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Abstract 

Background: Cognitive aging is highly heterogeneous, not only in performance but also in how 

individuals perceive their own aging. Such self-perceptions may shape emotional reactions and 

adaptation to memory difficulties, yet little is known about their organization in patients referred to 

a memory clinic for a first diagnostic consultation. The primary aim of this study was to identify the 

internal configuration of self-perceptions of aging in such patients. A secondary aim was to compare 

these patterns with those observed in older adults recruited in a research unit of experimental 

psychology, who reported subjective complaints but had no medical referral. Methods: In total, 130 

memory clinic patients and 84 laboratory participants completed, prior to the same 

neuropsychological testing, a psychosocial questionnaire assessing four domains: self-perceptions of 

memory deficits, attitudes toward aging, aging stereotypes, and multiple facets of subjective age. 

Network analysis was applied to examine how these variables were interrelated and to determine 

their relative importance in each group. Results: Across both samples, network analyses revealed 

distinct organizational patterns. Patients showed a unified representational system characterized by 

more positive associations and centered on subjective age variables. By contrast, the laboratory group 

showed a two-cluster network with more negative connections, organized around negative aging 

stereotypes. Conclusions: These findings provide novel insights into the psychosocial profile of 

memory clinic patients, highlighting the central integrative role of subjective age in integrating 

emotional responses, aging beliefs and perceptions of memory difficulties, and underline the value 

of network approaches in capturing heterogeneity in cognitive aging. 

Keywords: memory clinic; memory deficits; aging perceptions; negative stereotypes; subjective age; 

network analysis; cognitive aging 

 

1. Introduction 

The interindividual variability of cognitive aging is well documented on both typical and 

pathological trajectories. Among cognitively healthy older adults, individuals differ greatly in the 

level and rate of age-related cognitive changes [1–3]. Likewise, early pathological aging—such as in 

prodromal or preclinical Alzheimer’s disease—also exhibits marked heterogeneity in symptom onset, 

progression, and cognitive profiles. For example, prior research has identified distinct atrophy 

subtypes in Alzheimer’s, that may account for the disease heterogeneity [4]. Beyond this objective 
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cognitive variability, older adults also differ in how they perceive and interpret their own aging, 

including the extent to which they emotionally respond to the possibility of pathological decline and 

perceive the causes, consequences, and controllability of their memory difficulties [5–7]. These 

subjective differences are shaped by several psychosocial factors such as the emotional burden 

associated with the aging process [8], the internalization of negative aging stereotypes [9,10], and 

discrepancies in subjective age [11–13]. These psychosocial factors are critical components likely to 

modulate cognitive performances [10] and affect the interpretation and management of symptoms 

[14]. While the heterogeneity of cognitive aging trajectories is well established, far less is known about 

the nature and the variability in how psychosocial factors related to aging and memory are organized 

interconnected. 

The clinical relevance of these psychosocial factors becomes especially salient when older adults 

attend a memory clinic for the first time, a context in which these factors remain surprisingly 

understudied. In this setting, older adults are likely to face uncertainty, emotional burden, and 

heightened concerns about the meaning and potential implications of their memory difficulties 

[15,16]. Importantly, older adults referred to a memory clinic do not constitute a homogenous group: 

patients differ widely in the severity and chronicity of their complaints, in their worries about 

possible decline, and in the expectations, they bring to the consultation [17–19]. In addition, the 

motivation for attending the clinic may vary substantially, ranging from personal concerns to 

pressure from family members or recommendation by a general practitioner, which can increase 

anxiety related to the visit [20]. The first neuropsychological evaluation is thus a critical moment for 

the patient, where uncertainty and diagnostic anticipation may heighten emotional distress and 

concerns about cognitive decline. In such a context, psychosocial factors may not only be intensified 

but may also become organized differently in relation to one another, shaping how memory 

difficulties are experienced and interpreted. 

Among these psychosocial factors, negative aging stereotypes constitute a particularly well-

documented source of vulnerability, although this evidence comes exclusively from laboratory 

studies rather than clinical settings [21]. Experimental research has shown that activating negative 

age-related stereotypes can impair older adults’ performance on memory tasks [10], as well as on 

brief cognitive tests similar to those used in memory clinics [22–24] and can reinforce the subjective 

sense of memory decline [25]. These findings underscore the importance of considering how 

internalized stereotypes may shape older adults’ expectations and reactions when they seek memory 

assessment. 

Likewise, another essential set of psychosocial factors, illness perceptions [26,27], provides a 

useful framework for understanding older adults’ reactions to cognitive decline. Research grounded 

in the Common Sense Model of Leventhal et al., has shown that these illness perceptions encompass 

several distinct dimensions: symptoms identification, timeline (expected duration and severity), 

perceived causes, consequences, control (personal or treatment-related), emotional representation, 

and illness coherence [14]. These perceptions are highly subjective and acquired through personal 

experiences and social environments (e.g., family and friends, media, health professionals). They 

shape how individuals interpret their symptoms and anticipate their progression, thereby 

influencing coping mechanisms, help-seeking behaviors, and health-related decision-making [27,28]. 

