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Objective: The purpose of this study was to evaluate the relationship between hopelessness and mortality in a
biethnic cohort of older community-dwelling Mexican Americans, the most rapidly growing segment of the elderly,
and European Americans. Methods: A total of 795 persons aged 64 to 79 years completed an English or Spanish
version of the 30-item Geriatric Depression Scale on entering the San Antonio Longitudinal Study of Aging, an
epidemiologic survey, between 1992 and 1996. Women constituted 58% and Mexican Americans 54% of this
randomly selected sample. Subjects who answered “no” to the item “Are you hopeful about the future?” were
classified as hopeless. Results: As of August 1999, 29% of the 73 hopeless subjects had died, compared with 11%
of the hopeful, a highly significant difference. The mortality rates for cardiovascular disease and cancer were
significantly greater among the hopeless subjects (7%) than among the hopeful (3%). Hopelessness predicted
all-cause mortality in a Cox proportional hazards model adjusted for age, ethnic background, current smoking
status, number of comorbid medical conditions, self-rated health, and frequency of social contacts (risk ratio ⫽ 2.23,
95% confidence interval ⫽ 1.33 to 3.76, p ⫽ .0026). Neither sex nor probable depression was a significant predictor
of mortality in this model. Conclusion: These findings, together with those of others, suggest that hopelessness is
a significant predictor of mortality in older and middle-aged adults of various ethnic backgrounds. Further research
is needed to evaluate the mechanisms that underlie this phenomenon and the effects of treating hopelessness on the
quality and duration of subjects’ lives. Key words: hopelessness, Mexican American, European American, mortality, cardiovascular disease, cancer.

CI ⫽ confidence interval; EA ⫽ European American;
GDS ⫽ Geriatric Depression Scale; HBA ⫽ home-based
assessment; LOT ⫽ Life Orientation Test; MA ⫽ Mexican American; SAHS ⫽ San Antonio Heart Study;
SALSA ⫽ San Antonio Longitudinal Study of Aging.

