  

Yet, Robinson and Wood (1984) failed to find significant differences between a group of 

healthy individuals, individuals who were worried but well, patients with rheumatoid 

arthritis, patients with diabetes, and cancer patients (Robinson & Wood, 1984).  Or, it 

may be that there are significant differences between people based upon how much 

they‘ve thought about the possibility of death. Robbins (1990) study showed that non-

organ donors scored higher on several measures of death anxiety, including the Collett-

Lester (1969) fear of death of self, death of others, and dying of self subscales and 

Templer‘s Death Anxiety Scale (1970), than donors did. Another study (Wu & So-Kum 

Tang, 2009) looked at thoughts about organ donation in a group of 209 Hong Kong 

Chinese adults aged 25 and older using a scale for Chinese individuals based on the DAS. 

The study found that death anxiety was associated with expectation of medical neglect 

(.12, p <.05), self-efficacy toward signing donor card (-.44, p <.01), self-efficacy to 

discuss the donation decision (-.32, p < .01), signing of the donor card (-.17, p < .01), and 

discussion with the family (-.19, p < .01). This study indicated that an individual‘s level 

of death anxiety is related to the contemplation of death as related to organ donation.    
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Several other studies have shown a relationship between unique aspects of health 

status and death anxiety. Azaiza, Ron, Shoham, and Gigini (2010) found in a sample of 

145 individuals from northern Israel aged 60 and older and found correlations between a 

novel measure of death anxiety and  social support (-.24, p<.01), education (-.22, p<.01), 

and self-esteem (-.28) for the overall sample. They found those living in the community 

to have correlations between death anxiety and education (-.28, p< .05). The study also 

found that females compared to males showed higher scores on death anxiety (F(1,141) = 

3.03, p < .05) and dying anxiety (F(1,141) = 4.44, p < .05). For those living in nursing 

homes death anxiety was correlated with social support (-.26, p<.05), self-esteem (-.35, 

p<.01). Additionally, Abdel-Khalek and Lester (2009b) compared Kuwaiti and American 

undergraduates and found that the somatic symptom inventory was significantly 

correlated with the Collett-Lester Fear of Death Scale (Kuwaiti = .23 and American = 

.22, p < .01) as well as the Arabic Scale of Death Anxiety (Kuwaiti = -.29 and American 

= .24, p < .01). The authors concluded that those with somatic symptoms appeared more 

concerned with death.  

Death anxiety has also been shown to vary by HIV status (Bivens et al., 1994-

1995; Hintze et al., 1993). Bivens et al. (1994-1995) studied gay and bisexual men with 

differing levels of HIV involvement. HIV positive men scored lower in death threat than 

those men who were uninvolved in HIV or AIDS groups or activities and who were 

sereonegative. Kurdek and Siesky (1990) looked at death anxiety in men who were 

seronegative for HIV, symptomatic with AIDS related symptoms, and asymptomatic but 

seropositive. They found significant differences in death anxiety with asymptomatic men 

displaying worse death anxiety (mean = 17.81) than symptomatic (mean = 16.52).   
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Considering the potential proximity to death of those with HIV, especially those who are 

symptomatic with HIV, these results suggest that those closest to death may have come to 

some level of acceptance of their death, have done a lot of imaginal thinking about death 

which could increase personal constructs with which they perceive and anticipate death, 

or may see death as a relief from the symptoms of their illness.   

 Surveying family members waiting during surgery, Vandecreek, Frankowski, and 

Ayres (1994) found differences in death threat due to experiences of being a patient in the 

hospital.  There were significant differences between groups in level of death threat 

(F(2,198) = 5.13, p = .007) with highest scores in those who had never been hospitalized 

before (M = 13.93), followed by those who had been a patient once (M = 10.16),  and 

lowest threat for those who had been hospitalized more than once (M = 7.97) 

(Vandecreek et al., 1994). This entire sample‘s mean score (M = 11.92) was higher than 

that of hospice patients, cancer patients in remission, and hospital patients with transient 

illnesses (Hendon & Epting, 1989). This suggests that experience with illness may temper 

death anxiety and that nearness of death may reduce death anxiety.  

 Hendon and Epting (1989) compared cancer patients who were dying and in 

hospice care, cancer patients in remission, and a third group that was hospitalized with a 

non-life threatening illness on death threat as measured by the Threat Index (Krieger et 

al., 1979), hopelessness as measured by the Beck Hopelessness Scale, and depression as 

measured by the Beck Depression Inventory. They found that an ANOVA for 

hopelessness was significant (F (2, 79) = 3.20, p < .05) with Tukey multiple comparisons 

signifying that those participants in remission were more optimistic (mean = 1.9) than 

patients who were dying (mean = 4.03) and those without a life-threatening illness (mean 
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= 4.1), but no significant difference between the hospice group and hospitalized non-life 

threatening group. They also found a significant effect (F (2, 79) = 3.81, p < .02) with the 

multiple comparisons indicating that patients in remission were less depressed (mean = 

2.77) than the hospice group (mean = 5.76) and the hospitalized non-life threatening 

group (mean = 5.76). Furthermore, there was a significant effect for the Threat Index 

(Krieger et al., 1979) (F(2,79) = 3.95, p < .02) where the hospice group were less 

threatened by death (mean = 1.83) than both the remission group (mean = 6.0) and the 

non-life threatening group (mean = 6.96).  

 Health status may be mediated by nearness of death in terms of its effect on levels 

of death anxiety. The above studies show a relatively stable pattern of increased death 

anxiety and death threat in those with less experience with death and less death anxiety in 

those who are closest to death. However, there are some studies that have suggested that 

nearness of death may inflate death anxiety (Feifel & Branscomb, 1973). For example, 

another study found that death anxiety was significantly correlated with HIV severity (r = 

.65, p < .001) and severity of disability (r = .71, p < .001) (Hintze et al., 1993). These 

results make the relationship between health status and death anxiety less clear. Yet, it is 

important to note that Neimeyer and Fortner (1997) bring up a valid concern regarding 

studies about health status and death anxiety in that there needs to be sufficient variability 

in health status in the populations examined, otherwise assumptions for statistical 

analyses may be violated.  
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Psychopathology 

Research and reviews of the literature have suggested that death anxiety is 

positively associated with psychopathology (Neimeyer & Fortner, 1995). However, 

Pollak‘s review of the death anxiety literature (1979) reveals differing results regarding 

the relationship between death anxiety and different indices of psychopathology. 

Although he found that death anxiety related to state and trait general anxieties and 

depression, there was little basis for death anxiety‘s relationship to more severe markers 

of psychopathology such as schizophrenia. Pollak‘s review (1979) also found mixed 

evidence for a relationship between suicidality and death. And at least one study has 

shown a relationship between anxiety and death anxiety in another culture, specifically in 

Pakistani Muslims (Suhail, 2001). 

Several studies have given precursory attention to indices of psychopathology and 

death anxiety. One study looking at HIV infected men found that death anxiety was 

significantly correlated with depression (r = .73, p < .001) and both state (r = .76, p < 

.001) and trait anxiety (r = .76, p < .001) (Hintze et al., 1993) finding approximately the 

same relationship between each of these measures of psychopathology with death anxiety 

(Hintze et al., 1993). Neimeyer et al. (1986) found that both actualization, or self/ideal 

discrepancy, and expectation of a shorter life span had a negative relationship with 

depression. Although the authors did not find a direct relationship between death anxiety 

and depression in this study, with only 35 participants, it seems plausible that this study 

did not have enough power to find a significant relationship between death anxiety and 

depression. Additionally, death anxiety and actualization have been shown to be 

negatively correlated in the literature (Moreno, De La Fuente Solana, Rico, & Fernandez, 
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2008-2009; Neimeyer, 1985; Robinson & Wood, 1984-1985; Wood & Robinson, 1982) 

and death anxiety and depression have been shown to be positively correlated in the 

literature (Gilliland & Templer, 1985-1986; Hintze et al., 1993) which suggests that 

depression and death anxiety might have been significantly associated had this study had 

more power.  

 Gilliland and Templer (1985-1986) looked at the relationship of Templer‘s Death 

Anxiety Scale (1970) with measures of depression and anxiety. They found positive 

correlations significant at the .001 level for a general population between death anxiety 

and state anxiety (r = .26), trait anxiety (r = .47), a measure of manifest anxiety (r = .49), 

Beck Depression Inventory (r = .34), Berndt‘s Multi-score Depression Inventory ( r = 

.38) as well as the subscales of this scale of sad mood (r = .27), fatigue (r = .32), learned 

helplessness(r = .29), guilt (r = .38), pessimism (r = .40), cognitive difficulty (r = .41) as 

well as several variables which were significant at lower levels (irritated: r = .16, p < .05; 

low self-esteem: r = .21, p < .01; and instrumental helplessness: r = .18, p < .05). They 

also found significant positive correlations at the .001 level for a psychiatric population 

for trait anxiety (r = .40), Beck Depression (r = .36), MDI (r = .44), social introversion (r 

= .30), guilt (r = .49), cognitive difficulty (r = .43), pessimism (r = .42), fatigue (r = .35), 

sad mood (r = .35), low self-esteem (r = .42), and several variables that were significant 

to a lesser degree (learned helplessness: r = .25, p < .01; instrumental helplessness: r = 

.22, p < .05; state anxiety: r = .18, p < .05).  

 According to Neimeyer and Fortner (1997), psychopathology has been looked at 

as a continuous variable most often in the death anxiety literature. They also assert that 

several studies have suggested that death anxiety and neuroticism are related positively 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

102 
 

(Neimeyer & Fortner, 1997). Loo (1984) found that neuroticism was correlated at the .01 

level with fear of the death of self (r = .29), dying of self (r = .31), and dying of others (r 

= .33) as measured by the Collett-Lester death and dying scale (1969).  Neimeyer and 

Fortner (1997) go on to explain that the neurotic response generally fits well with self-

actualization theories (Tomer, 1992) in a consideration of the differential between an 

actual and ideal self. However, other sources found little basis for the connection between 

neuroticism and death anxiety (Pollak, 1979; Westman & Brackney, 1990). 

 Religion 

Many studies have found a negative relationship between religious beliefs and 

death anxiety (Feifel & Branscomb, 1973; Feifel & Nagy, 1981; Ingram & Leitner, 1989; 

Naidu & Sinha, 1992; Neimeyer et al., 1977; Neimeyer & Fortner, 1995; Powell & 

Thorson, 1991).  Much like Rank, many scholars have suggested that dealing with death 

is one of the impetuses behind the development of religion (Becker, 1973). A review by 

Pollak (1979) showed the relationship between religion and death anxiety to be mixed 

with increased death concern related to higher religious values in some studies and with 

other studies showing little support for a relationship between religious views and death 

anxiety (Pollak, 1979). This reveals the conflicting nature of earlier research on religion 

and death anxiety.  Most recent research has shown a negative relationship between death 

anxiety and religious views.  

Cohen and Hall (2009) found significant correlations between the DAS and Fear 

of God (.351, p < .001), Afterlife belief (-.132, p < .001), Mourning concerns (.378, p < 

.001), and Religiosity-spirituality (-.132, p < .001). Additionally, this study found 
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significant negative relationships between Death Anxiety as measured by the DAS and 

individuals identifying as Catholics (-.63), Jewish (-.35), and Protestants (-.40) all 

significant at the p< .001 level. 

