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Abstract The purpose of this investigation was to study the influence of optimism in
the quality of life of patients with musculoskeletal problems that were referred to
Amfilohia Rehabilitation Center, because of chronic pain and kinetic difficulties. The
sample consisted of 96 patients. The questionnaires that were used are the short form
health questionnaire (12 questions; SF12), the life orientation test-revised (LOT-R)
and a VAS scale for pain measurement. According to the regression analysis
performed, dispositional optimism is an independent factor affecting both the physical
(β=.249, p<.005) and mental composite score (β=.414, p<.0001) in patients with
musculoskeletal problems, even after controlling for the effect of pain intensity.
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Introduction

Musculoskeletal disorders (MSD) include a wide range of inflammatory and
degenerative conditions affecting the muscles, tendons, ligaments, joints,
peripheral nerves, and supporting blood vessels. These include clinical syn-
dromes such as tendon inflammations and related conditions (tenosynovitis,
epicondylitis, bursitis), nerve compression disorders (carpal tunnel syndrome,
sciatica), and osteoarthrosis, as well as less well standardized conditions such as
myalgia, low back pain and other regional pain syndromes not attributable to
known pathology. Body regions most commonly involved are the low back,
neck, shoulder, forearm, and hand, although recently the lower extremity has
received more attention (Punnett and Wegman 2004).

Interestingly, individuals with the same level of disease severity may display
different levels of disability. Furthermore, it is estimated that about half of self-
reported disability is due to factors other than actual functional impairment or
disease severity (Eaton et al. 1990; Spiegel et al. 1988). In fact, it has been estimated
that only 30% of patients who display significant radiologic evidence of
osteoarthritis will report physical symptoms (Cobb et al. 1957). Factors such as
pain, personality, and other psychological variables may play a significant role in
disability (Daltroy and Liang 1993). Reviewing studies of predictors of recovery
versus continued disability maladaptive attitudes and beliefs, lack of social support,
heightened emotional reactivity, job dissatisfaction, substance abuse, compensation
status, and the prevalence of pain behaviors (e.g., Turk 1997) and psychiatric
diagnosis (Gatchel and Epker 1999) appear to be among the best predictors of the
transition from acute injury to chronic disability.

Furthermore psychological factors have been reported to be predictive of long
term disability for many pain syndromes as well as for pain severity emotional
distress and treatment seeking (e.g., Boothby et al. 1999; Johansson and Lindberg
2000). In particular level of depression has been observed to be closely tied to
chronic pain (Gatchel 2005) and to play a significant role in premature termination
from pain rehabilitation programs (Kerns and Haythornthwaite 1988). Research
suggests that 40–50% of chronic pain patients suffer from depressive disorders
(Banks and Kerns 1996; Dersh et al. 2006; Romano and Turner 1985) and
epidemiologic evidence convey a strong association between chronic pain and
depression. Prospective studies of patients with chronic musculoskeletal pain have
suggested that chronic pain can cause depression (Atkinson et al. 1991) that
depression can cause chronic pain (Magni et al. 1994) and that they exist in a
mutually reinforcing relationship (Rudy et al. 1988).

Of particular interest are and an individual’s dispositional and global expectations
of success or of failure, as described by the constructs of optimism and pessimism.
Dispositional optimism is conceptualized as a stable, trait-like personality charac-
teristic comprised of a general, positive mood or attitude about the future and a
tendency to anticipate a favorable outcome to life situations, whereas dispositional
pessimism is classified as a general, negative expectation for the future (Burke et al.
2000; Scheier and Carver 1992). According to the theory of behavioral self
regulation (Carver and Scheier 1998) positive outcome expectancies will only
decrease when an individual is confronted with a succession of severe adversities as
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he or she will start to doubt the expectancy that positive outcomes will happen
(Carver and Scheier 1998). On the other hand research shows that optimistic beliefs
are sensitive to emotional stressors (depressive symptoms) (Fournier et al. 2003) and
that depression is a risk factor for optimistic beliefs.

Findings are inconsistent and regarding the relationship between optimism and
pessimism. Some research suggests that they are independent, negatively correlated
constructs (Affleck and Tennen 1996; Puskar et al. 1999; Scheier and Carver 1985),
while other studies have identified dispositional optimism/pessimism as a unidi-
mensional construct on a continuum (Gillham et al. 2001; Snyder 1994).