This highlights the importance of considering how older adults conceptualize their memory deficits, 

as these beliefs are likely to guide their responses and engagement in care. 

In addition to illness-specific beliefs, older adults’ interpretations of memory difficulties are 

embedded within broader self-perceptions of aging. Although aging is a natural and universal 

process, its experience is complex and involves emotional and physical challenges that require 

ongoing adaptation [29]. In this context, self-perceptions of aging play a crucial role. Specifically, 

positive views of aging are associated with greater engagement in health-promoting behaviors and 

coping strategies, whereas negative views are linked to poorer health outcomes, often through denial 

or avoidance coping strategies [28,30,31]. And because cognitive decline, including memory 

difficulties, commonly accompanies aging, the experience of memory deficits may trigger fears of 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 16 January 2026 doi:10.20944/preprints202601.1281.v1

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202601.1281.v1
http://creativecommons.org/licenses/by/4.0/


 3 of 24 

 

future dementia [32]. Collectively, these findings indicate that beyond illness-specific beliefs, broader 

self-perceptions of aging play a central role in shaping their interpretation of memory problems and 

making decisions regarding their management. 

Finally, subjective age, defined as how individuals perceive their own aging process, also plays 

a significant role in shaping perceptions of aging [33]. In the literature, subjective age is considered a 

meaningful indicator of aging trajectories, offering insight into both cognitive functioning and overall 

health [34]. Evidence further indicates that feeling younger than one’s chronological age helps 

maintaining more positive views of aging [12] and is associated with better physical and mental 

health outcomes [33,35]. These perceptions, in turn, can influence health-related decision making, 

encourage engagement in health-promoting behaviors, and buffer against negative emotional 

responses such as anxiety and stress [30,34]. Overall, subjective age displays a key role in how 

individuals view their aging process and health, therefore influencing their responses to symptoms 

and approach to health management. 

Despite the acknowledged relevance of psychosocial factors in the experience of cognitive aging, 

little is known about how these factors are jointly organized in older adults attending a memory clinic 

for the first time. Existing research has predominantly focused on cognitive performance, biomarkers, 

or clinical trajectories, or has been limited to documenting the cognitive complaints [36–38]. As a 

result, the broader subjective landscape in which older adults interpret their symptoms at the 

moment of the first neuropsychological evaluation remains largely underexplored, not only in terms 

of the level of these psychosocial factors, but also in terms of how they are jointly organized. 

Importantly, psychosocial dimensions such as perceived memory complaints, attitudes toward 

aging, aging stereotypes, and subjective age are unlikely to operate independently. Rather, prior 

research suggests that older adults’ interpretations of aging and memory problems rely on 

interrelated systems of beliefs, emotions, and self-perceptions operating at different levels. These 

include symptom-related perceptions of memory complaints, broader attitudes toward aging, 

socially shared stereotypes about aging, and subjective age as an identity-related marker. While 

conceptually distinct, these four dimensions are likely to interact and jointly shape how individuals 

make sense of cognitive changes, particularly in contexts of uncertainty such as a cognitive 

evaluation. The present study addresses this gap by documenting, for the first time, the organization 

of these four psychosocial dimensions in older adults referred for a first diagnostic assessment. By 

focusing on the structure of associations among these factors, rather than on their isolated levels, this 

approach is aimed at providing unique insight into the subjective mindset with which older adults 

arrive at the memory clinic, at a moment when worries, expectations, and representations of cognitive 

aging are actively being shaped. Rather than focusing solely on the content of these perceptions, the 

central question concerns their organization: how are beliefs, emotions, and self-perceptions 

interrelated within this specific clinical context, and how does this organization compare with that 

observed in a non-clinical setting? 

Building on this structural organization of four key psychosocial dimensions: perceptions of 

memory complaints, attitudes towards aging, stereotypes of older adults, and subjective age. These 

dimensions are examined within a cohort of patients undergoing their initial diagnostic assessment 

in a memory clinic. Second, the study proposes a novel comparison between this clinical patient 

sample and a control group of community-dwelling older adults who present similar self-reported 

memory complaints but were recruited from a non-clinical research setting. This design allows us to 

investigate whether the clinical context, characterized by diagnostic uncertainty, heightened concerns 

and potential stereotype threat, may be associated with a different configuration of psychosocial 

variables related to cognitive aging differently than a non-clinical context. While acknowledging that 

these two populations may differ on other aspects, this comparison highlights how the organization 

of the psychosocial variables may vary according to the setting in which they are addressed. Third, 

the study adopts a network analytic approach to the complex structure of memory perceptions and 

other related constructs. Unlike traditional methods that typically analyze variables in isolation or 

aggregate them into latent constructs, network analysis conceptualizes the psychosocial variables as 
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an interconnected system [39]. This approach enables the identification of the most influential 

variables within this system for each [40] and provides a description of their internal organization 

without imposing an a priori structure. 