INTRODUCTION
Why do some people die while others, who may be
no less ill or in no less physical danger, continue to
live? One answer to this question may lie in the presence or absence of hope. The idea that hopefulness or
optimism is a key to survival, or that hopelessness or
pessimism predisposes to illness or mortality, has
been advanced by many authors writing for general
audiences (1–3) and in the clinical literature (4 –7).
This hypothesis has received further support from two
large-scale population studies of hopelessness published in the past several years. Anda et al. (8) evaluated a cohort of 2832 participants in the US National
Health Examination Follow-Up Study who were aged
45 to 77 years at baseline and were followed for a mean
of 12.4 years. The majority (52.4%) of participants
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were women, with 87.4% described as white and the
remainder black. The authors did not specify whether
any were of Hispanic origin. Those authors evaluated
hopelessness at baseline by means of a single question,
“[During the past month] have you felt so sad, discouraged, hopeless or had so many problems that you
wondered if anything was worthwhile?,” with six response options ranging from “not at all” to “extremely
so—just about given up.” After controlling for multiple
demographic and known risk factors by means of the
Cox proportional hazards model, the authors found a
significant association between severe hopelessness
(endorsement of the two highest options) and the risk
of developing fatal ischemic heart disease (relative risk
⫽ 2.1, 95% CI ⫽ 1.1–3.9). It is not clear, however,
whether their findings are specific to hopelessness
because the item they used to assess this symptom also
asked about depressed mood.
In the second study, Everson et al. (9) evaluated
2428 men from eastern Finland, aged 42 to 60 years at
baseline, who participated in the Kuopio Ischemic
Heart Disease Study. Subjects were followed for a
mean of 6.0 years. Hopelessness at baseline was assessed by two questions, “I feel that it is impossible to
reach the goals I would like to strive for” and “The
future to me seems hopeless, and I can’t believe that
things are changing for the better,” each of which had
five response options ranging from “absolutely agree”
to “absolutely disagree.” The authors combined the
two items to construct a scale with a maximum score
of 8; subjects with a score of 3 to 5 were considered
moderately hopeless, and those who scored ⱖ6, highly
hopeless. Controlling for a variety of demographic and
known risk factors by means of the Cox proportional
hazards model, they found an increased risk of all-
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cause mortality for both men who were moderately
hopeless (relative hazards ⫽ 1.82, 95% CI ⫽ 1.25–2.65)
and those who were highly hopeless (relative hazards
⫽ 2.09, 95% CI ⫽ 1.30 –3.34). They also found, after
controlling for multiple risk factors, that moderately
and highly hopeless subjects with a history of cardiovascular disease, diabetes, cancer, or respiratory disease had an increased risk of dying from both cardiovascular and noncardiovascular causes. They also
found that mortality due to cancer was increased
among moderately and highly hopeless men.
Several recent studies have used the Life Orientation Test (LOT) of Scheier and Carver (10) to assess the
role of optimism and pessimism in health and mortality. In a group of 51 middle-aged men who had coronary artery bypass surgery, Scheier et al. (11) found
that those who scored in the optimistic range on the
LOT had better postsurgical outcomes. Schulz et al.
(12), studying 238 female and male patients with advanced cancer, reported that pessimism scores on the
LOT predicted mortality in those aged 30 to 59, but not
in older subjects. Similarly, Robinson-Whelen et al.
(13) noted that the LOT pessimism score predicted
subsequent ill health in 113 predominantly female,
middle-aged and older caregivers of persons with dementia as well as in 111 non– care-giving control
subjects.
The results of these studies support the hypothesis
that hopelessness and pessimism are associated with
an increased risk of illness and mortality. Many unanswered questions remain, however. Of the two hopelessness studies, only that of Everson et al. (9) used
questions specific to hopelessness, and it was limited
to Finnish men aged 60 or younger at baseline. The
LOT studies (11–13) also included primarily subjects
of European origin. Thus, it is unclear whether hopelessness predicts mortality in older persons or individuals not of European origin. Studying these other
groups could not only help in evaluating the generalizability of the hopelessness/health relationship but
also might shed light on some of the mechanisms that
underlie this phenomenon. The elderly would be very
interesting to evaluate because the study of Schulz et
al. (12) suggests that pessimism may not affect mortality in this age group. It is possible, as Schulz et al.
suggest, that pessimism or hopelessness may be more
normative in older persons. Studying members of various ethnic minority groups would also be of particular interest. Given the relative lower socioeconomic
status of many minority group individuals, one might
hypothesize that those who survive into old age would
be a particularly hardy group and less susceptible to a
health effect of hopelessness than similar members of
the majority population.
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To shed further light on the relationship between
hopelessness and mortality, we evaluated data from a
cohort of older, community-dwelling Mexican Americans (MAs) and European Americans (EAs). MAs are
of special interest not only because they constitute the
most rapidly growing segment of the elderly in the
United States (14), but also because traditional MA
culture is commonly viewed as having a more fatalistic
(15, 16) and present-oriented (17) world view than EA
culture. Although a fatalistic world view might well
have a deleterious effect on health, present-time orientation could potentially mitigate some of these effects
by making the future a lesser source of concern.
METHODS
All study participants had completed a home-based assessment
(HBA) as part of the San Antonio Longitudinal Study of Aging
(SALSA), a community-based study of chronic disease and functional status (18). The SALSA sample consisted of elderly individuals who had previously participated in the San Antonio Heart
Study (SAHS), a large prospective cohort study established in 1979
to investigate differences in the etiology and incidence of cardiovascular disease and diabetes mellitus between MAs and EAs. Subjects
were enrolled in SAHS in two cohorts: from 1979 to 1982 and from
1984 to 1988. These samples are described in detail in Stern et al.
(19) and Hazuda et al. (20). A total of 5158 subjects were enrolled,
with an overall response rate of 65.3%.
To maximize sociocultural variation among MA participants in
the SAHS, subjects were recruited from three types of neighborhood
in the city of San Antonio: 1) low income, almost exclusively MA; 2)
middle-income, ethnically balanced; and 3) high-income, predominantly EA. A random sample of households was selected in each
type of neighborhood using the Polk directory, a city criss-cross
directory. Only MAs were selected in the first type of neighborhood
because so few EAs lived there. In the middle- and high-income
neighborhoods, stratified random sampling was used to achieve
enrollment of approximately equal numbers of the two ethnic
groups. All 25- to 64-year-old men and nonpregnant women living
in the selected households were considered eligible for the SAHS.
For purposes of follow-up, only those individuals who completed a
baseline clinic examination were considered part of the SAHS
cohort.
From 1992 to 1996, efforts were made to contact all SAHS subjects who were currently or would shortly be between 65 and 79
years of age and to ask them to participate in SALSA. Of the 1247
subjects from the SAHS cohort who would have met these age
criteria during the study period, 170 had died. Seventy-seven percent (833 of 1077 survivors) agreed to participate and completed the
HBA as part of SALSA. A few subjects were interviewed slightly
before their 65th birthday. Among the 23% of survivors (N ⫽ 244)
who did not complete the HBA, 28 had moved out of the area, 26
could not be located, and 190 declined to participate. There were no
significant differences between those who completed the HBA and
those who did not in age, gender, perceived health (self-assessment
of the quality of one’s health), or number of comorbid medical
illnesses. However, completers were more educated (8.6 vs. 7.1
years of schooling, p ⱕ .001) and, among Mexican Americans, were
slightly more assimilated into American society.
Data collection in SALSA, consisting of the HBA plus a performance-based assessment given at the General Clinical Research Center of the University of Texas Health Science Center in San Antonio,
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was carried out between April 1992 and April 1996. All subjects
were between 64 and 79 years old at the time of their HBA. All rating
instruments, which were administered by an interviewer, were
translated into Spanish using standard cross-cultural techniques
and administered orally in either English or Spanish according to
the participant’s stated language preference. Twenty-nine percent of
the MAs were interviewed in Spanish.
Among the 833 persons who completed the HBA as part of
SALSA, 795 subjects took the 30-item Geriatric Depression Scale
(GDS) (21) and were included in this study. Those who responded
“no” to the item “Are you hopeful about the future?” were classified
as hopeless. The Spanish version of this question was “¿Tiene esperanzas acerca del futuro?,” the literal translation of which is “Do
you have hopes concerning the future?”
The data for this report are based on mortality statistics through
August 1999, with a mean (SD) follow-up of 5.2 (1.5) years and a
range of 0.2 to 7.4 years. To assess vital status, local newspaper
obituaries were reviewed daily, vital statistics records of the San
Antonio Metropolitan Health District were checked quarterly, and a
search of the National Death Index was performed annually. Cause
of death was determined by review of death certificates and was
coded by a certified nosologist.