Dispositional optimism refers to an individual’s expectations of positive outcomes
across situations and over time. Optimists are people who generally have a favorable
outlook and expect things to go their way in the future. When people have positive
expectations, they believe that they can achieve their goals and thus experience
positive feelings (Carver and Scheier 1990). Optimism is associated with reduced
depression (Carver et al. 1993; Davis et al. 1998; Long and Sangster 1993), better
psychological adjustment to negative life events (Magaletta and Oliver 1999), and
increased psychological well-being (Carver et al. 1993; Park et al. 1996; Rothbaum
et al. 1982). However, excessive or unrealistic optimism may have a detrimental
effect (Fournier et al. 2002; Segerstrom 2005).

Studies have demonstrated that dispositional optimism is related to both physical
and psychological outcomes, including health symptoms, intensity of physical
symptoms, adjustment to breast cancer, depressive symptomatology and recovery
from surgery (for a review see Carver and Scheier 1992). Optimism has been
associated with a faster rate of physical recovery and return to normal life activities
in a study of recovery following coronary artery bypass surgery (Scheier et al. 1989).
Kiyak et al. (1988) found that patients who were more optimistic and anticipated
fewer problems with surgery reported better psychological outcomes than patients
who anticipated numerous problems. Reker and Wong (1985) found that elderly
people classified as optimists reported fewer physical health symptoms at a two-year
follow-up. Scheier and Carver (1985) also found optimism to be negatively
correlated with symptoms, both concurrently and prospectively. The prospective
association, over four weeks, was sustained when initial symptom levels were partial
led out.

Peterson and Bossio (1991) provided a review of the links between optimism,
pessimism, and health. Drawing from their model of behavioral self-regulation,
Scheier and Carver (1987) proposed two mechanisms to explain the relation between
optimism and health outcomes. First, optimists have been found to engage in more
adaptive problem focused coping strategies (Scheier et al. 1986). Secondly, they may
be more persistent in keeping up behaviours helpful to their recovery or health since
they see the outcome as likely to be positive.

Further support for the role of optimism and health outcomes is provided by
studies that examine the obverse of optimism, namely pessimism. Pessimists are
individuals who generally have a more negative outlook on life, expect things to go
badly (Scheier and Carver 1985) and consequently experience negative feelings
(Carver and Scheier 1992). Empirical findings through research have shown until
now that negative emotional reactions—such as psychological distress, anxiety and
depression—predict a poorer response to treatment in patients with low-back pain
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(Blurnetti and Modesti 1976; Gallagher et al. 1989; Harkapaa et al. 1991; Jarvikoski
et al. 1986; Maruta et al. 1979; McCreary et al. 1979; Oostdam and Duivenvoorden
1983). Pessimism has been shown to be predictive of anxiety, stress, self-rated health
(Robinson-Whelen et al. 1997), and depressive symptomatology (Bromberger and
Matthews 1996), as well as correlated with self-reported psychological symptoms
and illness severity (Mroczek et al. 1993).

Above that there is also evidence suggesting that the patients’ cognitions and—
especially—beliefs in the controllability of pain may affect treatment outcome
(Harkapaa et al. 1991; Jensen et al. 1991; Johnson et al. 1989; Roberts et al. 1984).
Research on chronic disease and immune functioning suggests that the adaptive
benefits of optimism may be dependent on the controllability of the disease
(Fournier et al. 2002), as well as the complexity and persistence of stressors
(Segerstrom 2005). In the face of difficult life events, optimists may persist in their
beliefs that positive results are attainable and may invest greater effort to achieve
their goals, despite perhaps insurmountable obstacles (Nes et al. 2005).

Although research on dispositional optimism has been quite extensive, it seems to
be a neglected topic among psychological pain research. While research results
suggest that in addition to psychological symptoms the patient’s cognitions, beliefs
and attitudes about pain are also important in the adjustment process and treatment
outcome (e.g. Jensen et al. 1991; Turk and Rudy 1992), we don’t know the affect
that many of these expectations of positive outcomes have on health related quality
of life in patients with musculoskeletal problems.

The primary aim of our study was to determine if there is a significant
relationship between optimism/ pessimism, HRQOL and pain in a group of
musculoskeletal patients referred to a rehabilitation center, because of chronic pain
and kinetic difficulties. Our hypothesis was that patients who would score higher in
optimism would score higher and in HRQL, while patients who would score lower
in optimism would score lower and in HRQL.