Rasmussen and Johnson, (1994) found a negative relationship between spirituality 

and death anxiety, yet failed to find a relationship between religiosity and death anxiety. 

They suggest that spirituality may help explain the mixed results regarding the 

relationship between religiosity and death anxiety. Bivens et al. (1994-1995) study 

showed that both HIV positive men, who showed the lowest levels of death anxiety in the 

study, and men involved with HIV support had higher levels of religious faith than those 

uninvolved with HIV. 

Thorson and Powell (1990) looked at subset of individuals with high intrinsic 

religiosity scores out of a larger sample. They found a significant negative correlation 

between death anxiety and intrinsic religious motivation scores for this subset (r = -.36, 

p< .001). Bivens et al. (1994-1995), showed intrinsic religiosity in gay men was 

negatively related to death threat as measured by the Threat Index (Neimeyer, 1994b). 

These studies support a trend that showed that moderate religiosity showed more relation 

to higher death anxiety than that of both the very religious and the nonbelievers. As such, 

Lundh and Radon (1998) found that death anxiety was highest in agnostic subjects, 

lowest in religious subjects, with atheistic subjects‘ levels of death anxiety between the 

two.  

 Death threat, as measured by the Threat Index (Kreiger et al., 1979), has been 

shown to be lower in those who believe in an afterlife (Tobacyk, 1983; Tobacyk & 
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Eckstein, 1980). Other studies have found the same with other measures of death anxiety 

(Lundh & Radon, 1998). Neimeyer et al. (1986), through use of the Rep Grid, found 

some tentative evidence that believers in an afterlife considered death more meaningful 

than nonbelievers, yet found no relationship with religion. Greyson (1992) studied fear of 

death in near death experiencers and found that they had significantly less death threat 

than those who have never been close to death, and those who have had come close to 

death, without a near death experience. This is in line with other findings of reduced fear 

of death in near death experiencers (Noyes, 1980; Sabom, 1982). 

 Additionally, Krause (2005) looked at the relationship of God-mediated control, 

or believing God helps one overcome life‘s obstacles, with death anxiety in older adults. 

The results suggest that those with a higher level of God-mediated control have lower 

levels of fear of death (beta = -.146, p < .001). Furthermore, lower levels of death anxiety 

are related to God-mediated control for African Americans (b=-.263, beta = -.275, p < 

.001), but not for Caucasians (b= -.063, beta = -.066, ns).   

 Other variables (individual differences)  

Death anxiety is sometimes thought of as a powerlessness to affect one‘s 

environment. This is evident in that death may constrain the time in which to accomplish 

key goals and controlling death is unlikely unless one commits suicide or has a physician 

assisted death. Locus of control has been considered potentially important to death 

anxiety in its relationship to perceived control. A study by Sadowski et al. (1979-1980) 

looked at this relationship using Templer‘s Death Anxiety Scale (1970) and a three factor 

measure of locus of control in undergraduates. The study found that death anxiety had a 
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significant correlation with all variables measured (p < .001) with positive correlations 

with all subscales of the locus of control measure (Fatalism: r = .175; Social System 

Control: r = .203; Self-Control: r = .304). Furthermore, the study separated males and 

females to further examine the important variables in the study with the key difference 

between genders being that Fatalism, looking at the role of luck or fate, was significantly 

positively correlated for males and Social System Control, looking at the influence of 

powerful others, was significantly positively correlated for women with death anxiety. 

These differences seem to support traditional gender role divisions which may not hold 

today.  

 Another study looked at locus of control and death anxiety with a measure of 

locus of control and the Collett-Lester (1969) and Templer‘s Death Anxiety Scale (1970) 

in community volunteers (Hayslip & Stewart-Bussey, 1986-1987). The study found 33 

significant correlations between subscales on these measures. The results reflected that 

those with a higher score on the internal subscale of locus of control had less fear of both 

death and dying of the self. Higher scores for externality, or powerful others, were 

positively correlated with the covert fear of loss of control while negatively correlated 

with the covert fear of separation. Higher scores on the subscale measuring externality or 

chance were positively correlated with more generalized death fear as measured by the 

Templer DAS. Pollak‘s (1979) review of the literature supported the internal/external 

conclusions that external locus of control is more related to death anxiety, but also found 

some evidence of no relationship between these variables. Several other studies (Cotter, 

2003; Kurdek & Siesky, 1990) failed to find a significant relationship between locus of 

control and death anxiety.  
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 Another study looked at the relationship between personality traits and death 

anxiety (Frazier & Foss-Goodman, 1988-1989). There was a significant positive 

correlation between death anxiety and neuroticism (r = .416, p < .01) as well as type A 

personality (r = .215, p < .01). The study also found that neuroticism, extraversion, life 

stress events, and type A behaviors in a stepwise regression together accounted for 22 

percent of the variance for death anxiety scores. Neuroticism itself accounted for 17 

percent of the variance, which indicates that more emotional individuals may have more 

death anxiety.   

Evidence of a negative relationship between self-esteem and death anxiety has 

been found in a review by Pollak (1979) and confirmed through other various studies 

(Cotter, 2003; Gilliland & Templer, 1985-1986; Pollak, 1979; Richard & Jex, 1991; 

Vaughan & Kinnier, 1996). Additionally, Pollak (1979), in his review of the literature, 

found that high purpose and meaning in one‘s life seemed to relate to lower levels of 

death anxiety and higher death acceptance.  Rappaport et al. (1993) found an inverse 

correlation between death anxiety and life purpose in 58 members of a retirement 

community. So the individual who has found more purpose in his or her life would show 

less death anxiety (Durlak, 1972, 1973). Neimeyer and Chapman (1980-1981) found that 

the individuals with higher self/ideal splits also had higher death anxiety. They found 

negative correlations between higher self/ideal splits and scores on the DAS (r = .418, p < 

.001), total Collett-Lester Fear of Death (1969) score (r = .413, p < .001), death of self (r 

= .374, p < .001), death of others (r = .378, p < .001), and dying of others (r = .288, p < 

.004). The self/ideal split seemed to have a stronger relationship with anxieties about 

death, but not necessarily about dying (as fear of dying of self was not significant).  
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 Actualization has been shown to be negatively related to death anxiety 

(Neimeyer, 1985; Robinson & Wood, 1984-1985; Wood & Robinson, 1982). Robinson 

and Wood (1984-1985) found that individuals with higher actualization and integration 

were significantly less anxious about death, except for the fear of dying of the self, than 

the other three groups with lo/hi, hi/lo, and lo/lo levels of actualization and integration. 

Neimeyer (1985) found that actualization was significantly negatively correlated with the 

dying of other (r = -.23, p = .05), death of other (r = - .22, p = .05), the total score on the 

Collett-Lester Fear of Death Scale (1969) (r = -.21, p = .05), and Templer‘s Death 

Anxiety Scale (1970) (r = -.31, p < .005). A similar relationship between death anxiety 

and actualization was found in a study by Wood and Robinson (1982), however, the 

authors found that in highly actualized individuals integration of self and one‘s own death 

is a better predictor of fear of death than actualization alone (Wood, & Robinson, 1982). 

However, Pollak (1979), in his review of the literature, did not find death anxiety and 

self-actualization related in a systematic way. Pollak‘s (1979) finding was likely skewed 

by the limited studies about self-actualization at the time as well as his reliance upon only 

3 studies from which he generalized.  

Relationships between death anxiety and several other variables have been found 

in the literature. Cohen and Hall (2009) used the DAS and found negative correlations 

between death anxiety and Morale (-.439) and Social Satisfaction (-.237). Additionally, 

first born children have been shown to have more death anxiety than other ordinal 

positions (Eckstein & Tobacyk, 1979). It is suggested that this is due to the future 

orientation of first born children due to their focus on achievement. The study also 

showed that first borns may be avoiding death related issues and/or education, which may 
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be an avoidance strategy for dealing with death. They also showed less concern with 

death on the Death Concern Scale, indicating less conscious concern about death 

(Eckstein & Tobacyk, 1979), possibly due to avoidance.  

 Meshot and Leitner (1993, 1995) studied death threat as measured by the Threat 

Index (Neimeyer, 1994b) and a measure based on an Interpersonal Rep Grid (IRG). They 

found that a group that had lost a parent showed significantly less death threat means than 

a control group, but only on the rep-grid measurement of threat, not the Threat Index 

(Neimeyer, 1994b). The authors hypothesize that this difference is due to the way the two 

measures measure death threat with the Threat Index (Neimeyer, 1994b) measuring threat 

when confronted with death-related events and the IRG focusing on how death fits into 

one‘s daily living. Due to this, since the loss group has had to confront a significant 

death-related event, they may have had to incorporate death into their core construct 

system including their daily lives, effectively normalizing the death threat as measured by 

the Threat Index (Neimeyer, 1994b) in their everyday lives.  This was supported by a 

lower correlation between measures for the loss group than for the control group, 

indicating a more complex construction of death than the control group, which was 

picked up by the IRG (Meshot & Leitner, 1995). Ingram and Leitner (1989) found only a 

moderate correlation between scores on the Threat Index (Krieger et al., 1979) and the 

IRG based Threat Index for 40 males. 
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Optimism 

History of optimism 

 ―Was I deceiv‘d, or did a sable cloud 

Turn forth her silver lining on the night?‖ 

John Milton from A Masque Presented at Ludlow Castle [Comus] (1634/2007, lines 221-

222, p. 69).  

 The silver lining of a cloud is a frequent representation of the optimistic 

viewpoint. Milton‘s verse was the first mention of an optimism that philosophers and 

psychologists would later more fully explicate. Optimism‘s roots can be traced back to 

the philosophies of Leibnitz and Godwin. Leibnitz believed that we live in the best of all 

possible worlds (1710/2005) whereas Godwin (1792) rejected the influence of society 

and instead insinuated that if extricated from that influence, the mind would eventually be 

able to control mater and reason would rule over violence.  

 There have been many negative views of optimism by important thinkers. 

Nietzsche and Sophocles believed optimism prolonged human suffering and did not 

allow an individual to see the cold hard facts of life, which they believed was more 

beneficial (Peterson, 2000). Freud (1928/1955) believed that optimism was a shared 

neurosis that helps maintain society by compensating individuals for the sacrifices that 

organized society requires. He also claimed that religious optimism offers a rosy outlook 

for the potential of an afterlife, but is a neurosis which keeps ordinary people in line with 

religious laws and values. Cognitive psychology in the 1970s asserted that most people 
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are not entirely accurate or realistic in their thinking (Peterson, 2000). Cognitive 

psychology furthered the view that much of psychopathology and health is determined by 

the way an individual views his or her circumstances and the expectations he or she 

projects upon them (Peterson, 2000). This is evident in the biases with which people 

perceive their world such as the self-serving bias and the fundamental attribution error 

which allows for an overly positive view of the self or one‘s in-group over others or an 

out-group.  

The study of optimism took on new relevance with the advent of the Positive 

Psychology movement. Positive Psychology focuses on the strengths and functioning 

aspects of human lives rather than on disturbance or psychopathology (Seligman, 1991). 