Data Analysis
A stepwise regression method was used to explore the relationship between hopelessness and all-cause mortality using Cox proportional hazards models. Four sets of data were entered into the
model hierarchically. First, demographic variables (age, sex, ethnic
background, years of formal education, and monthly household
income) were entered. Second, significant demographic variables
from step 1 (p ⱕ .10) were entered along with potential health risk
factors. These consisted of systolic and diastolic blood pressure,
body mass index, number of comorbid medical illnesses (assessed
by asking participants if they had ever been diagnosed by a doctor
with any of seven common medical conditions), and perceived
health. Third, significant variables from step 2 were entered along
with lifestyle risk factors. These included current smoking, current
TABLE 1.

drinking, probable alcoholism, and activity level (weekly energy
expenditure based on self-estimated physical activity). Fourth, significant variables from step 3 were entered along with social protective or risk factors. These consisted of number of social contacts,
social well-being (satisfaction with contacts), marital status, and
whether the individual was living alone. Finally, hopelessness was
added to the final model of significant variables in step 4 to determine whether it was a significant independent predictor of mortality. The final model before adding hopelessness included six variables: age, ethnic background, number of comorbid illnesses,
perceived health, number of social contacts, and current smoking.
All variables in this model were statistically significant (p ⬍ .05).
A separate stepwise regression was also conducted for the MA
subjects.

RESULTS
Of the 795 participants, 248 (31.2%) were MA
women, 213 (26.8%) EA women, 184 (23.1%) MA
men, and 150 (18.9%) EA men. The mean (SD) age of
the total group was 69.1 (3.3) years. Seventy-three
subjects (9.1%) were classified as hopeless and 722
(90.9%) as hopeful. Rates of hopelessness were nearly
identical in women (9.1%, 42 of 461) and men (9.3%,
31 of 334). Hopelessness was more common in MAs
(10.0%, 43 of 432) than in EAs (8.3%, 30 of 363), but
this difference was not statistically significant (2
0.675, df ⫽ 1, p ⫽ .411). The prevalence of hopelessness among the four ethnic/gender groups ranged from
12.0% (22 of 184) for MA men to 9.9% (21 of 213) for
EA women, 8.5% (21 of 248) for MA women, and 6.0%
(9 of 150) for EA men (2 3.8, df ⫽ 3, p ⫽ .285). As
shown in Table 1, the hopeful and hopeless participants varied significantly on a number of demographic

Comparison of Hopeless and Hopeful Subjects on Demographic and Health-Related Variables

Variable

Hopeless (N ⫽ 73)