Material and Methods

Patients

Consecutive eligible chronic musculoskeletal pain patients referred to the Amfiloxia
Rehabilitation Center, Greece, during a 6-month period, from 1 December 2008 to
15 June 2009 were invited to participate in the study. Ethics approval was obtained
by the institutional review and scientific board at the Rehabilitation Foundation and
written Informed consent was obtained from the 96 patients who accepted to
participate in the present research.

The study group consisted of 125 consecutive patients, which met the
inclusion criteria for musculoskeletal pain disorder. After the first interview only
96 of them met the rest of the inclusion criteria and completed voluntarily a self
administrated survey, including SF12, GrLOT-R and a VAS scale for pain
measurement.

The inclusion criteria were detectable chronic musculoskeletal pain disorder.
Men and women of all races between the age of 18 and 75 years, who could
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read and write in the Greek language, were included. Patients who were
receiving or had received treatment with antipsychotics during the past 12 months
were excluded. Patients with life-threatening medical problems were also
excluded.

Questionnaire Variables

The questionnaires included items on sociodemographic factors, work, medical
history (surgery, previous physiotherapy, psychological and ergotherapy treatment)
and pain intensity and chronicity. The following variables were used in the present
study.

Health Related Quality of Life (HRQL)

This was evaluated using the SF-12, which has been validated for use among Greek
people (Kontodimopoulos et al. 2007) and consists the short form of SF-36 which is
a self-administered, generic health related quality of life (HRQL) instrument that
assesses function and wellbeing via multi-item scales measuring the following eight
domains (Ware et al. 1993, 1995a; Ware and Sherbourne 1992): physical functioning
(PF), role physical (RP), role emotional (RE), vitality (VT), mental health (MH),
social functioning (SF), general health (GH), and bodily pain (BP).

The 12-item Health Survey (SF-12) was developed as a shorter alternative to the
SF-36 for use in large-scale studies, and its reliability and validity have been
documented (Ware et al. 1996). Scale scores are estimated for four of the health
concepts (PF, RP, RE and MH) using two items each, whereas the remaining four
(BP, GH, VT and SF) are represented by a single item. All 12 items are used to
calculate the physical and mental component summary scores (PCS12 and MCS12)
by applying a scoring algorithm empirically derived from the data of a US general
population survey (Ware et al. 1995b). Performance of the component summary
scores was initially studied in nine languages and it has been recommended that the
US-derived summary scores, which yield a mean of 50 and a SD of 10, be used in
order to facilitate cross-cultural comparison of results (Gandek et al. 1998). It
appears to satisfactorily replicate SF-36 summary scores making it an attractive
generic instrument to use in clinical practice or research when studying HRQL
(Kontodimopoulos et al. 2007; Ware et al. 1993, 1995a, b; Ware and Sherbourne
1992). The SF-12 has been extensively used in health status studies involving the
general population (Johnson and Coons 1998; Johnson and Pickard 2000; Hanmer et
al. 2006), as well as in studies with disease groups (Gandhi et al. 2001; Globe et al.
2002; Haywood et al. 2002; Cote et al. 2004).

Dispositional Optimism

The Life Orientation Test-Revised (LOT-R)

The LOT-R (Scheier et al. 1994) is a 6-item measure (plus 4 filler items) of
individual-differences in optimism (e.g., “in uncertain times, I usually expect the
best”) and pessimism (e.g., “If something can go wrong for me, it will”).
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The LOT-R is a brief modified version of the original Life Orientation Test
(LOT; Scheier and Carver 1985) and has been found to correlate .95 with the latter
(see Scheier et al. 1994). Respondents are asked to rate the extent of their
agreement to these items across a 5-point Likert-type scale ranging from 0
(strongly disagree) to 4 (strongly agree). Of the six active items, three are stated
positively and three negatively. The LOT-R generates one single summary score
through a simple summing of the item scores, giving a possible range of 0±24, with
high scores indicating a greater degree of optimism. In the present study optimism
was evaluated using a Greek version of the Life Orientation Test Revised (GrLOT-
R) (Lyrakos et al. 2010). A principal-components factor analysis of the six LOT-R
items produced one factor with eigenvalue greater than 1 and explained 62.97% of
the variance. Gr LOT-R has proved to be reliable and valid in measuring
dispositional optimism. In this study the Cronbach’s alpha was 0, 877.

