
Krendl, A.C., & Wolford, G., (2012). Cognitive decline and older adults’ perception of stigma controllability. Journals of Gerontology Series B: Psychological Sciences and Social Sciences, doi:10.1093/
geronb/gbs070

© The Author 2012. Published by Oxford University Press on behalf of The Gerontological Society of America.
All rights reserved. For permissions, please e-mail: journals.permissions@oup.com.
Received January 2, 2012; Accepted July 2, 2012
Decision Editor: Bob Knight, PhD

Cognitive Decline and Older Adults’ Perception  
of Stigma Controllability

Anne C. Krendl1 and George Wolford2

1Department of Psychological and Brain Sciences, Indiana University, Bloomington.
2Department of Psychological and Brain Sciences, Dartmouth College, New Hampshire.

Emerging research suggests that older adults who experience age-related declines in regulatory abilities may have more 
dif"culty inhibiting their expression of negative bias to stigmatized individuals as compared with young adults. However, 
it remains largely unexplored why this might be. For instance, older adults may hold stigmatized individuals more 
accountable for their conditions as compared with young adults, which could subsequently increase their expression of 
negative bias. The current study investigated this question by testing 90 older adults and 44 young adults. Researchers 
found that older adults with relatively impaired executive function placed a greater emphasis on controllability when 
evaluating stigmatized individuals and rated the stigmatized conditions overall as being more changeable.
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OLDER adults (OA) hold individuals more accountable 
when they have undesirable outcomes in social situa-

tions (Blanchard-Fields & Norris, 1994), and their propen-
sity to do so is magni"ed by their personal beliefs (Horhota 
& Blanchard-Fields, 2006). Intriguingly, emerging research 
has demonstrated that age-related cognitive decline impairs 
myriad aspects of OA’s everyday lives (Gross, Rebok, 
Unverzagt, Willis, & Brandt, 2011) and social interactions 
(Lockenhoff, Cook, Anderson, & Zayas, 2012; Seeman 
et  al., 2011), including their expression of negative bias 
to outgroup members (Gonsalkorale, Sherman, & Klauer, 
2009; Krendl, Heatherton, & Kensinger, 2009; Stewart, von 
Hippel, & Radvansky, 2009; von Hippel, Silver, & Lynch, 
2000). It therefore remains an open question whether OA 
will hold undesirable stigmatized individuals more account-
able for their condition, particularly when OA have expe-
rienced a greater extent of regulatory decline. This study 
examines this question.

It has been widely demonstrated that the manner in which 
perceivers categorize different stigmatized groups strongly 
affects their subsequent attitudes toward those groups 
(Frable, 1993; Jones et al., 1984; Kurzban & Leary, 2001; 
Rush, 2001; Towler & Schneider, 2005; Weiner, Perry, & 
Magnusson, 1988). Three categories that have been con-
sistently shown to play a central role in shaping the per-
ceptions of stigmatized individuals are social desirability, 
pity, and controllability (Deaux, Reid, Mizrahi, & Ethier, 
1995; Frable, 1993; Jones et al., 1984; Towler & Schneider, 
2005). Importantly, perceived controllability of stigma 
(how responsible a stigmatized individual is perceived as 
being for having a stigmatized condition) has been linked 
to more prejudice (Crandall & Eshleman, 2003; Hegarty & 
Golden, 2008; Rodin, Price, Sanchez & McElligot, 1989). 
Thus, because age-related cognitive decline increases the 

expression of negative bias and prejudice toward outgroup 
members (Gonsalkorale, Sherman, & Klauer, 2009; Krendl, 
Heatherton, & Kensinger, 2009; Stewart, von Hippel, & 
Radvansky, 2009; von Hippel, Silver, & Lynch, 2000), OA 
who have experienced more cognitive decline should also 
have a greater propensity to hold stigmatized individuals 
accountable for their conditions.

Controllability consists of two critical elements: whether 
the bearer is perceived as being responsible for how the 
stigma was acquired or whether the bearer could conceiv-
ably shed the stigmatized condition once it is acquired. In 
many cases, these two elements are mutually exclusive. 
For instance, an individual could be held accountable for 
becoming HIV positive (e.g., by sharing drug needles), but 
would not necessarily be expected to undo his status once 
acquired. Alternatively, an individual might not be held 
accountable for becoming depressed, whereas he might be 
held accountable for not overcoming the depression (e.g., 
through therapy or medication). It is important to dissoci-
ate these two elements of controllability because the sub-
sequent attitudes toward the stigmatized individual may 
diverge depending on whether perceptions of controllabil-
ity rest on the acquisition or perceived changeability of the 
stigmatized condition.