2. Materials and Methods 

2.1. Sample 

Two groups of older adults participated in the study: a patient group and a control group. The 

patient group consisted of older adults referred for a first diagnostic consultation at a hospital 

memory clinic, who were recruited during their initial short cognitive evaluation by neurologists 

from six hospitals in four French cities (Caen, Marseille, Poitiers, and Rouen) via the AGING 

consortium. The control group consisted of older adults recruited in Marseille and Poitiers through 

public advertisement to participate in a laboratory-based memory study using the same protocol as 

in the clinical setting, with inclusion procedures conducted by a neuropsychologist specifically 

recruited and trained for the study. 

Inclusion criteria were identical for both groups. Eligibility was determined based on a 

standardized clinical interview and participants’ performance on a short battery of cognitive tests 

and questionnaires: the Mini-Mental State Examination (MMSE) [41], the Questionnaire of Cognitive 

Complaints (QCC) [42], the Geriatric Depression Scale (GDS) [43], the 5-word test [44] and the 

Instrumental Activities of Daily Living (IADL) [45]. To be included, participants were required to be 

over 50 years old, report cognitive complaints and meet the following criteria: QCC score ≥ 3, GDS 

score ≤ 9, MMSE score ≥ 22, 5-word test ≥ 5 and IADL = 0. Participants were excluded if they showed 

any signs of Alzheimer’s disease according to the NINCDS-ADRDA criteria (National Institute of 

Neurological and Communicative Diseases and Stroke/Alzheimer's Disease and Related Disorders 

Association), had a history or current traumatic brain injury, neurological or cardiovascular 

disorders, psychiatric disorders (schizophrenia, bipolar disorder or major depression), used 

psychotropic medication, or reported alcohol abuse. 

A total of 130 patients (44 men and 86 women; mean age: 70.99 ± 8.74; age range: 50-87; mean 

education level: 12.27 ± 3.38 years), and 84 controls (26 men and 58 women; mean age: 66.44 ± 8.09; 

age range: 50-89; mean education level of 14.44 ± 2.86 years) were included. Descriptive statistics are 

presented in Table 1. Patients were significantly older, with a mean age difference of five years, and 

had significantly lower education levels, by around two years, compared to the controls. They also 

reported more perceived memory difficulties (according to QCC), with large effect size [46]; and 

showed lower global cognitive performance (MMSE), with small-to-medium effect. 

Table 1. Descriptive statistics for inclusion measures in the patient and control groups. 

 

Patient group  

(hospital) 

n = 130 

Control group  

(laboratory) 

n = 84 

p-value Cohen’s d 

Gender ratio (M/F) 44 / 86 26 / 58 .7711 -- 

Age (years) (±SD) 70.96 (±8.74) 66.44 (±8.09) < .0012 0.53 

[Age range] [50–87] [50–89] - -- 

SPC ratio (low/med/ 

high) 
44 / 49 / 37 21 / 30 / 33 .2021 -- 

Education years (±SD) 12.27 (±3.38) 14.44 (±2.86) < .0012 0.68 

MMSE scores (±SD) 27.45 (±1.74) 28.14 (±1.61) .0042 0.41 

QCC scores (±SD) 5.10 (±1.33) 3.16 (±1.57) < .0012 1.36 

GDS scores (±SD) 6.19 (±2.71) 5.65 (±3.26) .1912 0.18 

5-word test (±SD) 9.95 (±0.26) 10.00 (±0.00) .0582 0.27 

IADL scores (±SD) 0.00 (±0.00) 0.00 (±0.00) - -- 
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Note. F = Female, M = Male; SD = Standard Deviation. 1Chi2 test; 2 independent sample t-test; SPC - Socio-

professional category; MMSE - Mini Mental State Examination; QCC - Questionnaire of Cognitive Complaints; 

GDS - Geriatric Depression Scale. 

2.2. Procedure 

The present study uses data from a larger project, the longitudinal AGING study [47]. The data 

analyzed here were collected at the beginning of the protocol, immediately after the inclusion tests 

(see Table 1 for descriptive statistics) and prior to the next visit during which the first 

neuropsychological battery—identical for all participants—was administered (results are not 

presented here). Between these two stages, participants were asked to complete at home a 

psychosocial questionnaire assessing four domains related to aging and memory: self-perceptions of 

memory deficits, attitudes toward aging, attitudes toward aging stereotypes, and subjective age. They 

were instructed to return the completed questionnaire back to the hospital or laboratory at the time 

of their neuropsychological assessment. The present article focuses exclusively on analyses 

conducted on this psychosocial questionnaire, without taking into account data from subsequent 

stages of the AGING study. 