Pain

Pain was assessed using a ‘pain meter’. This comprised a blue-red plastic rule
graduated in 11 points labeled 0–10, along with a red pointer slides revealing a red
bar. Respondents were asked to move the slider to a point corresponding to ‘Your
pain at its worst in the last month’. Respondents were told that a rating of ‘0’
denoted ‘no pain at all’ while a ‘10’ was ‘pain so severe as to prohibit all activity;
the worst pain you can imagine’. Scores were then transferred by the interviewer to
an 11-point (0–10), 10 cm visual analogue (VA) scale labeled ‘0’ and ‘10’ at
opposite ends. This was later coded to an integer from 1 to 10.

Statistical Analysis

The normality of the items of all measures was investigated and found to be within
the level recommended for confirmatory factor analysis CFA with maximum-
likelihood (ML) estimation (skewness<2, kurtosis<7; West et al. 1995) and still
within acceptable values for normality (Curran et al. 1996).

Mean and standard deviation (SD) assessed sample characteristics. Linear
associations between study variables were examined using the Pearson product-
moment correlation coefficient (r). Statistical analysis was performed using
SPSS for Windows 16. Analyses of the relationship between independent
variables and HRQL were performed to establish those variables associated with
HRQL.

Due to past decade’s confusion and controversy that has arisen regarding the
dimensionality of the LOT in order to estimate the factor structure of the LOT-R for
the present study, an exploratory factor analysis using principal axis factoring with
an orthogonal (varimax) rotation was conducted to the sample (Table 1). Following
the one factor solution that revealed from the factor analysis we used the overall
score of GrLOT-R to access the influence of optimism in HRQL. Bivariate analyses
(t-tests, ANOVA and Pearson’s and Spearman’s correlation coefficients as
appropriate) were then performed to evaluate the relationships between independent
variables and the two main domains of the SF12, the PCS12 and MCS12. Those
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independent variables that were associated with a dependent variable in bivariate
analyses with a p value <0.05 were subsequently included in linear multiple
regression analyses to determine independent predictors.

Two separate linear regression analyses were conducted to examine the effects of
optimism on each of the two main domains of SF12 with optimism entered in the
last step of each model.

Results

Sample

The study group consists of 96 patients who accepted and consented to participate in
the present research (Table 2) out of 125 that referred to the Amfiloxia Rehabilitation
Center, Greece, during the 6-month period of the study (response rate 77%). Their
age ranged from 18 to 72 years, with an average of 54 years (SD 12,6). Sixty one
percent of the sample was women, 58% of primary education, and 79% married.
Nineteen percent of the patients were suffering from MSD in legs, 18.8% in neck,
16.7% in the back, 7.3% in hands and 37.5% were suffering from more than one
musculoskeletal problems.

Descriptive Analysis and Correlations

Table 3 presents correlations for age, optimism, physical (PCS12) and mental
(MCS12) composite scores of SF12, MSD pain duration, and pain intensity
summary scores. Both PCS12 and MCS12 were significantly (p<0.001) correlated
with optimism. There were three significant negative correlations between the
PCS12 and age, MSD pain duration, and intensity of pain. For the MCS12, there
were only one significant negative also correlation with intensity of pain.

Table 1 Factor analysis for GrLOT-R for patients with musculoskeletal pain conditions

Component Matrixa Factor

LOT-R items 1

lot1: In uncertain times, I usually expect the best. ,813

lot3: If something can go wrong for me, it will. ,679

lot4: I’m always optimistic about my future. ,857

lot7: I hardly ever expect things to go my way. ,760

lot9: I rarely count on good things happening to me. ,751

lot10: Overall, I expect more good things to happen to me than bad. ,882

Eigenvalues 3.778

Explained variance 62.968

Extraction Method: Principal Component Analysis.
a . 1 components extracted
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Testing for Control Variables

The extent to which demographic variables (age, education, marital status,
employment status), and medical variables (such as pain intensity and duration,
sleeping difficulties due to pain, and past treatment) were related to outcome

Table 2 Demographic and clinical characteristics of the sample, according to gender

Characteristic † Total Men Women

Gender; n (%) 96 (100.0) 28 (29.2) 68 (70.8)

Education; n (%)

Primary 56 (58.9) 13 (46.4) 43 (64.2)

High school 29 (30.5) 12 (42.9) 17 (25.4)

University 10 (10.5) 3 (10.7) 7 (10.4)

Marital status; n (%)