Culture and Optimism 

There has been conflicting evidence regarding the incidence of optimism in other 

cultures. A study by Ji, Zhang, Usborne, and Guan (2004) found that there was no 

difference between Chinese and Canadian participants in level of dispositional optimism 

as measured by the Life Orientation Test – Revised (LOT-R) (Schier, Carver, & Bridges, 

1994) and found that the Chinese participants showed less pessimism in regard to getting 

infected with SARS. Chang, Sanna, and Yang (2003) found similar results in their study 

demonstrating that there were no differences in levels of optimism between Koreans and 

European Americans on the LOT-R (Scheier, Carver, & Bridges, 1994). This is 

consistent with other studies (Chang, 1996, 2002) which looked at cultural differences in 

optimism between Asian Americans and European Americans. However, as Chang et al. 

(2003) note, the scales that have measured optimism in these studies have been created 
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using Western samples which may indicate that there was not enough breadth in the 

questions to tap the differences between cultures. 

 There have also been various reviews of the contributions and correlates of 

Eastern philosophy in optimism (Snyder & Lopez, 2007).  Eastern cultures see the 

spiritual journey of enlightenment and transcendence as the optimal experience in life 

(Snyder & Lopez, 2007). Western cultures focus on the future, whereas Eastern cultures 

respect and focus on the past (Snyder & Lopez, 2007) and many stress the importance of 

the present moment. In this way, strengths from a Western standpoint include views such 

as optimism and hope which focus on future expectation; whereas Eastern views are 

focused more on looking backward and appreciating the wisdom of their elders (Snyder 

& Lopez, 2007) or being mindful of one‘s experience in the present. Eastern cultures also 

view life as a cycle or circular whereas Western cultures see life as linearly determined 

(Snyder & Lopez, 2007). If this is so, then optimism for the future in Eastern cultures 

may be the desire for the future to be similar to the present.  

 Abdel-Khalek and Lester (2006) found lower levels of optimism in Kuwati 

college students ( mean = 52.01) as compared to college students from the United States 

(mean = 56.46), however the means were not statistically compared in the study. Alansari 

and Kazem (2008), comparing Kuwati and Omani undergraduates, found that Kuwati 

undergraduates had lower levels of optimism than Omani undergraduates. For both 

groups, optimism was negatively correlated with depression (r = -.553 for Kuwati 

students; r = -.425 for Omani students, p < .01 for both) and anxiety (r = -.490 for 

Kuwaiti students; r = -.471 for Omani students, p < .01 for both). These results may 

suggest a trend of optimism scores for undergraduates in the United States being higher 
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than both Kuwaiti and Omani undergraduates. Additionally, it seems that both East Asian 

cultures‘  optimism scores, shown in other studies to be relatively equal to those from 

populations in the United States (Chang, 1996, 2002; Chang et al., 2003; Ji et al., 2004; 

Scheier, Carver, & Bridges, 1994) are higher than Middle Eastern cultures‘ optimism 

scores in undergraduates. However, the statistical comparison of the means of each group 

was not done.  

 Fischer and Chalmers (2008) performed a meta-analysis looking at studies from 

around the world using various versions of the LOT. They found that individualistic 

settings accounted for 20.79% of the variance in optimism. The study also found higher 

levels of egalitarianism associated with greater optimism levels. Greater mastery 

accounted for 21.48% of the variance in optimism. There were also indications that less 

developed countries had higher levels of optimism than did countries with higher 

development. The authors attributed this to the dramatic changes in politics and 

economics that occur in countries with lower levels of development.  

Benefits of optimism 

 Optimism has been shown to have a myriad of benefits. It has been shown to be 

linked with good physical health, achievement, determination, good mood and morale, 

success in career, academia, athletics and politics, effective problem solving, and even to 

a longer life span (Peterson, 2000). However, Peterson (2000) states that an optimistic 

viewpoint may have costs, such as naïve beliefs that may lead one to harm; however the 

research has not looked into this in detail. Instead, optimism which doesn‘t gloss over 
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hardships or involve naïveté, but instead focuses on the potential and resilience in people 

and contexts, may be a more prospective positive influence (Peterson, 2000).  

Theories of Optimism 

 There have been several different definitions of optimism put forth in the 

literature, yet there are no generally accepted definitions of optimism (Chang et al., 

1997). The most popular view is that of Scheier and Carver (Chang et al., 1997) who 

define optimism as ―generalized positive outcome expectancies‖ (1985). This definition 

is underlying the Life Orientation Test-Revised and is most often used in the literature 

(Chang et al., 1997). Dember, Martin, et al. (1989), on the other hand, have contributed a 

broader definition of optimism as a positive outlook on life, as measured by their 

Optimism Pessimism Instrument (Dember, Grasha, et al., 1989). As this comparison 

elucidates, these measures and views of optimism call into question the underlying 

processes involved in optimism (i.e. expectancies versus outlook) initiating potentially 

disparate interpretations of the influence of optimism. However, one thing is certain, that 

optimism is usually looked at as indicating one‘s presupposition about the future, 

although the definition put forth by Dember, Martin, et al. (1989) does include 

consideration of the present as well as the future. Yet Carver and Sheier (2002) stress that 

most definitions of optimism, including those in popular nomenclature, or in the 

dictionary, as well as much of the research on optimism, focuses on positive expectations 

about the future.  

 There has also been some debate regarding the dimensionality of optimism and 

pessimism. Scheier and Carver (1985) conceptualize optimism and pessimism as opposite 
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of one another and that one is either optimistic or pessimistic. Some theorists assert that 

optimism and pessimism are at least somewhat independent constructs (e.g.: Creed, 

Patton, & Bartrom, 2002; Dember, Martin, et al., 1989). Chang, D‘Zurilla, and Maydeau-

Olivares (1994) looked at the dimensionality of both the LOT (Scheier & Carver, 1985) 

and the Optimism Pessimism Scale (OPS) (Dember, Grasha, et al., 1989). They found 

that the LOT (Scheier & Carver, 1985) had two factors representing optimism and 

pessimism whereas the OPS was more multidimensional indicating that it may confound 

related concepts such as satisfaction and self-esteem with optimism (Chang et al., 1994; 

Chang et al., 1997). Although the LOT is purported to measure a unidimensional 

construct (Sheier & Carver, 1985), it is suggested that the statistical reasoning behind this 

is not particularly strong and that the two-factor structure may instead support the 

existence of two dimensions of optimism and pessimism (Chang et al., 1994). Scheier, 

Carver, and Bridges (1994) found in a later analysis of the revised Life Orientation Test 

(Scheier, Carver, & Bridges, 1994) that the two factor solution for this scale is superior to 

one factor solution, even though they maintain the use of a single score for this 

instrument. Considering this and other studies (Chang et al., 1994; Creed et al., 2002; 

Dember, Martin, et al., 1989) it seems likely that optimism and pessimism represent two 

different concepts supporting the two-dimensional model of optimism.  

 Optimism can be considered as either inherent in human nature or as a discernable 

individual difference between persons (Peterson, 2000). Optimism as an individual 

difference was influenced by Adler‘s ―fictional final goal‖ based on Vaihinger‘s as-if 

theory (1911/1935), and Kelly‘s (1955) personal construct theory. These precursors 

provided a framework for understanding how an individual‘s choice in his or her beliefs 
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could shape his or her perspective and therefore direct his or her behavior. This is 

especially evident in Kelly‘s (1955) personal construct theory where an individual‘s 

active anticipation based on his or her personal constructs shapes his or her behavior, 

which re-informs his or her constructs, essentially shaping his or her expectations for the 

future and constructs for anticipating said future.   

 Research on optimism as an individual difference, or personality trait, can be 

broadly categorized into three approaches: explanatory style, hope and dispositional 

optimism (Peterson, 2000). However, Peterson (2000) explains that the origins of 

optimism within an individual, the nature of the relationship between optimism and its 

correlates, or why optimism has such a broad array of correlates has not been 

comprehensively studied or understood.  

 Attributional Optimism 

 Explanatory style underlies the attribution model of optimism which grew from 

research on learned helplessness (Abramson et al., 1978). This view of optimism looks at 

whether an individual characteristically explains bad events as due to external, unstable, 

and specific causes. Research on learned helplessness showed that animals that were 

exposed to shocks which they could not control or escape from would learn to become 

helpless, passive, and stop responding because none of their actions would have any 

effect on their environment or outcomes. This learning then becomes generalized for the 

organism to mean that there is no connection between actions and outcomes (Peterson, 

2000). Explanatory style was posited as the reasoning behind human‘s learned 

helplessness since human helplessness necessitates causal attributions. These attributions 
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determine how a person reacts to events. Stable attributions generalize to the length of the 

effect of an issue, general attributions generalize to the pervasiveness of the issue, and 

internal attributions contribute to the perception of the lack of personal effect on the 

outcome (Seligaman, 1991). The explanatory style associated with attributional optimism 

has generally been linked with many different positive outcomes (for a review, see 

Snyder & Lopez, 2007). 

 The flaws of the attributional theory of optimism include its focus on 

helplessness, or pessimism, as the converse of optimism when in fact optimism cannot be 

described as merely pessimism‘s opposite (Peterson, 2000). Supporting this is that 

Scheier and Carver‘s Life Orientation Test (1985) often converges with the Attributional 

Style Questionnaire (ASQ), which is a measure of explanatory style (Peterson, 2000). 

The convergence of these two measures makes sense in light of the criticism of 

attributional optimism‘s focus on pessimism as optimism‘s opposite when the single 

dimension hypothesized as underlying the LOT (Scheier & Carver, 1985) essentially 

conceives of optimism and pessimism as opposite one another on a single dimension. 

Yet, upon closer examination, the LOT (Scheier & Carver, 1985) comes closer to the 

dictionary definition of optimism (and pessimism) focused on expectations. With positive 

expectations come beliefs that goals can be attained.  The ASQ on the other hand, is 

mired in causality, or people‘s beliefs about how such a goal might be attained. 

―Optimistic explanatory style is more infused with agency than is dispositional optimism 

(Peterson, 2000, p. 48)‖. Scheier and Carver (1992) parallel their dispositional optimism 

theory with attributional optimism in both theories‘ attention to expectancies. Yet, they 

report weak correlations between the LOT (Scheier & Carver, 1985) and the ASQ in the 
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high teens or low .20s (Scheier & Carver, 1992). They attribute this to attributional 

measures focusing on judgments about the causes of events where the LOT (1985) 

focuses on expectations for the future. As is evident, there are differing views on the 

relation between attributional and dispositional optimism.  

 Hope 

 Snyder (1994) sees hope as characterized by people‘s expectations that their goals 

can be achieved. Both attributional and dispositional optimism, focused on agency and 

expectancy respectively, can be seen as integrated in studies of hope (Snyder, 1994). 

Hope theory can be traced back to the ideas of Frankl (1968) and Menninger.  Snyder 

advocated that hope has two components, agency reflected in the determinations that 

goals can be achieved, and pathways to success reflecting an individual‘s belief that he or 

she can find a way to achieve said goal (Peterson, 2000).  