Researchers had two questions in this study: First, do OA 
with relatively impaired cognitive capacity hold stigmatized 
targets more accountable for their condition? Second, if so, 
was that driven by differences in perceived responsibility 
for the acquisition of the condition or perceptions of the 
permanence of condition?

Method
Participants (44 young adults, 90 OA) rated 20 stigma 

groups on 15 ratings that have been previously shown to 
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load onto the three primary dimensions used in evaluating 
stigmatized individuals—controllability, social desirabil-
ity, and pity (Deaux et al., 1995; Frable, 1993; Jones et al., 
1984; Towler & Schneider, 2005). Researchers selected a 
wide range of 20 different stigma groups (see supplemen-
tary material for complete list and for traits used in ratings) 
and asked participants to rate each stigma group on the 15 
different ratings (supplementary material) on a 1–9 scale, 
where 1 = “strongly disagree”, and 9 = “strongly agree.”

Cognitive Tasks
OA underwent extensive prescreening prior to enroll-

ment to ensure they did not have a history of any physi-
cal ailments (e.g., stroke or untreated high blood pressure) 
or mental disorders (e.g., depression or anxiety) that may 
affect their cognitive performance. All participants scored a 
26 or above on the Mini-Mental State Exam. Thus, all of the 
OA who participated in this study were normal functioning.

Although cognitive function declines with age, the rate 
of this decline is highly variable (e.g., MacDonald, Hultsch, 
& Dixon, 2011). Thus, in order to assess individual levels 
of cognitive function, OA completed the Wisconsin Card 
Sorting Task, FAS word #uency, mental arithmetic from 
WAIS-R, WMS-R mental control, and WMS-R backward 
digit span (Glisky, Polster, & Routhieaux, 1995). The scor-
ing procedure followed the methods developed by Glisky 
and colleagues (1995). Participants in this study were 
recruited based on their performance on this cognitive bat-
tery in a prior testing session. Speci"cally, a large pool of 
participants completed the cognitive battery. Those who 
performed relatively well or relatively poorly on these tasks 
were recruited to participate in this task (on average these 
groups were one-fourth a standard deviation above or below 
the mean). OA who performed relatively poorly on these 
tasks were classi"ed as low-functioning OA, whereas OA 
who performed relatively well on these tasks were classi-
"ed as high-functioning OA.

Results

Data Reduction
Researchers "rst question was whether low-functioning 

OA relied more on perceived controllability as compared 
with high-functioning OA when forming their initial impres-
sions of stigmatized targets. In order to do this, researchers 
averaged each subject’s ratings from the traits that loaded 
onto each of the three dimensions to create a general “con-
trollability,” “social desirability,” and “pity” rating for each 
participant and converted these scores to z-scores.

Analysis of Dimensions
Given that each participant only completed half the rat-

ings (in order to minimize fatigue), researchers "rst evalu-
ated whether there was an effect of ratings group on the 

ratings. The analysis of variance (ANOVA) revealed no 
effect of ratings group. Results revealed no effect of ratings 
group (F  <  1), so researchers collapsed across these two 
groups for subsequent analyses.

Researchers then entered participants’ averaged z-score 
ratings for each dimensions into a 3 (dimension: control-
lability, undesirability, and pity) × 3 (group: young adults, 
high-functioning OA, and low-functioning OA) ANOVA 
with dimension as a repeated measure. Results revealed 
a main effect of dimension, F(2,124)  =  64.14, p <.001 
and of group F(1.62) = 6.42, p <.005, but no interaction 
(F < 1).

Subsequent analyses revealed that the effect of dimen-
sion emerged because all three groups rated the dimen-
sion of pity higher than the dimension of controllability, 
young adults: t(21) = 5.86, p <.001; high-functioning OA: 
t(22) = 4.24, p <.001; low-functioning OA: t(20) = 4.82, p 
<.001, and OA rated the dimension of controllability higher 
than the dimension of social desirability (p <.01 for both), 
whereas young adults did not differ on these ratings (p 
=.74). See Table 1 for mean ratings for each dimension by 
age group.

The effect of group emerged for two reasons: due to 
differences between the young and OA and due to differ-
ences between high-functioning OA and low-functioning 
OA. First, young adults overall rated the dimensions of pity 
and social desirability higher than high-functioning OA, 
pity: t(43) = 2.73, p <.01; social desirability: t(87) = 4.71, 
p <.001, but did not differ in their ratings for controllabil-
ity: t(87)  =  1.00, p =.3. These "ndings are suggestive of 
an overall scaling artifact between the two groups. Indeed, 
age differences in response bias and sensitivity on scaled 
responses have been widely documented (for review, see 
Danzinger, 1980).