Single 10 (10.4) 5 (17.2) 5 (7.5)

Married 79 (82.3) 23 (79.3) 56 (83.6)

Divorced / widowed 7 (7.3) 1 (3.4) 6 (9.0)

MSD location; n (%)†

Only neck 18 (18.8) 2 (6.9) 16 (23.9)

Only hands 7 (7.3) 5 (17.2) 2 (3.0)

Only back (high and low) 16 (16.7) 10 (34.5) 6 (9.0)

Only legs 19 (19.8) 7 (24.1) 12 (17.9)

At least 2 locations 36 (37.5) 5 (17.2) 31 (46.3)

Reason for seeking treatment; n (%)

Pain 42 (43.8) 12 (41.4) 30 (44.8)

Kinetic difficulties 11 (11.5) 6 (20.7) 5 (7.5)

Both in the same degree 43 (44.8) 11 (37.9) 32 (47.8)

Treatment; n (%)

Surgical operation 18 (10.8) 7 (17.5) 11 (8.7)

Physiotherapy 67 (40.4) 18 (45.0) 49 (38.9)

Psychological treatment 5 (3.0) 1 (2.5) 4 (3.2)

Sleeping disorders; n (%) 67 (69.8) 19 (67.9) 48 (70.6)

Age; mean years (SD) 51.9 (12.6) 50.5 (14.2) 52.6 (11.9)

Pain duration; mean years (SD) 7.1 (2.4) 2.1 (1.3) 2.5 (1.2)

Pain intensity; mean VAS (SD)† 6.1 (2.6) 4.8 (2.1) 6.8 (2.6)

PCS12; mean score (SD)† 37.7 (11.1) 41.2 (9.9) 36.2 (11.4)

MCS12; mean score (SD)† 45.9 (11.6) 50.1 (11.2) 44.1 (5.6)

GrLOT-R; mean score (SD) 15.5 (5.6) 16.2 (5.6) 15.2 (5.6)

Percentages within gender (except for gender, within total)
†Using chi-square for percentages (based on absolute numbers) and t-test for means, after checking that
their conditions are met, no difference according to gender was found (in all cases p>0.17), except for
MSD location (X2 =21.6, p=.0001), Pain intensity (t-test=3.649, p=.0001), PCS12 (t-test=2.054,
p=.043), and MCS12 (t-test= 2.362, p=.020)
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variables was assessed, thus determining the need control for these variables in the
main analyses. The significant associations with the study outcome variables that
emerged from the t-test and ANOVA analyses are shown in Tables 2 and 4. Sleeping
difficulties due to pain were negatively associated with PCS12 (t=−2.243, p<0.05).
There were no other significant differences between composite scores of SF12 or
GrLOT-R and demographical characteristics or previous treatment options such as
physiotherapy or psychological treatment.

A one-way between groups analysis of variance (Table 4) was conducted to
explore the impact of the MSD region in HRQOL as measured by the PCS12 and
MCS12. There was statistically significant difference at the p<0.001 level in PCS12
scores for the five groups [F4, 91=7.338, p=0.0001]. Post-hoc comparisons using the
Group comparison with Bonferroni correction (p<0.05) indicated that the mean
score of PCS12 for people suffering from neck MSD (mean=45.6, SD=10.6) was
significantly different from the mean score of PCS12 for patients suffering from leg
MSD (mean=31.2, SD=10.8) (mean difference=14.34, p=0.0001) and for patients
suffering in more than one regions MSD (mean=35.9, SD=9.7) (mean difference=
9.66, p=0.001). Also the mean scores for hands MSD (mean=48.5, SD=9.8) was
significantly different from legs MSD (mean difference=17.21, p<0.001) and more
than one regions MSD (mean difference=12.53, p<0.05).

Regression Analysis for HRQOL Model

Multiple linear regression analysis was used to develop a model for predicting
PCS12 and a model for predicting MCS12. The results of the regression analyses
with regression coefficients are presented in Table 5. Each of the predictor variables
had a significant (p<.01) zero-order correlation with PCS12 and MCS12 for each
model, but only pain intensity, pain duration and optimism predictors had significant
(p<.05) partial effects in the full model for PCS12.

As it was expected pain intensity and chronicity of pain were consistently related
to poorer physical functioning while optimism was related to better physical
functioning. Optimism was the only predictor for mental composite score (MCS12)
explaining the 41% of the MCS12 (β=.414, p<0.0001). Higher optimism scores
were associated with significantly better MCS12.