Hopeful (N ⫽ 722)

p

Age, y
Female, %
Mexican-American, %
Education, y
Household income (category: 1–15)
Comorbid illnesses, N
Systolic blood pressure (mm Hg)
Diastolic blood pressure (mm Hg)
Body mass index, kg/m2
High physical activity, %
Current smoker, %
Current drinker, %
Probable alcoholic, %
Geriatric Depression Scale scorec
Social Well-Being Scale score
Social contacts, N

70.0 (0.40)a
57.5
58.9
10.2 (0.52)
10.4 (0.34)
1.6 (0.14)
130 (2.3)
64 (1.9)
28.7 (0.77)
27.8
24.6
36.6
14.5
11.4 (0.72)
31.1 (0.59)
7.9 (0.45)

69.0 (0.12)
58.0
53.9
10.9 (0.17)
11.6 (0.11)
1.3 (0.04)
133 (0.81)
66 (0.54)
28.4 (0.20)
47.6
14.9
40.8
11.6
5.5 (0.17)
32.7 (0.15)
9.3 (0.14)

.0091
.934
.411
.1902
.0040
.0570
.3100
.3162b
.7350
.004
.034
.499
.488
.0001
.0037
.0027

a

Values shown for continuous variables are mean (SE); values shown for categorical variables are percentages.
The statistical test for group differences for diastolic blood pressure was the Wilcoxon rank sum test because diastolic blood pressure was
not normally distributed. Median diastolic blood pressure was 65 mm Hg for the hopeless subjects and 66 mm Hg for the hopeful.
c
Includes hopelessness item.
b
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and health variables but showed no difference on other
important variables, such as blood pressure, body
mass index, current drinking status, and probable
alcoholism.
As of August 1999, 28.8% (21 of 73) of the hopeless
subjects had died, compared with 10.7% (77 of 722) of
the hopeful, a highly significant difference (2 20.1, df
⫽ 1, p ⫽ .001). The mortality rate for the four gender/
ethnic groups ranged from 21.7% for the MA men to
10.9% for the MA women, 9.3% for the EA men, and
8.0% for the EA women (2 20.5, df ⫽ 3, p ⫽ .001).
Among the subjects for whom death certificates
were available (87 of 98), 25 died of cardiovascular
disease and 25 of cancer. The mortality rates were
identical for both diseases: 7.2% for the hopeless subjects and 2.8% for the hopeful (2 4.0, df ⫽ 1, p ⫽ .045).
Table 2 shows the final Cox proportional hazards
model, in which hopelessness was a highly significant
predictor of all-cause mortality.
In the separate Cox analysis of MAs, hopelessness
remained a strong predictor of all-cause mortality (p ⫽
.0293), together with age (.0067), comorbid illness
(.0001), number of social contacts (.0138), and sex
(.0111). These results differ from those for the total
sample chiefly in that sex is included in the final
model, whereas ethnicity (by definition), current
smoking, and perceived health are not. Smoking may
not be significant for the MAs both because MAs who
smoke do so less intensively than EAs (22) and because the smaller size of the sample (ie, the fewer
number of deaths) reduces our power to detect significant differences.
There was insufficient power to conduct a separate
analysis for the EAs because of the smaller number of
deaths in this group.
Mortality among MAs did not differ significantly
according to whether they were first-, second-, or
third-generation: 19% (11 of 58) vs. 15% (40 of 271) vs.
17% (16 of 96), respectively (2 ⫽ 0.712, df ⫽ 2, p ⫽
.700). The mortality rate among the 29% of the MAs
who were interviewed in Spanish was 20% (23 of 116),
TABLE 2.

compared with 14% (44 of 316) for those interviewed
in English (2 ⫽ 2.26, df ⫽ 1, p ⫽ .133).
One hundred thirty-nine subjects (17.5%) were classified as probably depressed based on a total GDS score
of ⱖ11, the usual cutoff point for a major depressive
syndrome (21). Their mortality rate (22.3%, 31 of 139)
was significantly greater than that for nondepressed individuals (10.2%, 67 of 656) (2 15.5, df ⫽ 1, p ⫽ .001).
Subjects with both hopelessness and probable depression had a significantly higher mortality rate than those
with only one or none of these risk factors, as shown in
Table 3. In a Cox model that controlled for age, sex, and
household income, the risk of mortality increased significantly (p ⫽ .0001) as one went from category 1 (hopeful/
not depressed) to category 2 (hopeful/depressed), category 3 (hopeless/not depressed), and finally category 4
(hopeless/depressed).
Probable depression alone was not a significant predictor of mortality in Cox proportional hazards models
that used the same covariates as the hopelessness analysis (data not shown).
DISCUSSION
Relationship with Other Studies
Our findings confirm and extend the results of previous studies (8, 9) suggesting that, in a US sample
comprising older women and men of Mexican and
European origin, hopelessness is associated with an
increased risk of all-cause mortality.
Similar to Anda et al., (8) we found a higher prevalence of hopelessness in a minority population, although the ethnic difference in a comparison with EAs
was not significant. Consistent with the results of Fiscella and Franks (23) with African American subjects,
we did not find that controlling for hopelessness significantly decreased the relative risk of mortality associated with MA ethnic background. Like Greene (24)
but unlike Anda et al. (8), we did not find a higher
prevalence of hopelessness in women. It is possible
that the increased hopelessness in women observed by