 Goals related to hope can be long term or short term in duration, goal oriented or 

preventative in nature, and must be of considerable value and importance (Snyder & 

Lopez, 2007).  High degrees of hope may be associated with seeking out alternative 

routes to goals, positive self-talk, and personal zest in achieving said goals. Conversely, 

low hopers are more likely to have experienced failed goal pursuits and so experience 

less motivation and negative emotional states in relation to new goals (Snyder & Lopez, 

2007). High hoping has also been shown to be related to health, adjustment, 

psychological treatment outcomes, sports, and academics (Snyder & Lopez, 2007). 

Higher Hope Scale scores at the beginning of college have been shown to be related to 
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higher GPA and graduation rates (Snyder, Shorey, Cheavens, Adams, Wiklund, Pulvers, 

2002). 

Dispositional optimism 

 The dispositional optimism approach defines optimism as the generalized 

expectation of positive outcomes. Scheier and Carver (1992) have looked at dispositional 

optimism as measured by the Life Orientation Test (LOT) (Scheier & Carver, 1985) and 

a revised version, the Life Orientation Test – Revised (LOT-R) (Scheier, Carver, & 

Bridges, 1994), which overcomes criticisms (e.g.:  Smith, Pope, Rhodewalt & Poulton, 

1989) about overlap with neuroticism (Scheier, Carver, & Bridges, 1994) from the 

original version.  Optimism measured by the LOT-R (Scheier, Carver, & Bridges, 1994) 

has shown superior ability to predict various markers of enhanced coping (Snyder & 

Lopez, 2007). Scheier and Carver refer to their approach as the self-regulatory model 

(Carver & Scheier, 1981) which essentially states that beliefs about the outcomes of 

actions effect behavior and action (Scheier & Carver, 1987) and that disruption of goal-

directed action can become renewed when the outcomes of the actions are considered 

(Scheier, Weintraub, et al., 1986). Therefore, Scheier and Carver‘s optimism asserts a 

belief in achieving one‘s goals even in the face of opposition (Peterson, 2000). Scheier 

and Carver (1985) believed that positive expectations are the best predictors of behavior.  

Kelly (1955) might consider optimism to be one factor that contributes to how an 

individual anticipates based upon their personal constructs. Since human beings are 

active in their construal of their environment, if optimism is an important construct for 

the individual it would undoubtedly contribute to his or her perception of his or her lives, 
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contexts, and expectations for the future. The individual‘s generalized expectations are 

seen as most important (Scheier & Carver, 1987). The expectation that good things will 

happen exemplifies this optimistic viewpoint. The focus on expectancies links optimism 

with expectancy-value theories of motivation (Carver & Sheier, 2002).  If persons 

anticipate based upon constructs which lead to action, then positive expectancies may be 

both part of and influenced by constructs for certain individuals. Peterson (2000) states 

that optimism is both a cause of motivation and may be motivated by a person‘s need to 

look at things optimistically. In this way, optimism can have ego-defensive 

characteristics, allowing an individual to see his or her self or his or her circumstances in 

an overtly positive light which reflects back upon his or her perceptions of self and 

potentially his or her constructs.  

Correlates of optimism 

It is important to note in the following sections of this review that studies looking 

at dispositional optimism as defined by Scheier and Carver (1985) were looked at 

exclusively. Hope and attributional optimism, although important, have not been 

examined in the studies below. Although much of the correlates of dispositional 

optimism hold for both hope and attributional optimism, it is important not to confuse the 

concepts in this review. Also, although as mentioned above, there is evidence that 

optimism and pessimism, as measured by the LOT(-R), are separable constructs, most of 

the research reviewed here has treated optimism-pessimism as a bi-polar construct.   
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Coping 

 In general, optimism has been found to be associated with superior coping 

(Carver et al, 1989; Scheier & Carver, 1985; Scheier, Weintraub, et al., 1986; Taylor, 

Kemeny, Aspinwall, Schneider, Rodriguez, & Herbert, 1992). Scheier, Weintraub et al. 

(1986) used two distinctly different types of methods, self-report rating scales and the 

elicitation of individual coping responses, and found similar results with both methods. 

They found positive correlations between optimism and problem-focused coping, 

especially in controllable situations. Optimism was also positively correlated with 

seeking social support and with the use of positive reinterpretation and negatively 

correlated with denial/distancing, in this way, optimists use approach-oriented coping 

strategies of positive reframing and seeing the best in situations (Carver & Scheier, 2002; 

Taylor et al., 1992). Optimism was also positively associated with 

acceptance/resignation, but only when the situation was seen as uncontrollable.  Carver & 

Scheier (2002) suggest that this finding means that optimists may use acceptance or 

resignation in the face of difficulties, such as physical illness, rather than depending on 

coping strategies such as denial. Johnson and Endler (2002) found similar results 

studying HIV positive males where optimism had a positive relationship with task-

oriented coping, and a negative relationship with emotion-oriented coping. It is clear then 

that optimists generally use more active strategies to cope with difficulties whereas less 

effective coping strategies, such as emotion-focused coping, have a negative relationship 

with optimism. Stated simply, optimists are more likely to keep trying in the face of 

adversity whereas pessimists are more likely to either give up or focus on the negative 

emotions associated with the frustrated goal (Scheier & Carver, 1987, 2001) 
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 Carver, Scheier, and Weintraub (1989) found supporting evidence for the above 

in a study looking at undergraduates and coping. The study found that optimism was 

positively correlated with active coping (r = .32, p < .01), planning (r = .25, p < .01), 

restraint coping (r = .20, p < .01), seeking social support (r = .10, p < .05), positive 

reinterpretation and growth (r = .41, p < .01), acceptance (r = .19, p < .01), turning to 

religion (r = .15, p < .01), and negatively correlated with focus on and ventilation of 

emotions (r = -.11, p < .05), denial (r = -.27, p < .01), behavioral disengagement (r = -.34, 

p < .01), mental disengagement (r = -.14, p < .01), and alcohol and drug disengagement (r 

= -.11, p < .05). These correlations support the notion that optimists use more active and 

positive coping strategies rather than strategies of disengagement and denial.  

 Further evidence that optimists use more active coping strategies than pessimists 

is present in a study looking at a sample of women diagnosed with breast cancer in 

Norway (Schou, Ekeberg, Ruland, Sandvik, & Karesen, 2004). In a similar study, coping 

was seen as a mediator between optimism and quality of life in women diagnosed with 

and treated for breast cancer. Optimists were found to respond with a fighting spirit 

whereas pessimists responded with hopelessness and helplessness with a negative 

influence on quality of life (Schou, Ekeberg, & Ruland, 2005).  Optimism was also 

significantly positively correlated with general health quality of life both pre and post 

operatively (r = .20-.45, p < .01). Optimism was also positive correlated with the coping 

variables of fighting spirit (r = .37, p < .0001), and negatively correlated with anxious and 

hopeless or helpless preoccupations at both assessments (r = - .21, r = -.44, p < .01) as 

well as fatalism (r = -.23, p = .005) at diagnosis. The study further found that pessimism‘s 

affect on global health quality of life and social functioning was mediated by coping 
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strategy of the hopeless/helpless type (Schou et al., 2005). Other research into the 

differences between optimists and pessimists in coping styles has found similar results 

(Billingsley, Waehler, & Hardin, 1993; Carver, Scheier, & Weintraub, 1989; Fontaine, 

Manstead, & Wagner, 1993; Taylor et al., 1992). Optimists report more active and 

―planful‖ coping. Pessimists report more denial and disengagement (such as use of 

alcohol or drugs) to cope with stressful situations, essentially reducing their awareness of 

the problem. Therefore, optimists are more active copers whereas pessimists are often 

more avoidant copers when looked at generally (Scheier & Carver, 2001).  

 Fontaine et al. (1993) looked at optimism as measured by the LOT (Schier & 

Carver, 1985) and coping styles as measured by the COPE inventory (Carver, Scheier, & 

Weintraub, 1989). They found that optimism was positively correlated with perceived 

control (r = .39, p < .001), active coping (r = .17, p < .01), and positive reinterpretation (r 

= .15, p < .01); optimism was negatively correlated with the more emotional coping 

strategies of venting and focusing on emotion (r = -.16, p < .01) as well as a smaller 

negative correlation with behavioral disengagement (r = - .11, p < .05). Perceived control 

was negatively correlated with indices of behavioral disengagement (r = -.16, p < .01), 

denial (r = -.12, p < .05), and positively correlated with growth (r = .11, p < .05).  

 Billingsley et al. (1993) also studied optimism and coping strategies as measured 

by the LOT (Scheier & Carver, 1985) and the COPE (Carver, Scheier, & Weintraub, 

1989). They found that optimism was significantly positively correlated with active 

coping (r = .389, p< .001), planning (r = .28, p < .05), positive reinterpretation and 

growth (r = .49, p < .001), seeking social support for emotional reasons (r = .29, p < 

.01),  as well as significantly negatively correlated with behavioral disengagement (r = -
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.30, p<.01), alcohol and drug disengagement (r = -.35, p < .01), and denial (r = -.36, p < 

.001) at time one. At time two measured 4 weeks later, significance held for active 

coping, behavioral disengagement, planning, positive reinterpretation and growth, and 

seeking social support for emotional reasons demonstrating test-retest reliabilities for 

these factors. Additionally, turning to religion (r = .27, p < .05) and seeking social 

support for instrumental reasons (r = .30, p < .01) became significant at time two 

(Billingsley et al., 1993). Kurdek and Siesky (1990) found similar results showing that 

optimism was significantly related to confrontative coping, seeking social support, 

planful problem solving, and positive reappraisal types of coping and negatively 

associated with intrusion, avoidance, and escape-avoidance coping (Billingsley et al., 

1993). 

 Health Status 

  One of the striking correlates of optimism is good health (e.g., Scheier & Carver, 

1987, 1992). Fotiadou et al. (2008) found that optimism was positively correlated with 

subjective health perception. Optimism has been shown to be associated with better mood 

and more immunological robustness in a sample of law students (Segerstrom, Taylor, 

Kemeny, & Fahey, 1998).  In women a year after breast cancer surgery, optimists had 

more positive treatment outcome expectations than pessimists (Schou et al., 2004). 

Optimists in this study also showed lower levels of depression and anxiety than 

pessimists.  

 Scheier and Carver (1985) looked at the levels of optimism and physical 

symptoms at two times for undergraduates, the first 4 weeks prior to the end of the 

semester, and the second just before final exams. They found that optimism at time one 
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was negatively correlated with physical symptoms at time two (r (139) = -.27, p<.001) 

showing that optimists were less focused on the development of physical symptoms over 

time. The authors (Scheier & Carver, 1985) also performed two partial correlations. The 

first found optimism at time 1 correlated with symptom reporting at time 2, after first 

partialling out the effects of symptom reporting at time 1, which was significant (r(138) = 

-.18, p < .05) supporting the previous finding of optimists less focused on the 

development of physical symptoms. The second partial correlation looked at the reverse: 

the correlation between physical symptoms at time 1 and optimism at time 2, after 

partialling out the effects of optimism as time 1. This resulted in a partial correlation near 

zero indicating that ―physical well-being did not seem to lead to a sense of optimism over 

time‖ (Scheier & Carver, 1985, p. 236). The authors (Scheier & Carver, 1985) express a 

caveat that the results may reflect a decrease in reported symptoms for optimists rather 

than actual symptom levels. Scheier and Carver (1987) also considered these results to 

show that optimists are better at coping with stressful situations, in this case the approach 

of final exams, as expressed by their lower endorsement of physical symptoms.  