Table 3 Correlations of research variables†

Variables Age Pain duration Pain intensity PCS12 MCS12

Age –

Pain duration .237 (.020) –

Pain intensity .212 (.038) .054 (.603) –

PCS12 −.222 (.030) −.276 (.006) −.364 (.000) –

MCS12 .047 (.651) .022 (.830) −.215 (.036) .124 (.228) –

GrLOT-R .135 (.188) .011 (.919) −.213 (.037) .287 (.005) .443 (.000)

† Pearson’s r (p-value). In bold the significant 2-tailed p-values (<0.05)
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Table 4 Association between the dependent variables PCS12, MCS12 & GrLOT-R (mean score (SD))
and demographic & clinical characteristics of the sample

Variable‡ PCS12 MCS12 GrLOT-R

Sleeping difficulties

Yes 41.5 (9.7) 47.9 (13.3) 17.4 (4.7)

No 36.1 (11.4) 45.1 (10.8) 14.6 (5.7)

Test1 (p-value) 2.243 (.027) 1.071 (.287) 2.348 (.021)

Surgical operation

Yes 30.9 (7.9) 45.5 (13.1) 13.7 (5.8)

No 39.3 (11.2) 46.0 (11.4) 15.9 (5.5)

Test1 (p-value) 3.692 (.001) 0.176 (.860) 1.487 (.140)

Physiotherapy

Yes 38.7 (10.2) 45.4 (11.7) 15.7 (5.9)

No 35.7 (12.9) 47.3 (11.7) 14.9 (4.6)

Test1 (p-value) 1.111 (.272) −0.735 (.464) 0.621 (.536)

Psychological treatment

Yes 37.9 (7.9) 33.8 (9.3) 15.4 (6.6)

No 37.7 (11.3) 46.6 (11.4) 15.5 (5.5)

Test1 (p-value) 0.032 (.975) −2.457 (.016) −0.028 (.978)

MSD location

Only neck* 45.6 (10.7) 45.6 (12.2) 16.1 (4.3)

Only hands* 48.5 (4.9) 47.9 (9.1) 19 (3.5)

Only back (high and low) 36.7 (9.7) 49.2 (13.7) 15.5 (6.5)

Only legs* 31.2 (10.8) 45.4 (12.9) 13.8 (4.7)

At least 2 locations* 35.9 (9.7) 44.5 (10.3) 15.3 (6.3)

Test2 (p-value) 7.338 (.0001) 0.488 (.744) 1.189 (.321)

Marital status

Single 37.6 (11.1) 43.9 (12.6) 13.7 (7.6)

Married 38.1 (11.2) 43.1 (11.9) 15.9 (5.3)

Test1 (p-value) 0.339 (.713) 0.199 (.820) 2.021 (.138)

Reason for seeking treatment

Pain 39.6 (12.0) 46.0 (11.7) 15.5 (6.1)

Kinetic difficulties 37.6 (7.3) 52.3 (10.6) 17.0 (3.0)

Both in the same degree 36.0 (10.9) 44.2 (11.5) 15.1 (5.6)

Test2 (p-value) 1.069 (.348) 2.205 (.116) 0.522 (.595)

‡ For gender see Table 1.
1 t-test for independent samples; conditions are checked
2 one-way between groups analysis of variance; conditions are checked

*Post hoc tests. Bonferroni. The mean difference is significant at the 0.05 level.

In bold the significant (<0.05) 2-tailed p-values
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Discussion

The purpose of this study was to examine the relationship between health related
quality of life as it can be accessed through a generic measurement (SF12) and
optimism as it can be measured with life orientation test revised (LOT-R) in patients
with musculoskeletal disorders, and we found that optimism is a strong predictor for
mental health in patients with musculoskeletal problems.