Final Cox Proportional Hazards Model For All-Cause
Mortality (N ⴝ 749, deaths ⴝ 84)a

TABLE 3.

Hopelessness, Probable Depression, and Mortality
Alive

Variable

Risk Ratio

95% Confidence Interval

p

Age
Ethnic background
Comorbid illness, N
Perceived health
Social contacts, N
Current smoking
Hopelessness

1.129
1.786
1.363
1.457
0.913
2.049
2.234

1.056–1.206
1.121–2.846
1.138–1.632
1.107–1.919
0.864–0.965
1.256–3.341
1.325–3.765

.0003
.0147
.0008
.0073
.0013
.0040
.0026

Dead

Category

Hopeful/not depressed
Hopeful/depresseda
Hopeless/not depressed
Hopeless/depressed
Total

N

%

N

%

563
82
26
26
697

90.7
81.2
74.3
68.4
87.7

58
19
9
12
98

9.3
18.8
25.7
31.6
12.3

Probable major depressive syndrome (GDS ⱖ 11).
2 ⫽ 27.9, df ⫽ 3, p ⫽ .001.
a

a

Data for all variables were not available for 46 of the 795 subjects.
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Anda et al. (8) may have been related to their assessment of this variable by means of a question that also
included depressed mood.
Potential Limitations
We evaluated hopelessness with a single yes/no
question, which prevented us from ascertaining
whether severe as opposed to moderate hopelessness
was associated with a greater increase in mortality, as
suggested by Anda et al. (8) and Everson et al. (9). The
hopeless subjects in our study, 9% of the total, may
have been comparable in degree of hopelessness to
Everson et al.’s (9) “severely hopeless” subjects, who
constituted 11% of their population. Although the
GDS has been reported to have high sensitivity and
specificity for diagnosing a major depressive syndrome in a geriatric population (25), it is possible that
the risk ratio for probable depression in our study
might have been different had we diagnosed subjects
by means of a psychiatric interview. Our findings with
regard to hopelessness and mortality from cardiovascular disease and cancer need to be evaluated with
caution in view of the fact that we assessed cause of
death by review of death certificates, a method that
may not always be reliable.
Relationships Among Hopelessness, Depression,
and Mortality
Our finding that probable depression did not predict all-cause mortality after controlling for multiple
risk factors differs from that of many authors (26 –34)
but is consistent with the findings of others (35–39).
As Wulsin et al. (40) noted in their comprehensive
review of the mortality of depression, the widely varying results in this literature may in part reflect many
authors’ failure to control for key risk factors. Differences in the populations studied and divergent definitions of depression may also contribute to the disparate results.
It is of interest that Everson et al., (9, 41) Anda et al.
(8), and we all found hopelessness to be a stronger
predictor of mortality than depressive symptoms or
probable depression. Everson et al. (41) noted that men
with a score in the fourth quartile on the depression
scale of the Minnesota Multiphasic Personality Inventory were at increased risk of cardiovascular mortality
compared with those with scores in the first quartile,
but this difference became only marginally significant
after controlling for multiple risk factors. Similarly, in
Anda et al.’s (8) data, a four-item depressed affect
subscale of the General Well-Being Schedule (42) was
of only borderline significance (relative risk ⫽ 1.5,
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95% CI ⫽ 1.0 –2.3) after adjusting for multiple risk
factors. These results, together with our findings (see
Table 3), suggest that those depressed individuals who
are both depressed and hopeless may have the greatest
risk of mortality.
In a recent study that found depressive symptoms to
predict mortality in a geriatric population (34), item
analysis showed that the effect was due to motivationrelated items. These authors’ results may be consistent
with our and others’ findings on hopelessness.