 For patients undergoing coronary bypass surgeries, optimism was associated with 

the perception of control through the duration of the illness as well as with assessment of 

quality of life (Fitzgerald, Tennen, Affleck, & Pransky, 1993). The authors assert that 

dispositional optimism measured before surgery predicts quality of life outcomes months 

after surgery. Furthermore, optimism was associated with less pre-surgical distress. 

Additionally, when controlling for pre-surgical life satisfaction, optimism was positively 

associated with postsurgical life satisfaction (Fitzgerald et al., 1993). 
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 Chamberlain, Petrie, and Azaria, (1992) looked at patients undergoing joint 

replacement surgery and found that life-satisfaction and wellbeing were positively 

associated with optimism assessed pre-surgically. Optimism was positively correlated 

with life satisfaction (pre-surgery: r = .37, p < .01; post-surgery: r = .42, p < .01) and 

positive well-being (r = .49, p < .001 pre and post surgically) and negatively correlated 

with psychological distress (pre-surgery: r = -.36, p < .01; post-surgery: r = -.38, p < .01) 

and pain (pre-surgery: r = -.37, p < .01; post-surgery: r = -.33, p < .05) (Chamberlain et 

al., 1992).   

  For women with early stage breast cancer, optimism was shown to be negatively 

associated with distress at 5 data points: 1 day pre-surgery (r = -.56, p < .01), 10 days 

post-surgery (r = -.24, p < .07), and 3 months (r = -.42, p < .01), 6 months (r = -.31, p < 

.05), and 12 months (r = -.32, p<.05) following surgery, all numbers save pre-surgical 

optimism levels controlled for distress at the prior time of measurement. Acceptance and 

use of humor predicted lower distress whereas disengagement and denial predicted more 

distress. Path analysis suggested that coping served a mediating role in optimism‘s effect 

on distress (Carver, Pozo, Harris, Noriega, Scheier, Robinson, et al., 1993).  

Several studies have looked at optimism in cancer patients. One study looked at 

275 patients with urogenital cancer and used the LOT-R, the Health Related Quality of 

Life (HRQOL) and the Hospital Anxiety and Depression Scale to measure anxiety and 

depression. ―Optimism at T1 was significantly associated with anxiety (r = −0.35), 

depression (r = −0.41) and HRQOL (physical: r = 0.29; mental: r = 0.27) and can predict 

outcome variables three months later‖ (Zenger, Brix, Borowski, & Stolzenburg, 2010, p. 

879). A study by Mannix, Feldman, Moody, and Child (2009) looked at 23 adolescents 
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with cancer. This study showed a positive relationship between psychological health and 

optimism (.521, p = .011). Optimism also had a positive relationship with fewer problems 

with communication (.494, p = .017), the total Quality of Life score (.467, p = .025), and 

less pain and hurt (.452, p = .030).  Winterling, Glimelius, and Nordin (2008) assessed 55 

cancer patients and 56 spouses with the LOT and the Hospital Anxiety Depression Scale 

and found negative relationships between Optimism and anxiety for the patient (-.54, p < 

.01) and spouses (-.62, p < .01) as well as negative relationships between optimism and 

depression for the patient (-.49, p < .01) and spouses (-.77, p < .01). 

 Taylor et al. (1992) studied men responding to the risk of AIDS. They found that 

dispositional optimism was associated with less avoidant coping styles, use of positive 

attitudes as a coping strategy, less distress, and fewer AIDS related concerns. 

Furthermore, the study showed that AIDS specific optimism was associated with more 

perceived control over AIDS in sereopositive men, these same men showed more 

optimism about not developing AIDS than men who were sereonegative for HIV. 

Optimists tended to attempt to actively see situations more positively through reframing, 

seeking information, and plans for recovery. Optimists used less self-blame, escapism, 

and fatalism and didn‘t focus on the negative aspects of the situation or suppress their 

negative thoughts. Optimists also accepted situations they could not change rather than 

trying to deny or avoid them (Taylor et al., 1992).  

 Another study looked at the effects of optimism on women with epithelial ovarian 

cancer (deMoor et al., 2006). Dispositional optimism was correlated positively with 

social and physical well-being. Moreover, cancer antigen levels showed a greater decline 

in those with higher levels of dispositional optimism at the beginning of treatment.  
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 Psychopathology 

Many studies have found a negative relationship between differing indices of 

psychopathology and optimism (Kurdek & Siesky, 1990). Participants in one study were 

spouse caregivers of patients diagnosed with Alzheimer‘s disease (Hooker et al., 1992). 

The researchers found that optimism and depression were negatively correlated (r = - .58) 

as measured by the CES-D (Radloff, 1977) and the LOT (Scheier & Carver, 1985). This 

parallels findings by Johnson and Endler (2002) who found a negative correlation 

between depression and optimism in HIV positive men (r = -.60). They also found a 

negative correlation of optimism with state anxiety (r = -.49) in this same population. A 

study looking at women with ovarian cancer (deMoor et al.,  2006) found that optimism 

was negatively correlated with baseline levels of anxiety, depression, and perceived 

stress. Fotiadou et al. (2008) found that optimism was negatively correlated with anxiety 

and depression in both a control group and in parents of children with cancer. And in 

Pakistani adolescents optimism was found to be negatively related to hopelessness (-.45, 

p< .01) and suicidal ideation (-.17, p < .01) (Ayub, 2009).  

 Carver and Gaines (1987) found that mother‘s postpartum depression 3 weeks 

following birth was negatively correlated with optimism scores on the LOT (Scheier & 

Carver, 1985) taken 3 weeks before the birth of the child. Furthermore, this relationship 

still holds after controlling for pre-birth levels of depression. They found that the most 

marked effect was for mothers who were not depressed prior to the birth of their child. 

This suggests that optimism had a protective effect against the development of post-

partum depression. Fontaine and Jones (1997) also looked at depression in mothers 
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before and after the birth of their child and found optimism and self-esteem were 

associated with fewer depressive symptoms at both times.  

 Another study (Cozzarelli, 1993) looked at women‘s adjustment to abortion. They 

found that optimists had better adjustment measured both immediately after the 

procedure and 3 weeks after the procedure as well as less depression prior to the 

procedure. The researchers found optimism to be positively correlated with self-efficacy 

(r = .49), self-esteem (r = .61), control (r = .63), and negatively correlated with pre-

abortion depression (r = -.52) and psychological adjustment (r = -.43, with higher scores 

indicating poorer psychological adjustment), with all correlations were significant at the 

.01 level. This finding was supported by Major, Richards, Cooper, Cozzarelli, and Zubek 

(1998) that found optimism as an important component contributing to personal 

resilience which aided post-abortion adjustment.  

 Peleg, Barak, Harel, Rochberg, and Hoofien (2009) looked at participants with 

traumatic brain injury from two rehabilitation hospital using the Hope scale, the LOT-R, 

and the BDI. The BDI was negatively corre3lated with both the HS (r = -.59, p = .000) 

and the LOT-R (r = -.53, p = .000). The LOT-R and the HS were positively correlated (r - 

.56, p = .000). The study found a negative relationship between the BDI for individuals 

minimally and moderately depressed and HS (-.35, p< .05) and the LOT-R (-.19, p > .1). 

The relationship between individuals who were moderately to severely depressed as 

measured by the BDI were also negatively and more strongly associated with the Hope 

Scale (-.62, p = .000) and the LOT-R (-.43, p < .05). They also found that the HS and 

LOT-R combined accounted for 40.6% of the variance in depression.  
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Scheier and Carver (1985) found that optimism had a negative relationship with 

hopelessness (r = -.47), depression (r = -.49), social anxiety(r = - .33), perceived stress (r 

= - .55), contexts of alienation (work, r = -.35; self, r = -.36; social relations, r = -.31; 

family, r = -.27; social institutions, r = -.26), and various types of alienation 

(powerlessness, r = -.40; vegetativeness, r = -.39; nihilism, r = -.36).  

Aspinwall and Taylor (1992) looked at adjustment in first year college students.  

They assessed self-esteem, locus of control, optimism via the LOT (Scheier & Carver, 

1985), desire for control, baseline mood, and preferred ways of coping. The study found 

that not only was optimism associated positively with adjustment to college, but 

optimism levels at the beginning of the participant‘s first year of college were associated 

with lower levels of psychological distress measured 3 months later. They found that this 

result was independent of baseline moods and of the other factors measured in the study. 

The study also found that optimists preferred more active coping methods and were less 

likely to use avoidance coping. Active coping was associated positively with adjustment 

whereas avoidance coping was negatively associated with adjustment. In this way, 

optimism, through coping, significantly affects adjustment as well as psychological well-

being 

Level of caregiver optimism helped explain reactions to caring for cancer patients 

at home. Level of caregiver optimism predicted variations in caregivers‘ depression and 

the caregivers‘ perceptions of the effects of caregiving on health (Given et al., 1993). 

Another study looked at caregivers of Alzheimer‘s patients (Hooker et al., 1992) and 

found that caregiver optimism was negatively correlated with neuroticism (r = -.57, p < 

.0001), perceived stress (r = -.50, p < .01), and scores on the CES-D (Radloff, 1977) 
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depression measure (r = -.58, p < .001). These studies give evidence for how optimism 

may help temper the psychological effects of caregiving. Moreover, optimism seems to 

offer protection against psychopathology in general.  

 Demographic variables 

 Demographic variables such as race and marital status have been shown to have a 

relationship with optimism. Coll and Draves (2008) found significant differences in the 

ethnicity and marital status of participants in a study of optimism in college students. The 

study found that African Americans (mean = 24.9) were significantly more optimistic 

than Caucasians (mean = 22.6) and Hispanics (mean = 21.7). Additionally, the study 

found that married participants (mean = 24.9) were significantly more optimistic when 

compared to single participants (mean = 22.6) who were significantly more optimistic 

compared to divorced participants (mean = 18). All differences between means were 

significant at the .05 level. However, gender did not have a significant relationship with 

optimism throughout the research (e.g., Scheier & Carver, 1985).  Another study looked 

at Pakistani adolescents and found that correlations between optimism and age and 

optimism and gender were not significant (Ayub, 2009). And Robb, Simon, and Wardle 

(2009) found that SES was positively associated with optimism (.22, p  < .01) showing 

that those with higher SES often show higher levels of optimism.  

 Other variables (individual differences) 

 Scheier and Carver (1985) looked at the relationship between their scale, the LOT 

(Scheier & Carver, 1985), and other measures. They found that optimism had a positive 

relationship with internal locus of control (r = .34) and higher self-esteem (r = .48).  
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Kurdek and Siesky (1990) also found a positive correlation between optimism and locus 

of control (r = .24, p < .05). Creed et al. (2002) studied optimism in relation to career and 

well-being variables in Australian high school students. They found that those high in 

optimism reported high levels of career planning (r = .17, p < .001) and exploration (r = 

.20, p < .001) and found that those higher in optimism were also more confident in their 

career decisions (r = .19, p < .001), higher levels of school achievement (.20, p < .001) 

high levels of self-esteem (r = .55, p < .001) and low levels of psychological distress (r = 

-.38, p < .001).  