The results from the series of analyses conducted in this study are not without
some limitations. First‚ the sample size was relatively small. Further‚ in our sample
there was greater representation of females than males, but more women than men
referred to the rehabilitation center for treatment (38 male and 96females). Also‚ our
sample comprised patients with diverse pain conditions of varying durations so we
can’t make conclusions for each group of patients individually. Thus‚ any potential
coping differences due to specific pain conditions or durational period could not
have been revealed from our data. In addition the cross sectional nature of the
present study precludes inference about causal direction despite the assumed
dispositional character of optimism. Taking the limitations of this study together‚

Table 5 Multiple regression analysis for PCS 12 and MCS 12

PCS12 MCS12

b (SE) p b (SE) p

Step1

Age −.180 (.104) .129

Gender −.185 (2.436) .071 −.226 (2.570) .029

Education .053 (1.827) .659 .067 (1.638) .513

Step 2

Age −.067 (.104) .568

Gender −.055 (2.488) .596 −.182 (2.705) .094

Education .061 (1.814) .608 .032 (1.692) .764

Pain duration −.231 (.137) .028

Sleeping difficulties due to pain .052 (2.561) .624

Pain intensity −.278 (.497) .018 −.141 (.500) .207

Step 3

Age −.140 (.104) .238

Gender −.052 (2.415) .604 −.179 (2.467) .071

Education .013 (1.784) .914 .019 (1.544) .845

Pain duration −.224 (.133) .027

Sleeping difficulties due to pain .006 (2.524) .957

Pain intensity −.245 (.486) .032 −.058 (.464) .575

GrLOT-R .249 (.196) .013 .414 (.196) .000

F, df, and R2 are for PCS12: 2.948, 3/92, .088 (first step), 4.038, 6/89, .214 (second step), and 4.601,
7/88, .268 (third step); and for MCS12: 2.989, 2/93, .060 (first step), 2.544, 3/92, .077 (second step), and
7.189, 4/91, .240 (third step)
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then‚ the present study is viewed as a preliminary work that would be an impetus for
more complex studies with larger samples. However we believe that a representative
sample could not reverse our main result that MC12 depends heavily on LOT-R.

Though, comparison of our study with previous work investigating the role of
dispositional optimism as a predictor of treatment outcome can only be made in
general terms because of the very different patient groups and means of assessing
outcome used in the various studies, there are, nevertheless, some similarities.

Previous research suggests that cognitive predispositions such as optimism/
pessimism may play a significant role in how a person copes with chronic illness and
assesses his symptoms (Affleck et al. 2001). In addition, optimism/pessimism may
influence health outcomes (Peterson and Seligman 1984; Peterson et al. 1988a,b). For
example, Affleck and colleagues (2001) found that the most optimistic asthma patients
were least likely to take extra medication for worsening symptoms, whereas the most
pessimistic asthma patients were more likely to vent distressing emotions. Similar to
these findings the statistical analysis of the present study when an independent
sample’s t-test was conducted to compare the optimism scores, revealed that there was
a significant difference for patients suffering from sleeping difficulties due to pain,
with more optimistic patients having less sleeping difficulties (t=−2.348, p<0.05).
These results indicate that more optimistic patients have less sleeping difficulties, thus
they cope better with their musculoskeletal problem.

Kreitler et al (1993), found no association between optimism and self-rated health
in sample of cancer patients, although this was a cross-sectional study with a quite
different indicator of optimism (one item) which is different to our results where
optimism has a significant contribution to the physical component score too.

In total the main hypothesis of the present study was that optimism could be a
significant predictor of both mental and physical dimensions of health related quality
of life. Indeed optimism and MSD pain (intensity and chronicity) was found to
explain the 24% of the variance of physical function (Table 3), while optimism was
the only predictor of MSC12 explaining the 41% of the variance.

Optimism was also a statistically significant predictor of HRQL (MCS; b=0.37
and PCS; b=0.30), in a study investigating the relationships between optimism,
hopelessness, partner support and HRQL in 155 cancer patients and their partners
(Gustavsson-Lilius et al. 2007). Similar to our findings, prior research has suggested
that dispositional optimism and pessimism may be linked to important physical and
mental health outcomes (Leonard et al. 2003; Brenes et al. 2002).

Another issue about comparing our study with others concerning dispositional
optimism is that over the past twenty years much confusion and controversy has
arisen regarding the dimensionality of the LOT. Scheier and Carver (1985) have
preferred the unidimensional view, that is, optimism and pessimism form polar
opposites. This suggests that an individual can be either optimistic or pessimistic but
cannot be both. It is their opinion that the two separate dimensions that do emerge in
some studies probably reflect differences in item wording rather than content. Some
research, however, (Vautier et al. 2003) indicates that this view may be inaccurate
and that optimism can be better conceptualized as two partially independent
dimensions on which an individual can score positively or negatively.