Researchers primary interest was whether differences 
emerged between high and low-functioning OA. Indeed, t 
tests demonstrated that low-functioning OA ascribed higher 
ratings to the controllability dimension as compared with 
high-functioning OA, t(87) = 2.17, p <.04. Importantly, the 
two groups did not differ in their ratings on the dimension 
of pity (t < 1) or social desirability, t(87) = 1.52, p =.13, 
suggesting the differences on the controllability dimension 
were not due to scaling differences between the two groups 
(supplementary material).

Table 1. Mean Ratings (Reported as z-scores) for Each Age Group 
for Each Dimension

Controllability Social desirability Pity

Young adults −.02 (.11) −.06 (.09) 1.24 (.21)
High-functioning older 
adults

−.24 (.17) −.69 (.1) .49 (.17)

Low-functioning older 
adults

.26 (.15) −.46 (.12) .74 (.22)

Note: Standard error mean reported within parentheses.
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Analysis of Controllability Ratings
The earlier results revealed that low-functioning OA 

rated stigmatized conditions as being more controllable 
compared with high-functioning OA and young adults. 
Next, researchers examined whether these differences were 
due to discrepancies in the perceived responsibility that 
high-functioning OA and low-functioning OA ascribed to 
stigmatized individuals for the onset of their conditions, or 
to differences in the perceptions of changeability of the stig-
matized condition.

To address this question, researchers focused on the rat-
ings for two key items that most directly captured research-
ers area of interest: how responsible the stigmatized 
individuals were perceived as being for their conditions, 
and how likely the stigmatized individuals could change 
their condition. Researchers examined an effect of group 
(high or low functioning) for these two dependent varia-
bles using Bonferroni-corrected t tests (α =.0125). Results 
revealed that the low-functioning OA were more likely 
than high-functioning OA to indicate that stigmatized indi-
viduals could change their conditions (MLow-functioning OA  = 
5.83, SD  =  1.15; MHigh-functioning OA  =  4.86, SD  =  1.25; 
t(43)  =  2.70, p =.01). However, the two groups did not 
differ in the perceived responsibility they ascribed to the 
stigmatized individuals (MLow-functioning OA = 3.50, SD =.71; 
MHigh-functioning OA = 3.35, SD =.94; t < 1, p =.53). Together 
these results demonstrate that low-functioning OA did 
not differ from high-functioning OA in their perceptions 
of responsibility for the onset of the stigma, but the two 
groups did differ in their perceptions of changeability for 
the onset of the stigma.

Discussion
The results from this study demonstrated that 

low-functioning OA placed greater emphasis on controlla-
bility when evaluating stigmatized individuals as compared 
with high-functioning OA. Further, researchers found that 
low-functioning OA indicated that stigmatized individuals 
were more able to change their condition compared with 
high-functioning OA, whereas the two groups did not differ 
in their endorsements of perceived responsibility. Together, 
these "ndings suggest that low-functioning OA hold stig-
matized individuals more responsible for their condition, 
perhaps because they view the stigmatized condition as 
being something that can be changed.

Why might low-functioning OA place greater importance 
on controllability when evaluating stigmatized individuals? 
One possibility is, it may be linked to their levels of bias 
toward stigmatized individuals. That is, low-functioning 
OA may perceive stigmatized conditions as being relatively 
controllable and therefore express more bias toward stigma-
tized individuals as a result of this perception. Indeed, it has 
been widely demonstrated that prejudiced people are more 
likely to attribute stigmatized traits to controllable causes 
(Crandall & Eshleman, 2003; Hegarty & Golden, 2008; 

Rodin et al., 1989). Simply put, increased bias is linked to 
a greater propensity to make attributions of controllability 
(e.g., Hegarty & Golden, 2008).

An intriguing result that emerged in this study was that 
low-functioning OA rated all stigmatized conditions as 
being more changeable compared with high-functioning 
OA. However, high-functioning OA and low-functioning 
OA did not differ in their overall ratings of perceived respon-
sibility for the onsets of the stigmatized conditions. This 
result suggests that age-related cognitive decline does not 
bias perceptions of controllability surrounding how stigma-
tized conditions are acquired, but instead may bias percep-
tions of how changeable and malleable these conditions are. 
Future research should more closely examine this "nding.

The goal of this study was to determine whether low-
functioning OA rely more on perceived controllability 
when forming their initial impressions of stigmatized tar-
gets. Researchers results demonstrated that this is the case, 
and this effect is further bolstered by the fact that low-func-
tioning OA view stigmatized conditions to be more change-
able as compared with high-functioning OA. Although 
these results suggest that low-functioning OA hold stig-
matized individuals more accountable for their condition, 
it remains an open question whether an increased empha-
sis on accountability has any real impact on low-function-
ing OA’s perceptions of stigmatized individuals. Future 
research should investigate this question.
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