 Additionally, Krause (2005) found that those with higher levels of God-mediated 

control, the belief that God works with them in order to control things that happen in life, 

are more optimistic than others with lower levels of God-mediated control (beta = .280, p 

< .001). Furthermore, this relationship is stronger for older African Americans than it is 

for older Whites (b = -.266, p < .001) and in fact is two times larger for older African 

Americans (b= .406, beta = .476, p < .001) than older Whites (b= .140, beta = .164, p < 

.001) (Krause, 2005).  

Death Anxiety and Optimism 

 Both death anxiety and optimism can be conceptualized through the lens of 

personal construct theory. Kelly‘s notion of active construal (1955) gives a clearer 

understanding of how consideration and expectation of an event in the future, as 

optimism is a positive expectancy and death anxiety is fear or anxiety about death or 

dying (which the individual most times has not confronted as of yet) can be influenced by 

constructs in a cyclical fashion. Not only is the active anticipation of future events an 
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important factor for both death anxiety and optimism, but the notion that humans are 

―beings in time‖ is also important in that it stresses that we cannot extricate ourselves 

from our conceptualization and anticipation of future outcomes, at least from a Western 

perspective. Both concepts undoubtedly influence how and why a person might anticipate 

the future to be one way or another. Moreover, if differences in these concepts weren‘t 

important than we wouldn‘t see the correlates of functioning and less psychopathology in 

those who are more optimistic and have lower levels of death anxiety.  

 Optimism and death anxiety have been looked at both together and with multiple 

other variables. A number of studies have found a negative relationship between 

optimism and death anxiety. A similar foundation of these two concepts can especially be 

seen in the contrasting ways in which optimism and death anxiety are related to coping, 

psychopathology including anxiety and depression, health status, self-esteem, self-

actualization, and locus of control.  

 If optimists expect good outcomes, then applying this to death anxiety means that 

an individual may have good expectations of his or her death. This may imply that the 

optimist has good expectations for the duration of his or her life in such a way that death 

is not seen as foreshortening his or her opportunities in life. It may also imply that the 

optimist believes that his or her experiences in life have prepared him or her for unknown 

aspects of life, such as death, and that he or she has sufficient constructs with which to 

conceptualize this experience. It may also mean that optimists have fewer concerns 

regarding the actuality of their death, as their positive expectations may allow them to 

temper negative images and views of death.  
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 Kurdek and Siesky (1990) studied the effects of optimism, death anxiety, coping 

strategies, and psychological distress in men who were seronegative for HIV, 

symptomatic with AIDS related symptoms, and asymptomatic but seropositive. 

Optimism was measured with the LOT (Scheier & Carver, 1985) and death anxiety was 

measured by Templer‘s Death Anxiety Scale (1970). Kurdek and Siesky (1990) 

performed a MANOVA that was significant (F (6,118) = 3.85, p = .002) indicating 

significant differences between groups. The study then looked at univariate results and 

performed Student Newman-Keuls comparisons indicating that the asymptomatic 

seropositive men had the worst scores indicating more death anxiety, less optimism, and 

more psychological distress than the other two groups. Kurdek and Siesky (1990) found 

that there were significant differences in levels of death anxiety between symptomatic 

(mean = 16.52) and asymptomatic (mean = 17.81) men (F (2, 60) = 3.34, p < .05). There 

were also significant differences in optimism between symptomatic (mean = 27.52), 

asymptomatic (mean = 24.20), and seronegative (mean = 31.53) groups of men (F (2, 60) 

= 9.00, p < .01). Additionally, there were differences in psychological distress between 

symptomatic (mean = .91), asymptomatic (mean = 1.73), and seronegative (mean = .41) 

men (F (2, 60) = 10.58, p < .01). Furthermore, the negative correlation between optimism 

and psychological distress was significant (r = -.50, p < .01) as well as the negative 

correlation between optimism and death anxiety (r = -.45, p < .01). And the 

asymptomatic men used avoidance and distancing methods of coping more than the 

symptomatic men (Kurdek & Siesky, 1990).  

 Lester and Abdel-Khalek (2007) looked at the relationship between Taoist 

orientation, and anxiety, death anxiety, existential anxiety, optimism-pessimism, 



Texas Tech University, Ashlee Greer Brown, August 2011 

 

134 
 

suicidality, and obsessive-compulsiveness in samples of both Kuwaiti and American 

undergraduates. Taoism is described as less ‗ego-grasping‘ (Lester & Abdel-Khalek, 

2007) and views death as merely another aspect of reality and emphasizes that death 

should neither be feared nor desired. They found that Taoist orientation was positively 

associated in both samples with optimism and negatively with suicidality, death 

obsession, anxiety, and obsessive-compulsiveness with the American sample‘s 

correlations ranging from .34 to .58 (p < .001) and the Kuwaiti sample correlations 

ranging from .25 to .41 (p < .001). In a second study they found that Taoist orientation 

was negatively associated with death anxiety scores and existential insecurity with 

correlations for the American sample ranging from -.13 to -.25 (p<.05) and the Kuwaiti 

sample ranging from -.19 to -.32 (p<.01) (Lester & Abdel-Khalek, 2007). Although these 

studies looked at death anxiety and optimism separately through their relationship with a 

third variable, Taoist orientation, it seems reasonable to assume that optimism and death 

anxiety would have been negatively correlated as well.  

 A study comparing less advanced and more advanced cancer patients revealed 

that optimism and the death anxiety fear of the unknown was correlated for the less 

advanced cancer patients (r = -.35, p < .05) and the more advanced cancer patients (r = -

.37, p < .01) (Sigal et al., 2008). Additionally, emotion focused coping was correlated 

with all three death anxiety scales for the less advanced group (pain and suffering r = .35, 

r < .05; loneliness r = .33, p < .05; fear of the unknown r = .59, p < .001) and two of the 

death anxiety scales for the more advanced group (loneliness r = .41, p < .01; fear of the 

unknown r = .36, p < .05). Moreover, fear of the unknown was positively correlated with 

avoidant coping in the less advanced group (r = .33, p < .01) and in this same group pain 
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and suffering was positively correlated with social diversion coping (r = .39, p < .01). 

Optimism may help temper the fears of what will happen after death, especially for those 

who may be considering the proximity of death (Sigal et al., 2008).  

 Another study compared a life review method with waiting list controls for 

individuals with HIV. While they did not find differences between the groups, they did 

correlate the main variables in the study many of which are of interest to this review 

(Vaughan & Kinnier, 1996). Optimism was positively correlated with self-esteem (r = 

.48), purpose in life (r = .48), and negatively correlated with psychological distress (r = -

.16) and death anxiety (r = -.22). Death anxiety was correlated negatively with optimism, 

self-esteem (r = -.42), purpose in life (r = -.15) and positively correlated with 

psychological distress (r = .30) (Vaughan & Kinnier, 1996). Significance was not 

reported for this article. However, the patterns of associations between optimism, death 

anxiety, and psychological distress are evident and support other similar findings.  

 Davis et al. (1992) looed at the relationship between optimism as measured by the 

OPI, loneliness, and death anxiety as measured by the DAS. In male subjects there was a 

significant negative correlation between loneliness and optimism (r = -.41, p < .01), but 

there were no significant correlations between death anxiety and any of the variables. For 

women subjects, there was a significant negative correlation between loneliness and 

optimism (r = -.27, p < .01) and a significant positive correlation between loneliness and 

death anxiety (r = .23, p < .05), and again there was no significant correlation between 

death anxiety and optimism (Davis et al., 1992).  This study had several potential issues 

including looking at males and females separately, and not looking at the results of all the 

participants overall (thus decreasing power), asking for participant volunteers, which may 
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have caused those with issues related to death anxiety to self-select out participation.  

Also, the studydid not report any demographic variables, means, or standard deviations, 

which makes it difficult to assess why these results differed from those found in other 

studies. 

 The relationship between death anxiety and optimism does not seem to be 

mediated by self-actualization. Richard and Jex (1991) found that the Short Index of self-

actualization was positively correlated with both optimism (r = .34, p < .01) and self-

esteem (r = .52, p < .01), negatively correlated with trait anxiety (r = -.48, p < .01), and 

had a slight, and non-significant, negative correlation with death anxiety (r = -.10). These 

results indicate that although there are hypotheses connecting the constructs of optimism 

to self-actualization and proposing a negative relationship between death anxiety and 

self-actualization indicating the possible connection of these variables through self-

actualization, a relationship mediated by self-actualization was not found. However, this 

could be an artifact of this particular study.  The authors of the study explained that  the 

sample‘s higher proportion of older and female participants may have explained their 

failure to find the expected mediation. Yet, the study did find a direct negative correlation 

between death anxiety and optimism (r = -.20, p < .05) (Richard & Jex, 1991).  

 These studies, which have looked at death anxiety and optimism, have not entirely 

clarified the relationship between these two variables. Although most studies have shown 

a negative relationship between the two, at least one study did not find a significant 

relationship. Additionally, there is some suggestion that there is a mediating variable, or 

variables, between optimism and death anxiety which may help explain their relationship. 

If more is to be known about the relationship between these two variables, a model of 
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their relationship, and potential mediators, could be illuminating.  The study reported in 

this dissertation is one step in that direction. 
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Appendix B 

Demographic Form 

Please indicate the response that answers the question most accurately for you.    

1. Race/Ethnicity:     (1) Anglo/Caucasian    (2) African American    (3) 

Latino(a)/Hispanic     

(4) Asian/Pacific Islander    (5) Native American    (6) 

Other:____________________________   

2. Age:________________________ 

3. Gender       (1) Male          (2) Female 
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Appendix C 

Threat Index 

PART 1 

You or Your Present Life 

INSTRUCTIONS: Below is a list of 25 dimensions, each of which is made up of a pair of 

opposite constructs. For each dimension, please decide which one of the pair (the left or 

the right side) describes you and your present life more closely. Then indicate whether 

you strongly agree, moderately agree, or mildly agree with the dimension by indicating 

the number. In a few of the cases, you may feel as if both sides describe you to some 

degree. If both sides of the dimension describe you equally, then indicate the middle 

response (i.e., the 4). For example, do you see yourself as more healthy or sick? Please 

indicate only one number for each of the 25 dimensions.  

strongly 

agree 

with left 

construct 

moderately 

agree with 

left 

construct 

mildly 

agree with 

left 

construct 

equally 

agree 

with both 

constructs 

mildly 

agree 

with 

right 

construct 

moderately 

agree with 

right 

construct 

strongly 

agree with 

right 

construct 

1 2 3 4 5 6 7 

 

1. Healthy…………………………………………………………………………Sick 

2. Strong…………………………………………………………………………Weak 

3. Existence……………………………………………………………..Nonexistance  

4. Open…………………………………………………………………………Closed 

5. Mentally 

Healthy……………………………………………………………………….Crazy 

6. Happy…………………………………………………………………….……..Sad 

7. Competent……………………………………………………………..Incompetent 

8. Feels Good……………………………………………………………….Feels Bad 

9. Secure……………………………………………………………………...Insecure 

10. Concrete……………………………………………………………………Abstract 

11. Conforming………………………………………………………..Nonconforming 

12. Changing……………………………………………………………………...Static 
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13. Specific………………………………………………………………….….General 