2.3. Measures 

Eighteen subscales from different validated instruments were used to operationalize the four 

psychosocial domains assessed in the questionnaire—self-perceptions of memory deficits, attitudes 

toward aging, aging stereotypes, and subjective age—, while avoiding redundancy across measures 

(see Table 2 for an overview). As the same questionnaire was administered to both groups, 

establishing the comparability of responses between patients and controls was essential. Therefore, 

multi-group confirmatory factor analyses (MG-CFA) were conducted to test measurement 

invariance. Details of these analyses are provided in the Online Supplementary Material. The results 

supported the three levels of measurement invariance between the two groups (configural, scalar, 

and metric invariances), indicating equivalent factorial structures. Consequently, mean scores were 

computed for each subscale and for each group and used for subsequent descriptive analyses, and 

internal consistency was estimated using Cronbach’s alpha coefficients (Table 3). 

2.3.1. Self-Perceptions of Memory Deficits 

Perceptions of memory difficulties were assessed using the French short version of the Illness 

Perception Questionnaire–Memory (IPQ-M), developed and validated by Besozzi et al. [48] from the 

original English version by Hurt et al. [5]. This instrument is designed to assess how older adults 

perceive and emotionally experience their own memory problems. The French short version includes 

10 subscales. The first one, Identity, comprised 19 items referring to common memory symptoms. For 

each of them, participants were asked two questions: (1) whether they had ever experienced the 

symptoms, and (2) whether they believed it was related to their memory problems. The score for this 

dimension corresponded to the total number of symptoms endorsed as being associated with 

memory problems. 

Each of the nine remaining subscales consisted of three items rated on a 5-point Likert scale 

ranging from 1 (strongly disagree) to 5 (strongly agree). Subscales scores were computed by 

averaging the three item ratings, after reverse scoring when necessary. The Timeline acute/chronic 

subscale assessed beliefs about the expected duration of their memory problems (e.g., “My memory 

problems will last for a long time”). Higher scores indicate stronger beliefs that memory problems 

will persist for a long time. The Timeline stability/decline subscale assessed beliefs about the perceived 

progression of memory (e.g., “My memory problems are likely to get worse with time”), with one 

item reverse-scored. Higher scores indicate stronger beliefs that memory problems will worsen over 

time. The Personal control (helplessness) subscale assessed beliefs about one's perceived ability to 

prevent or improve memory problems (e.g., “What I can do determines whether my memory 
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problems get better or worse”). Higher scores reflect stronger perceived control over memory 

problems. The Personal control (blame) subscale assessed feelings of guilt about not doing enough to 

prevent memory problems (e.g., “If I made more effort my memory problems would get better”). 

Higher scores indicate stronger guilt. The Consequences subscale assessed beliefs about the negative 

impact of memory problems on one's life (e.g., “My memory problems have affected my social life”). 

Higher scores indicate stronger beliefs that memory problems have a negative impact on life. The 

Treatment control subscale assessed beliefs about whether memory problems can be managed, with 

two items reverse-scored (e.g., “Doctors can’t do anything to help my memory problems”). Higher 

scores indicate stronger beliefs that medical treatment can help manage memory problems. The 

Emotional representation subscale assessed the negative emotional response to memory problems (e.g., 

“My memory problems make me feel anxious”). Higher scores indicate stronger negative emotional 

reactions to memory problems. The Illness coherence subscale assessed perceived understanding of 

one’s memory problems, with all items reverse-scored (e.g., “I don’t understand why I have memory 

problems”). Higher scores indicate greater insight regarding memory problems. The Social comparison 

subscale assessed comparison of one’s memory with that of same-aged peers, with one item reverse-

scored (e.g., “My memory is worse than other people my age”). Higher scores indicate stronger 

perceptions of having a worse memory than same-aged peers. 

2.3.2. Attitudes Towards Aging 

Attitudes toward aging were assessed using four selected subscales from three validated 

instruments, all rated on a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). 

The Personal anxiety towards aging subscale of the Aging Opinion Survey (AOS) [49] was used to 

assess anxiety and negative emotions about one’s own aging. Eleven of the original 15 items were 

retained (e.g., “The older I become the more I worry about my health”), as four were considered 

irrelevant to the study’s goal (e.g., “Most older people seem to need a lot of extra sleep to have enough 

energy for everyday chores”). The subscale score was computed as the mean of the 11 item ratings 

(after reverse-coding three items), with higher scores indicating greater anxiety toward aging. 

The Consequences positive and Control positive subscales of the Aging Perception Questionnaire 

(APQ) [29] were used to assess older adults’ positive beliefs about aging. The Consequences positive 

subscale (4 items) measures beliefs about the beneficial aspect of aging (e.g., “As I get older, I get 

wiser”), while the Control positive subscale (5 items) measures beliefs that these positive aspects 

depend on their own actions (e.g., “Whether I continue living life to the full depends on me”). For 

each subscale, the score was computed as the mean of the item ratings, with higher scores indicating 

more positive attitudes toward aging. 

The Fear of Alzheimer’s Disease Scale (FADS) [32] was used to assess concerns specifically related 

to the possibility of developing Alzheimer’s disease, a facet not captured by the previous instruments. 

To address this complementary aspect without placing disproportionate emphasis on this disease, 

three items were selected from the General Fear subscale of the original questionnaire. This reduced 

subscale measures general fears of developing Alzheimer’s disease independently of current memory 

difficulties (e.g., “The older I get, the more fearful I become that I may develop Alzheimer’s disease”). 