Directions for Future Research
Both our and Everson et al.’s (9) data suggest that
hopelessness is associated with an increased risk of
dying of both cardiovascular and noncardiovascular
causes, including cancer, whereas Anda et al.’s (8) data
support an increased risk of fatal ischemic heart disease. Further research in various populations to evaluate which causes of death are increased in hopeless
individuals would be very useful. Such data would
help shed light on the mechanisms by which hopelessness is related to mortality. One potential mechanism
is suicide, which is clearly increased in psychiatrically
ill persons with symptoms of hopelessness (43, 44).
Suicide is much less common, however, in epidemiologic cohorts. Indeed, we had no cases of suicide
among the 87 deaths in our sample for which causes of
death were available. As Schulz et al. (12) suggest,
hopeless or pessimistic individuals may, like those
with depression (45, 46), be less likely to engage in
health-promoting behaviors, such as eating well, exercising, following their doctor’s recommendations, and
taking their medication as prescribed. They may also,
like depressed persons (47), be more likely to engage in
high-risk behaviors, such as substance-related behavioral disorders and unsafe sexual practices. Our data
and that of Anda et al. (8) and Everson et al. (9) show,
however, that hopelessness remains a significant predictor of mortality even after controlling for at least
some key health-related behaviors, such as smoking
and alcohol abuse. Similar to individuals suffering
from depression (48 –52), hopeless persons could also
have biochemical and neurophysiologic abnormalities
(such as abnormal platelet function, reduced heart rate
variability, decreased immune function, decreased serotonergic function, and increased activity of the noradrenergic system and hypothalamic-pituitary-adrenal
axis) that could help to explain their increased mortality. The report of Everson et al. (53) that hopeless
men have greater progression of carotid atherosclerosis
is a very promising finding in this area. Further imaging studies to evaluate changes in brain functioning
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associated with hopelessness, building on the work of
Gottschalk et al. (54), could be very informative.
It would be useful, too, to explore further the relationships among hopelessness, optimism and pessimism, depression, and other proposed psychological
risk factors for physical illness and mortality, such as
vital exhaustion (55–57), hostility (58), and anxiety
(59). Other useful areas for exploration include
whether hopelessness predicts mortality in children,
young adults, and persons over 80; the effect of hopelessness on the functional status and quality of life of
physically ill persons; and the role of life experiences
and genetic factors in the etiology of hopelessness.
Assessing hopelessness by an instrument such as the
Beck Hopelessness Scale (60), rather than by one or
two questions, would likely facilitate future research.
More research into the causes of hopelessness is
also needed. Individuals may experience hopelessness
as part of a major depressive syndrome or as a relatively isolated symptom reflecting their current or past
life situation. Economic hardship, social and cultural
isolation, and loss of function due to poor health all
may play a role in the etiology of hopelessness for
some individuals, as might the loss of a spouse or a
history of childhood abuse. It is possible that MAs,
EAs, and other ethnic and racial groups might differ in
the extent to which different etiologic factors play a
role in the development of hopelessness. Tailoring the
choice of treatment for hopelessness or the method of
providing it to an individual’s cultural background
might prove very useful.
Prospective studies to evaluate the effects of treating
hopelessness on the quality and duration of subjects’
lives would be important. Both medication and cognitive-behavioral therapies, such as those of Beck et al.
(61) and Seligman (3), would seem to be promising
treatment modalities for hopeless individuals, though
patients who suffer from hopelessness as part of severe
melancholic depression might not be expected to respond well to cognitive-behavioral psychotherapies
alone. It would be useful to explore whether depressed
patients with and without hopelessness respond differentially to different therapeutic approaches. Both
antidepressants and psychotherapy would be worth
evaluating in hopeless individuals who have few other
depressive symptoms.
Implications for Clinical Practice
The fact that a single item can provide relevant
information about the risk of mortality suggests that
“Are you hopeful about the future?” might be a useful
screening question to include in the evaluation of
older patients. Our data also lend further support to
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the time-honored advice that instilling hope is a key
part of the clinician’s armamentarium.
CONCLUSION
These data, together with those of others, suggest
that hopelessness is associated with increased mortality in older and middle-aged adults of various ethnic
backgrounds. A better understanding of the mechanisms that underlie this phenomenon may help us to
extend the duration and improve the quality of our
patients’ lives.
This study was supported by National Institutes of
Health Grant 1-R01-AG-10444. The authors gratefully
acknowledge the comments of Charles L. Bowden, MD,
and the secretarial assistance of Hilda C. Cheatum.
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