14. Objective………………………………………………………………...Subjective 

15. Predictable………………………………………………………………....Random 

16. Animate………………………………………………………………….Inanimate 

17. Easy…………………………………………………………………………...Hard 

18. Learning……………………………………………………………....Not Learning 

19. Hope………………………………………………………………………No Hope 

20. Useful……………………………………………………………………….Useless 

21. Productive……………………………………………………………Unproductive 

22. Peaceful……………………………………………………………………..Violent 

23. Alive………………………………………………………………………......Dead 

24. Understanding……………………………………………….... Not Understanding 

25. Helping…………………………………………….................Others Being Selfish 

 

PART II 

Your Own Death 

INSTRUCTIONS: Below is a list of 25 dimensions, each of which is made up of a pair of 

opposite constructs. For each dimension, please decide which one of the pair (the left or 

the right side) describes your own death, thinking of your own death as if it were to occur 

at this time in your life. Then indicate whether you strongly agree, moderately agree, or 

mildly agree with the dimension by indicating the number. In a few of the cases, you may 

feel as if both sides describe your own death. If both sides of the dimension describe your 

own death equally, then indicate the middle response (i.e., the 4). For example, do you 

see your own death as more healthy or sick? Please indicate only one number for each of 

the 25 dimensions.  

strongly 

agree with 

left 

construct 

moderately 

agree with 

left 

construct 

mildly 

agree with 

left 

construct 

equally 

agree with 

both 

constructs 

mildly 

agree with 

right 

construct 

moderately 

agree with 

right 

construct 

strongly 

agree 

with 

right 

construct 

1 2 3 4 5 6 7 
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1. Healthy…………………………………………………………………………Sick 

2. Strong…………………………………………………………………………Weak 

3. Existence……………………………………………………………..Nonexistance  

4. Open…………………………………………………………………………Closed 

5. Mentally Healthy…………………………………………………………….Crazy 

6. Happy………………………………………………………...............................Sad 

7. Competent……………………………………………………………..Incompetent 

8. Feels Good……………………………………………………………….Feels Bad 

9. Secure……………………………………………………………………...Insecure 

10. Concrete……………………………………………………………………Abstract 

11. Conforming………………………………………………………..Nonconforming 

12. Changing………………………………………………...................................Static 

13. Specific……………………………………………………………………..General 

14. Objective………………………………………………………………...Subjective 

15. Predictable…………………………………………………………………Random 

16. Animate…………………………………………………………………..Inanimate 

17. Easy…………………………………………………………………………....Hard 

18. Learning………………………………………………………………Not Learning 

19. Hope………………………………………………………………………No Hope 

20. Useful……………………………………………………………………….Useless 

21. Productive……………………………………………………………Unproductive 

22. Peaceful……………………………………………………………………..Violent 

23. Alive…………………………………………………………………………Dead 

24. Understanding………………………………………….. ……..Not Understanding 

25. Helping…………………………………………….................Others Being Selfish 
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Appendix D 

Death Anxiety Scale  

 

False True 

0 1 

 

1. I am very much afraid to die.  

2. The thought of death seldom enters my mind.(reverse scored) 

3. It doesn‘t make me nervous when people talk about death.(reverse scored) 

4. I dread to think about having to have an operation. 

5. I am not at all afraid to die.(reverse scored) 

6. I am not particularly afraid of getting cancer.(reverse scored) 

7. The thought of death never bothers me.(reverse scored) 

8. I am often distressed by the way time flies so very rapidly. 

9. I fear dying a painful death. 

10. The subject of life after death troubles me greatly. 

11. I am really scared of having a heart attack. 

12. I often think about how short life really is. 

13. I shudder when I hear people talking about a World War III. 

14. The sign of a dead body is horrifying to me. 

15. I feel that the future holds nothing for me to fear. (reverse scored) 
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Appendix E 

Revised Collett-Lester Fear of Death Scale 

How disturbed or made anxious are you by the following aspects of death and dying? 

Read each item and answer it quickly. Don‘t spend too much time thinking about your 

response. We want your first impression of how you think right now.  Indicate the 

number that best represents your feeling.  

Not  Somewhat  Very 

1 2 3 4 5 

 

       Your Own Death 

1. The total isolation of death 

2. The shortness of life 

3. Missing out on so much after you die 

4. Dying young 

5. How it will feel to be dead 

6. Never thinking or experiencing anything again 

7. The possibility of pain and punishment during life-after-death 

8. The disintegration of your body after you die 

Your own dying 

1. The physical degeneration involved in a slow death 

2. The pain involved in dying 

3. The intellectual degeneration of old age 

4. That your abilities will be limited as you lay dying 

5. The uncertainty as to how bravely you will face the process of dying 

6. Your lack of control over the process of dying 

7. The possibility of dying in a hospital away from friends and family 

8. The grief of others as you lay dying 
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The Death of Others 

1. The loss of someone close to you 

2. Having to see their dead body 

3. Never being able to communicate with them again 

4. Regret over not being nicer to them when they were alive 

5. Growing old alone without them 

6. Feeling guilty that you are relieved that they are dead 

7. Feeling lonely without them 

8. Envious that they are dead 

The Dying of Others 

1. Having to be with someone who is dying 

2. Having them want to talk about death with you 

3. Watching them suffer from pain 

4. Having to be the one to tell them that they are dying 

5. Seeing the physical degeneration of their body 

6. Not knowing what to do about your grief at losing them when you are with them 

7. Watching the deterioration of their mental abilities 

8. Being reminded that you are going to go through the experience also one day 
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Appendix F 

The Life Orientation Test – Revised 

Please be as honest and accurate as you can throughout.  Try not to let your response to 

one statement influence your responses to other statements.  There are no "correct" or 

"incorrect" answers.  Answer according to your own feelings, rather than how you think 

"most people" would answer.  

I disagree a 

lot 

I disagree a 

little 

I neither 

agree nor 

disagree 

I agree a 

little 

I agree a 

lot 

0 1 2 3 4 

 

1. In uncertain times, I usually expect the best.  

2. It‘s easy for me to relax (filler item, not scored) 

3. If something can go wrong for me, it will. (reverse scored) 

4. I‘m always optimistic about my future. 

5. I enjoy my friends a lot. (filler item, not scored) 

6. It‘s important for me to keep busy. (filler item, not scored) 

7. I hardly ever expect things to go my way. (reverse scored) 

8. I don‘t get upset too easily. (filler item, not scored) 

9. I rarely count on good things happening to me.(reverse scored) 

10. Overall, I expect more good things to happen to me than bad. 
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Appendix G 

The Optimism Pessimism Scale/Instrument 

Instructions: The 56 statements printed below represent individual differences in 

viewpoint. Using the scale shown below, please respond with your own point of view to 

all of the statements: for example, if you strongly agree with a statement than indicate 1 

(Strongly agree). Do not spend a lot of time thinking about each one; just indicate your 

first impression. Remember, respond to these statements according to how you feel about 

them right now. 

strongly 
agree 

agree disagree 
strongly 
disagree 

1 2 3 4 
* optimism items are reverse scored. 

 

1. I like people I get to know.(filler item, not scored) 

2. It is best not to set your hopes too high since you will probably be disappointed. 

(pessimism item) 

3. There is so much to be done and so little time to do it in. (filler item, not scored) 

4. I have a tendency to make mountains out of molehills.(pessimism item) 

5. Rarely do I expect good things to happen.(pessimism item) 

6. Everything changes so quickly these days that I often have trouble deciding which 

are the right rules to follow. (filler item, not scored) 

7. All in all the world is a good place. (optimism item) 

8. When it comes to my future plans and ambitions in life, I expect more to go 

wrong than right. (pessimism item) 

9. My hardest battles are with myself. (filler item, not scored) 

10. I believe there‘s not much hope for the human race. (pessimism item) 

11. It does not take me long to shake off a bad  mood.(optimism item) 

12. If you hope and wish for something long and hard enough, you will eventually get 

it.(optimism item) 

13. People get ahead by using ‗pull‘ and not because of what they know.(filler item, 

not scored) 

14. Even when things in my life are going okay, I expect them to get worse soon. 

(pessimism item) 
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15. With enough faith, you can do almost anything. (optimism item) 

16. I enjoy myself most when I am alone, away from other people. (filler item, not 

scored) 

17. When I undertake something new, I expect to succeed. (optimism item) 

18. Honesty is the best policy in all cases. (filler item, not scored) 

19. I generally look at the brighter side of life. (optimism item) 

20. If I make a decision on my own, I can pretty much count on the fact that it will 

turn out to be a poor one. (pessimism item) 

21. I generally make light of my problems.(optimism item) 

22. It is always a good thing to be frank. (filler item, not scored)  

23. Where there‘s a will, there‘s a way. (optimism item) 

24. I have a tendency to blow up problems so they seem worse than they really are. 

(pessimism item) 

25. All in all, it is better to be humble and honest than important and dishonest.(filler 

item, not scored) 

26. As time goes on, things will most likely get worse. (pessimism item) 

27. It is the slow, steady worker who usually accomplishes the most in the end. (filler 

item, not scored) 

28. When I go to a party I expect to have fun.(optimism item) 

29. Times are getting better.(optimism item) 

30. Everyone should have an equal chance and an equal say.(filler item, not scored) 

31. Better to expect defeat: then it doesn‘t hit so hard when it comes. (pessimism 

item) 

32. It is wise to flatter important people.(filler item, not scored) 

33. I expect to achieve most of the things I want to in life. (optimism item) 

34. It seems the cards of life are stacked against me. (pessimism item) 

35. What is lacking in the world today is the old kind of friendship that lasted for a 

lifetime. (filler item, not scored) 

36. When a weatherman predicts 50% chance of rain, you might as well count on 

seeing rain. (pessimism item) 
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37. Before an interview, I am usually confident that things will go well.  (optimism 

item) 

38. Sometimes I feel down, but I bounce right back again.(optimism item) 

39. The future seems too uncertain for people to make serious plans. (pessimism 

item) 

40. When I have undertaken a task, I find it difficult to set it aside even for a short 

time. (filler item, not scored) 

41. Tenderness is more important than love. (filler item, not scored) 

42. When gambling, I expect to lose.(pessimism item) 

43. Anybody who is willing to work hard has a good chance for success. (optimism 

item) 

44. The future looks very dismal.(pessimism item) 

45. If I had to choose between happiness and greatness, I‘d choose greatness. (filler 

item, not scored) 

46. Minor setbacks are something I usually ignore.(optimism item) 

47. In general, things turn out all right in the end.(optimism item) 

48. It is better to be a dead hero than a live coward.(filler item, not scored) 

49. Give me 50/50 odds and I will choose the wrong answer every time. (pessimism 

item) 

50. It is hard to get ahead without cutting corners here and there. (filler item, not 

scored) 

51. If I were in competition and contestants were narrowed down to myself and one 

other person, I would expect to be runner-up. (pessimism item) 

52. April showers bring May flowers.(optimism item) 

53. I can be comfortable with nearly all kinds of people. (filler item, not scored) 

54. The worst defeats come after the best victories. (pessimism item) 

55. In the history of the human race there have probably been just a handful of really 

great thinkers. (filler item, not scored) 

56. Every cloud has a silver lining. (optimism item) 
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Appendix H 

The Hope Scale 

Directions: Read each item carefully. Using the scale shown below, please select the 

number that best describes YOU and indicate your answer.  