The subscale score was computed as the mean of the three item ratings, with higher scores indicating 

stronger general fear of developing Alzheimer’s disease. 

2.3.3. Aging Stereotypes 

Stereotypes about cognitive aging were assessed using the Mental Deterioration subscale of the 

Attitudes toward old people scale [50]. This subscale comprises 14 items assessing negative stereotypical 

beliefs about age-related cognitive decline (e.g., “They are absent minded”), rated on a 5-point Likert 

scale ranging from 1 (strongly disagree) to 5 (strongly agree). One additional item, developed 

specifically for the AGING study by the team, was added (“Elderly people inevitably develop 

conditions such as Alzheimer’s disease”) to capture Alzheimer’s-related stereotypical beliefs relevant 
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to the study. Subscale scores were computed as the mean of the item ratings, with a higher score 

indicating stronger endorsement of negative stereotypes about cognitive aging. 

2.3.4. Subjective Age 

Subjective age was assessed using three questions adapted from [12], capturing three facets of 

subjective age: Felt age (“How old do you feel?”), Desired age (“If you could choose your age, how old 

would you want to be?”) and Apparent age (“According to you, how old do people generally think 

you are?”). Responses were provided in written form. For each subjective variable, a chronological 

age was accounted for by computing a proportional discrepancy score using the following formula 

[13]: “(100 × [x – chronological age]/ chronological age)”, where x corresponds to each subjective age 

measure. A negative score indicates that the participant’s subjective age is lower than their actual 

chronological age (i.e., perceiving themselves as being younger), whereas a positive score indicates 

the participant feels older. Those discrepancy scores were used as our subjective age variables for 

subsequent analyses. 

Table 2. Overview of the questionnaire’s variables. 

Source Variable name Description Interpretation of highest score 

Perceptions of memory complaints 

Illness Perception 

Questionnaire-

Memory (IPQ-M) 

(Hurt et al, 2010) 

Identity  

Number of physical 

symptoms related to 

memory problems 

More symptoms related to 

memory problems 

Timeline  

acute/chronic  

Expected duration of 

their memory 

problems 

Memory problems will persist 

for a long time 

Timeline  

stability/decline  

Perceived progression 

of memory 

Memory problems will worsen 

over time 

Personal control  

(Helplessness)  

Perceived ability to  

prevent/improve 

memory problems 

Stronger perceived control over 

memory problems. 

Personal control 

(Blame) 

Guilt about not doing 

enough to prevent 

memory problems 

Stronger feeling of guilt 

Consequences 

Negative impact of 

memory problems on 

one's life 

Memory problems have a 

negative impact on life. 

Treatment 

control 

Memory problems 

can be managed with 

medical care 

Medical treatment can help 

manage memory 

Emotional  

representation 

Negative emotional  

response to memory 

problems 

Stronger negative emotional 

reactions to memory problems. 

Illness coherence 

Perceived 

understanding of 

one’s memory 

problems 

Greater insight regarding 

memory problems 

Social 

comparison 

Comparison of one's 

memory with that of 

same-aged peers 

Stronger perceptions of having 

a worse memory than same-

aged peers 

Attitudes towards aging 
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Aging opinion 

survey (Kafer et al, 

1980) 

Personal anxiety 

Anxiety and negative 

emotions about one’s 

own aging 

Greater anxiety toward aging 

Aging Perceptions 

Questionnaire 

(Barker et al, 

2007) 

Consequences 

positives 

Beneficial aspect of 

aging 

More positive attitudes toward 

aging 

Control positive 

Positive aspects 

depend on their own 

actions 

More positive attitudes toward 

aging 

Fear of Alzheimer's 

Disease Scale 

(French et al, 

2012) 

Fear of 

developing 

Alzheimer's 

disease (AD) 

Concerns related to 

the possibility of 

developing 

Alzheimer’s disease 

Stronger general fear of 

developing the disease 

Stereotypes of older adults 

Attitudes towards 

older people 

(Tuckman and 

Lorge, 1953) 

Mental 

deterioration 

Negative 

stereotypical beliefs 

about age-related 

cognitive decline 

Stronger endorsement of 

negative stereotypes about 

cognitive aging 

Subjective age 

Self-perceptions of 

aging (Kotter-

Grühn & Hess, 

2012) 

Felt age Age the person feels 

A negative score indicates 

feeling younger than their 

chronological age, a positive 

score indicates feeling older 

Desired age 
Age the person 

wishes to have 

Apparent age 

Age the person 

believes others 

attribute to them 

Table 3. Descriptive statistics for all variables of the questionnaire for patients and control samples. 