Factor analysis in the present study identified one factor accounting for 62.9% of
the variance. This solution was factorially simple and interpretable, with the six
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items loading on one Factor (eigenvalues and percentage variance, derived from
initial principal axis factoring, 3.78 and 62.97% respectively). Lai et al (1998) also
used confirmatory factor analysis with a Hong Kong Chinese sample and found that
their adapted version of the LOT-R (CLOT-R) was best represented by a one factor
model.

The results of Brenes et al (2002) indicated that traits of dispositional optimism
and pessimism also related to the performance of daily physical functions such as
walking, climbing stairs, lifting, and transferring in osteoarthritis patients. Specif-
ically, the results indicated that pessimism is robustly related to physical function
while optimism is not. Pessimism was significantly correlated with each physical
function even after controlling for a range of covariates, including pain. This finding
strengthens the argument that optimism and pessimism are not simply polar
opposites of the same trait, but distinct, orthogonal dimensions as suggested by
others (Mroczek et al. 1993; Scheier et al. 1994).

These findings are consistent with those of Robinson-Whelen and colleagues
(1997), who found that pessimism, but not optimism, was a significant predictor of
subsequent self-reported physical and psychological health among older adults.
Similarly, Schulz et al. (1996) found that pessimism was a significant predictor of
mortality among middle-aged cancer patients, while optimism was not. They did not
find a pessimism-mortality association among older patients. Due to factor analysis,
comparison with these researches that measured optimism and pessimism indepen-
dently was not possible.

Future population-based studies using larger sample sizes may confirm or alter
our preliminary findings. Nonetheless, our data suggest that optimism/pessimism
may be an important factor worth considering in future investigations of HRQOL
and emotional status in MSD patients.

Finally we should mention that dispositional optimism is thought to be a fairly
stable personality characteristic (Scheier and Carver 1985) but the fact that it has
been found to be associated with social desirability and anxiety (Schweizer et al.
1999), depression (Fournier et al. 2003) and to have a mediating role between pain
and QOL (Wong and Fielding 2007), suggests that it may not be completely stable,
in which case we may be assessing an aspect of anxiety or depression and/or similar
constructs.

Because of the first hypothesis of the present study that optimism is a significant
predictor variable of HRQL, we did not control for anxiety or depression, which
have been shown to be related in other articles to HRQL in cancer patients
(Hammerlid et al. 1999; D’Antonio et al. 1998), although the mental component
score contains items concerning depression and anxiety. In this respect it is
interesting to note that the GrLOT ratings were moderately associated to emotional
function. The complex relationship between optimism, HRQL and depression
remains to be understood in this context along with to what extent the HRQL
following medical treatment is related to traits, psychological changes, psychiatric
illness and other clinical and sociodemographic factors in patients with MSD.

Concluding it seems that optimistic patients deal better with musculoskeletal
problems and have a better mental health than pessimistic patients. Specifically,
patients with positive outcome expectancies display engagement in dealing with
their health, even when they are confronted with uncontrollable or unattainable
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aspects of their health. In that case, patients remain mentally engaged and turn to
new realistic attainable goals by focusing on specific proximal problems (Folkman
and Moskowitz 2000). Consequently, of great importance are biopsychosocial
approaches and multidisciplinary programs in rehabilitation, so as patients have the
best possible input about their condition in order to establish attainable goals in their
treatment and life in general. Encouraging patients adopt attainable realistic goals,
the possibility of meeting their goals and experiencing good outcome is rising and
thus rising and their expectancies for good outcome. After all, confronting
unattainable goals, along with experience of failure and stagnation of progress
toward goal attainment, may result in reduced well-being and enhanced psycholog-
ical distress (Carver and Scheier 1990).

Additionally the impact of optimistic beliefs on emotional and behavioral
adaptation over time is to a substantial degree, dependent on the stability of
optimism. Since findings suggest that a succession of adversities may ultimately
result in reduced optimistic beliefs with negative consequences for adaptation
(Carver and Scheier 1998), therapeutic attempts to increase optimism in rehabilita-
tion maybe useful in promoting adaptation. Optimistic beliefs are supposed to
change with cognitive techniques (Seligman 1991; Riskind et al. 1996). Employing
such techniques may help patients to imagine future outcomes in a more positive
perspective, identifying something good in bad experience.

Finally, since research shows that depression is a risk factor for optimistic beliefs
(Fournier et al. 2003), it appears relevant to diagnose and treat depression of people
with chronic pain.
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