1 2 3 4 

Definitely 

False 

Mostly 

False 

Mostly 

True 

Definitely 

True 

 

1. I can think of many ways to get out of a jam. (pathways item) 

2. I energetically pursue my goals. (agency item) 

3. I feel tired most of the time. (filler item, not scored) 

4. There are lots of ways around any problem. (pathways item) 

5. I am easily downed in an argument. (filler item, not scored) 

6. I can think of many ways to get the things in life that are most important to me. 

(pathways item) 

7. I worry about my health. (filler item, not scored) 

8. Even when others get discouraged, I know I can find a way to solve the problem. 

(pathways item) 

9. My past experiences have prepared me well for my future. (agency item) 

10. I‘ve been pretty successful in life. (agency item) 

11. I usually find myself worrying about something. (filler item) 

12. I meet the goals that I set for myself. (agency item) 
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Appendix I 

Depression Anxiety Stress Scales - 21 

Please read each statements and indicate a number that represents how much the 

statement applied to you over the past week. There are no right or wrong answers. Do not 

spend too much time on any statement.  

Did not apply to me 

at all 

Applied to me to 

some degree, or 

some of the time 

Applied to me to a 

considerable 

degree, or a good 

part of the time 

Applied to me very 

much, or most of 

the time 

0 1 2 3 

 

1. I found it hard to wind down. (stress item) 

2. I was aware of dryness of my mouth. (anxiety item) 

3. I couldn‘t seem to experience any positive feelings at all. (depression item) 

4. I experienced breathing difficulty (e.g., excessively rapid breathing, 

breathlessness in the absence of physical exertion. (anxiety item) 

5. I found it difficult to work up the initiative to do things. (depression item) 

6. I tended to over-react to situations. (stress item) 

7. I experienced trembling (e.g., in the hands). (anxiety item) 

8. I felt that I was using a lot of nervous energy. (stress item) 

9. I was worried about situations in which I might panic and make a fool of 

myself. (anxiety item) 

10. I felt that I had nothing to look forward to. (depression item) 

11. I found myself getting agitated. (stress item) 

12. I found it difficult to relax. (stress item) 

13. I felt down-hearted and blue. (depression item) 

14. I was intolerant of anything that kept me from getting on with what I was 

doing. (stress item) 

15. I felt I was close to panic. (anxiety item) 

16. I was unable to become enthusiastic about anything. (depression item) 
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17. I felt I wasn‘t worth much as a person. (depression item) 

18. I felt that I was rather touchy. (stress item) 

19. I was aware of the action of my heart in the absence of physical exertion (e.g., 

sense of heart rate increase, heart missing a beat). (anxiety item) 

20. I felt scared without any good reason. (anxiety item) 

21. I felt that life was meaningless. (depression item) 
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Appendix J 

Generalized Anxiety Disorder – 7 

Over the last 2 weeks, how often have you been bothered by the following problems?  

Not at all Several days 

More than half 

the days 

Nearly every 

day 

0 1 2 3 

 

1. Feeling nervous, anxious or on edge 

2. Not being able to stop or control worrying 

3. Worrying too much about different things 

4. Trouble relaxing 

5. Being so restless that it is hard to sit still  

6. Becoming easily annoyed or irritable 

7. Feeling afraid as if something awful might happen 
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Appendix K 

Zung Self-Rating Anxiety Scale (ZAS) 

Listed below are 20 statements. Please read each one carefully and decide how much the 

statement describes how you have been feeling during the past week.  

A little of the 
time 

Some of the 
time 

Good part of the 
time 

Most of the 
time 

1 2 3 4 

 

1. I feel more nervous and anxious than usual. 

2. I feel afraid for no real reason at all. 

3. I get upset easily or feel panicky. 

4. I feel like I‘m falling apart and going to pieces. 

5. I feel that everything is all right and nothing bad will happen. (reverse scored) 

6. My arms and legs shake and tremble. 

7. I am bothered by headaches, neck and back pains. 

8. I feel weak and get tired easily. 

9. I feel calm and can sit still easily. (reverse scored) 

10. I can feel my heart beating fast. 

11. I am bothered by dizzy spells. 

12. I have fainting spells or feel faint. 

13. I can breathe in and out easily. (reverse scored) 

14. I get feelings of numbness and tingling in my fingers and toes. 

15. I am bothered by stomachaches or indigestion. 

16. I have to empty my bladder often. 

17. My hands are usually dry and warm. (reverse scored) 

18. My face gets hot and blushes. 

19. I fall asleep easily and get a good night‘s rest. (reverse scored) 
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20. I have nightmares. 
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Appendix L 

Zung Self-Rating Depression Scale (ZDS) 

Please read each statement and decide how much of the time the statement describes how 

you have been feeling during the past several days. 

A little of the 
time 

Some of the 
time 

Good part of the 
time 

Most of the 
time 

1 2 3 4 

 

1. I feel down-hearted and blue. 

2. Morning is when I feel best. (reverse scored) 

3. I have crying spells or feel like it. 

4. I have trouble sleeping at night. 

5. I eat as much as I used to. (reverse scored) 

6. I still enjoy sex. (reverse scored) 

7. I notice that I am losing weight. 

8. I have trouble with constipation. 

9. My heart beats faster than usual. 

10. I get tired for no reason. 

11. My mind is as clear as it used to be. (reverse scored) 

12. I find it easy to do the things I used to. (reverse scored) 

13. I am restless and can‘t keep still. 

14. I feel hopeful about the future. (reverse scored) 

15. I am more irritable than usual. 

16. I find it easy to make decisions. (reverse scored) 

17. I feel that I am useful and needed. (reverse scored) 

18. My life is pretty full. (reverse scored) 

19. I feel that others would be better off if I were dead. 
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20. I still enjoy the things I used to do. (reversed scored) 
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Appendix M 

The Center for Epidemiological Studies Depression Scale (CES-D) 

Following is a list of the ways you might have felt or behaved. Please indicate how often 

you have felt this way during the past week.  

Rarely or none of 

the time (less than 1 

day) 

Some or a little of 

the time (1-2 days) 

Occasionally or a 

moderate amount of 

time (3-4 days 

Most or all of the 

time (5-7 days) 

0 1 2 3 

 

1. I was bothered by things that usually don‘t bother me.  

2. I did not feel like eating; my appetite was poor.  

3. I felt that I could not shake off the blues even with help from my family or 

friends.  

4. I felt I was just as good as other people. (reverse scored) 

5. I had trouble keeping my mind on what I was doing.  

6. I felt depressed.  

7. I felt that everything I did was an effort. 

8. I felt hopeful about the future. (reverse scored) 

9. I thought my life had been a failure.  

10. I felt fearful.  

11. My sleep was restless.  

12. I was happy. (reverse scored) 

13. I talked less than usual. 

14. I felt lonely.  

15. People were unfriendly.  

16. I enjoyed life. (reverse scored) 

17. I had crying spells. 
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18. I felt sad.  

19. I felt that people dislike me.  

20. I could not get ―going.‖ 
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Appendix N 

Tables 

Table 1 

Range, Mean, and Standard Deviation for All Measures 

 

Range Mean Std. 

Deviation 

Skewness Kurtosis 

Threat Index 0-29 2.88 4.11 2.06 4.91 

Death Anxiety Scale 0-15 7.17 3.25 0.06 -0.64 

Revised Collett-Lester Fear of 

Death Scale* 
32 - 160 10.31 2.63 -0.23 -0.22 

The Life Orientation Test – 

Revised 
0 - 24 14.69 4.76 -0.34 -0.10 

The Optimism – Pessimism 

Scale/Instrument/Questionnaire  
18 – 71 52.32 6.73 -0.44 .82 

The Hope Scale 12-32 24.94 3.15 -0.18 .34 

Depression Anxiety Stress Scale - 

21: Anxiety Scale 
0 - 21 3.43 3.85 1.37 1.56 

Generalized Anxiety Disorder – 7 0-21 5.79 4.93 0.97 0.41 

Zung Self-Rating Anxiety Scale 20 – 68 35.64 8.54 0.89 .62 

Depression Anxiety Stress Scale - 

21: Depression Scale 
0 – 21 4.13 4.44 1.24 1.07 

Zung Self-Rating Depression 

Scale 
20 – 71 39 9.06 0.30 -0.51 

The Center for Epidemiological 

Studies Depression Scale 
0 - 51 19.91 6.9 0.74 .66 

   *after data transformation of RLC-FOD 
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Table 2 

Correlations of all measures
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Table 3 

Communalities for each model compared to cronbach alpha for each latent variable. 
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Table 4 

Fit indices for all models 

 

4 factor 

Satorra-

Bentler 

Chi2 

Satorra-

Bentler 

Chi2 d.f. CFI SRMR RMSEA 

RMSEA 

C.I. 

measurement 

model 250.050 48 0.917 0.058 0.093 .082-.105 

 
            

3 factor 

Satorra-

Bentler 

Chi2 

Satorra-

Bentler 

Chi2 d.f.  CFI SRMR RMSEA 

RMSEA 

C.I. 

measurement 

model 178.920 47 0.946 0.054 0.076 .064-.088 

partial 

mediation 178.920 47 0.946 0.054 0.076 .064-.088 

full mediation 179.440 48 0.946 0.054 0.075 .064-.087 

direct effects 178.920 47 0.946 0.054 0.076 .064-.088 

a: Satorra-Bentler chi-squared 

     b: Satorra-Bentler chi-squared degrees of freedom 

    c: Comparative Fit Index  

     d: Standardized Root square Mean Residual  

    e: root mean squared error of approximation 

    f: root mean squared error of approximation confidence interval 

   g. Significant at the p < .001 level.  
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Table 5:  

Standardized Parameter Estimates 
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Table 6 

Unstandardized Parameter Estimates 
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Appendix O 

Figures 

Figure 1  

 

4 Factor Measurement Model 
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Figure 2 

 

3 Factor Measurement Model 
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Figure 3 

 

3 Factor Primary Model: Partial Mediation Model– Structural Relationships 
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Figure 4 

 

3 Factor Alternative: Model Full Mediation– Structural Relationships 

 

 

 

 

 

 

.780

.134

.986

Death 

Anxiety
Optimism

Anxiety/

Depression

DASS - D

ZDS

CES-D

TI

DAS

R-CL

LOT-R

OPI

E7

E8

E6

E5

E4

E15

E14

E13.600

.463

.736

.847*

.589

.800*

.169*

.337*

.808*

.532

.677*

.886*

.626*

.991*

DASS-A

ZAS

GAD-7
E11

E12

E10

.654*

.503

.666
.746*

.864*

.757

-.771*

HS
E9

.652
.759*

.427*

.213*

-.290*

.274*



Texas Tech University, Ashlee Greer Brown, August 2011 

 

169 
 

Figure 5 

 

3 Factor Alternative Model: Direct Effects– Structural Relationships 
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