 
Patient group (hospital) 

n = 129 

Control group 

(laboratory) 

n = 84 

p-

value 
η2 p 

 
Mean (± 

SD) 

Cronbach’s 

α 
Mean (± SD) 

Cronbach’s 

α 
  

Self-perceptions of memory deficits 

Identity  8.04 (±4.37) - 6.79 (±4.54) - .048 0.02 

Timeline 

acute/chronic 

(Time_a/c) 

3.55 (±0.93) 0.78 3.70 (±0.94) 0.71 .250 0.01 

Timeline 

stability/decline 

(Time_s/d) 

3.79 (±0.93) 0.88 3.79 (±0.94) 0.84 .990 0.00 

Personal control 

(Blame)  
3.29 (±0.91) 0.78 3.66 (±0.94) 0.73 .005 0.04 

Consequences 

(Conseq) 
2.85 (±0.89) 0.58 2.08 (±0.90) 0.72 <.001 0.15 

Emotional 

representation 

(Emo_Rep) 

3.31 (±1.15) 0.86 2.45 (±1.15) 0.83 <.001 0.12 

Illness coherence 

(Ill_Coh) 
2.68 (±1.03) 0.59 3.51 (±1.04) 0.72 <.001 0.13 

Social comparison 

(Soc_Comp) 
2.99 (±0.92) 0.76 2.42 (±0.93) 0.77 <.001 0.08 

Attitudes toward aging 
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Personal anxiety 

towards aging 

(Anxiety) 

2.89 (±0.75) 0.73 2.71 (±0.75) 0.57 .091 0.01 

Consequences 

positive 

(Conseq_pos) 

3.63 (±0.85) 0.68 3.57 (±0.86) 0.76 .641 0.00 

Control positive 

(Ctrl_pos) 
4.33 (±0.66) 0.78 4.41 (±0.66) 0.66 .406 0.00 

General fear 

(Gen_Fear) 
2.86 (±0.97) 0.65 2.48 (±0.99) 0.66 .008 0.04 

Stereotypes of older adults 

Mental deterioration 

(Men_Det) 
2.44 (±0.58) 0.84 2.44 (±0.59) 0.84 .994 0.00 

Subjective age 

Felt age 63.10 (±8.23) - 61.20 (±8.44) - .116 0.01 

Discrepancy score for 

Felt age (Felt_a) 

-8.98 

(±11.81) 
- 

-11.68 

(±12.10) 
- .114 0.01 

Desired age 
47.60 

(±14.54) 
- 

45.40 

(±14.39) 
- .288 0.00 

Discrepancy score for 

Desired age (Des_a) 

-30.80 

(±20.67) 
- 

-34.00 

(±20.35) 
- .277 0.00 

Apparent age 62.00 (±4.99) - 62.10 (±4.87) - .846 0.00 

Discrepancy score for 

Apparent age 

(App_a) 

-10.06 

(±7.16) 
- -9.76 (±6.97) - .766 0.00 

Note. p-values for means comparison were obtained with one-way ANCOVAs, controlled for age. SD = Standard 

Deviation. 

2.4. Statistical Analysis 

All statistical analyses were performed using R studio (version 2024.09.0.375). Since one 

participant from the patient group failed to submit the questionnaire and was removed from the 

following analyses, the final sample consisted of 213 participants: 129 in the patient sample and 84 in 

the control sample. Statistical analyses were divided into four main steps: (1) ANCOVAs, (2) Network 

analysis, (3) estimation of centrality indices and (4) bootstrap procedures. 

Analyses of covariance (ANCOVA) were first performed to compare adjusted means of each 

subscale between samples, using age as a covariate since it differed significantly between our two 

samples. Other variables that showed significant differences were not included as covariates as they 

were correlated with age. Spearman’s bivariate correlations were computed to examine the 

associations between the subscales with statistical significance set at p < .05. Cronbach’s α was 

calculated only for subscales measured with 5-point Likert scales. Therefore, it was not computed for 

the Identity subscale, which consists of a list of symptoms endorsed as being associated with memory 

problems, nor for subjective age variables (Felt age, Desired age, and Apparent age) given that each 

capture a distinct idea. Therefore, each of these variables was assessed as a single item and analyzed 

separately. 

In addition to ANCOVAs comparing group differences in mean levels of psychosocial variables, 

network analyses were conducted to explore the structural organization of four psychosocial 

dimensions related to aging and memory within each group (i.e., perceptions of memory complaints, 

attitudes toward aging, stereotypes of older adults, and subjective age). Separate networks were 

computed for the patient and control groups. These analyses were based on the full set of subscales 

operationalizing these domains (i.e., all psychosocial variables included in the questionnaire). This 

approach allowed us to visualize and describe potential differences in the overall structure and 
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organization of psychosocial perceptions between the two samples. Each network was estimated 

using partial correlations [51]. Given the modest sample sizes and the exploratory descriptive aim of 

the present study, we decided to opt for partial correlation networks rather than regularized EBIC-

lasso networks (which typically requires N>100 [51–53]). Partial correlation networks estimate 

associations between two variables while controlling for all others, based on the inverse of the 

correlation matrix, and were used here to characterize the overall organization of psychosocial 

variables [54]. In the resulting network, each variable (i.e., each subscale of the questionnaire) is 

represented by a node, and the statistical associations between variables are represented by edges 

connecting these nodes. The edges are undirected, indicating the presence of an association between 

two variables without implying any causal direction. Nodes are placed in the network based on the 

spring layout [54] which puts each node according to the strength and number of connections: 

variables that are more strongly or more frequently connected appear closer together. Moreover, 

communities in the networks have been estimated based on random walks using the Walktrap 

method [55]. 

Once the networks were estimated, we computed two centrality indices to identify which 

variables were of importance within each structure. First, Strength centrality reflects how strongly a 

node is connected to others by computing the sum of absolute edge weights from each node. Expected 

influence complements Strength centrality by accounting for both positive and negative connections 

(edges), reflecting whether changes in a node might enhance or inhibit effects within the network 

[40,51]. Both indices were standardized as z-scores with mean = 0 and SD = 1. Nodes were then 

interpreted as followed, for both Strength and Expected Influence: nodes with a z-score around 0 

were considered as very low strength/influence in the network, nodes with z between 0 and +/-1 as 

moderately above average, and nodes with z ≥ |1| (i.e., ≥1 SD above the mean) as highly 

strong/influential. While these thresholds are not standard in the psych-network literature, they align 

with conventional interpretations of z-scores and facilitate interpretability. 

Finally, a bootstrap procedure was conducted to assess the stability of the centrality indices 

using correlation stability coefficients (CS-coefficients) [51]. Both indices showed good robustness in 

both samples exceeding the recommended threshold of 0.25. Specifically, a value of 0.682 was 

obtained for Strength and 0.767 for Expected Influence in the patient sample, and a value of 0.393 for 

Strength and of 0.631 for Expected Influence in the control sample. Therefore, both networks can be 

considered stable. 

2.5. Data Preparation 

All data preparation procedures were guided by psychometric criteria and applied consistently 

across groups to ensure the reliability and interpretability of subsequent analyses. 

Among the study scales, most showed good internal reliability with Cronbach’s α. Two 

exceptions were Personal control (Helplessness) (0.55 for patients and 0.57 for controls) and Treatment 

control (0.56 for patients and 0.58 for controls). Because these values fall below acceptable reliability 

thresholds [56], both subscales were removed for further analysis. Consequences and Illness coherence 

showed lower α values in the patient sample (0.58 and 0.59 respectively), but good reliability in the 

control sample, and were therefore retained to preserve the conceptual coverage of the constructs. 

Finally, both Timeline stability/decline and Illness coherence initially showed low α values as one reverse-

coded item was reported to be misunderstood by participants in both samples (based on 

standardized feedback collected during data acquisition). Removing these items improved reliability, 

and the items were excluded from subsequent analyses. 

Overall, the proportion of missing data was low (1.77%). The randomness of missing values was 

assessed using the generalized Little’s Missing Completely at Random (MCAR) test [57], which 

indicated that missing data were randomly distributed across the dataset. For ANCOVA analyses, 

outliers in the subjective age variables (Felt age, Desired age and Apparent age) were identified using 

Tukey’s rule, and values exceeding the lower and upper bounds were removed (<4% of the sample) 

as extreme values can disproportionately influence mean-level comparisons. Given the MCAR 
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pattern of missingness, the low proportion of missing data, and the focus of ANCOVA on mean-level 

comparisons, cases with missing values were removed using listwise deletion. In contrast, for the 

network analysis, which rely on correlation matrices and are more sensitive to missing data and 

sample size fluctuations, missing values were imputed using Multiple Imputation by Chained 

Equations (MICE) on each group separately. Consequently, correlation and network analyses were 

conducted using the imputed datasets, ensuring stable estimation of associations among variables. 

3. Results 

3.1. Descriptive Statistics 

Means, standard deviations, Cronbach’s alpha coefficients, and p-values derived from one-way 

ANCOVAs controlling for age for both samples are presented in Table 3. Significant mean differences 

were observed. Compared with controls, patients endorsed a greater number of symptoms associated 

with memory problems, perceived these problems as having greater consequences on their lives, and 

reported stronger emotional reactions to their memory difficulties. Patients also perceived their 

memory to be worse than that of their same-aged peers and expressed greater fear of developing 

Alzheimer’s disease compared to controls. The largest effects were observed for Consequences and 

Emotional representation. 

In contrast, the control group reported a greater feeling that they did not do enough to prevent 

memory problems compared to patients. They also reported better insight into their memory 

problems. The largest effect was shown for Illness coherence. 

Regarding subjective age variables, no significant differences were observed between groups. In 

fact, both patients and controls reported feeling younger that their chronological age, believed that 

others perceive them as younger and expressed a desire to be younger. 

3.2. Correlation Matrix 

The heatmap displaying the correlation matrices of the questionnaire variables is presented in 

Figure 1. A greater number of positive correlations (green) are observed in the patient sample, 

particularly between variables reflecting negative emotions: e.g., self-perceptions of memory deficits 

(i.e., correlations with Emotional Representation), the aging process (i.e., correlations with Mental 

Deterioration), or with variables related to subjective age (i.e., correlations with Apparent Age). In 

contrast, the control sample shows a greater number of negative correlations (red) among those 

variables, suggesting more differentiated or protective attitudinal patterns. The chronological age 

variable does not correlate with the three subjective age measures probably because the calculation 

of the discrepancy scores already accounted for, and thus removed, the variance associated with 

chronological age differences within the samples. Despite these overall differences in correlation 

patterns, some associations are shared across groups. In both samples, illness coherence, for instance, 

shows moderate-to-strong negative correlations with negative emotional variables (i.e., Consequences, 

Emotional Representation and Social Comparison). 
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(A) Patients (B) Controls 

Figure 1. Correlations for all psychosocial variables for patients (Panel A) and controls (Panel B) Note. Correlation 

coefficients range from –1 (in red) to 1 (in green). *p < .05. Age : Chronological age; Identity : Identity ; Time_a/c 

: Timeline acute/chronic; Time_s/d : Timeline stability/decline; Blame : Personal control (Blame); Conseq : 

Consequences; Emo_Rep : Emotional representation; Ill_Coh : Illness coherence; Soc_Comp : Social comparison; 

Anxiety: Personal anxiety towards aging; Conseq_Pos: Consequences positive ; Ctrl_Pos Control positive ; 

Gen_Fear : General fear ; Men_Det : Mental deterioration ; Felt_A : Felt age ; Des_A : Desired age ; App_A : 

Apparent age. 

3.3. Network Analysis 

Figures 2A and 2B display the network models estimated for the patient and control samples, 

respectively. From a visual inspection, both networks share some similarities in patterns of the 

associations. For example, both networks show negative correlations between Age and Social 

Comparison, and positive ones between Timeline acute/chronic and Timeline stability/decline. Despite 

these shared patterns, the organization of the two networks appears to differ. 

 
 

(A) Patients (B) Controls 

Figure 2. Network of all psychosocial variables of the AGING questionnaire in (Panel A) patients and (Panel B) 

controls Note. Green lines indicate positive connections; red lines indicate negative connections; thickness of the 

edge represents its strength. Node colors represent the different clusters identified through community detection 

analyses. Age: Chronological age; Identity : Identity ; Time_a/c : Timeline acute/chronic; Time_s/d: Timeline 

stability/decline; Blame : Personal control (Blame); Conseq: Consequences; Emo_Rep: Emotional representation; 
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Soc_Comp: Social comparison; Ill_Coh : Illness coherence; Anxiety: Personal anxiety towards aging; 

Conseq_Pos: Consequences positive ; Ctrl_Pos: Control positive ; Gen_Fear : General fear; Men_Det : Mental 

deterioration ; Felt_A : Felt age ; Des_A : Desired age ; App_A : Apparent age. 

First, although the variables in both networks displayed similar patterns of links, the direction 

of these associations (whether the connection was positive or negative) and their magnitude differed 

between groups. In the patient sample, partial correlations are predominantly positive, whereas in 

the control sample they tend to be negative. For example, subjective age variables (Felt, Desired, and 

Apparent age) are linked to similar self-perceptions of memory deficits variables in both networks, but 

with opposite signs. Felt age and Personal anxiety towards aging are linked positively in the patient 

sample, whereas this association is negative in the control sample. Similarly, Apparent age shows a 

positive association with Timeline stability/decline in patients, but a negative one in controls. These 

patterns suggest that, although the same variables are involved, their interrelations are structured 

differently across the two groups. 

Second, beyond differences in directionality, both networks show strong partial correlations 

among variables related to attitudes toward aging, subjective age, and self-perceptions of memory 

deficits, but relying on different variables within each domain to structure these associations. In the 

patient sample, stronger partial correlations are observed between Felt age and Illness coherence, or 

between Personal anxiety towards aging and Emotion representation, compared to these links in the 

control sample. In contrast, the control sample exhibits stronger associations among a different set of 

variables, such as correlations between Felt age and Consequences or Personal anxiety towards aging and 

Apparent age, compared to patients. The control sample also shows stronger correlations between 

stereotypes of older adults (Mental deterioration) and other variables (i.e., General fear, Timeline 

acute/chronic, Personal anxiety towards aging) compared to the patient sample. These connections 

indicate that although self-perceptions of aging are associated with negative emotional components 

and threat-related beliefs in both groups, the configuration of these links differs. At the same time, in 

the control sample, these threat and emotion-related variables are more negatively linked to variables 

with a more control-related function such as Personal control (Blame), Desired age, and Illness coherence. 

These patterns suggest that, despite their higher presence in the control group, other variables may 

dampen their impact. 

In addition, these organisational differences are also reflected in the relative importance of nodes 

within each network (i.e., centrality indices). Figures 3A and 3B display the centrality indices – 

Strength and Expected Influence – for each node in the patient and control samples, respectively. 

These indices reveal differences in the nodes that play a more central role in each network. 

 
 

(A) Patients (B) Controls 
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Figure 3. Centrality indices of all psychosocial variables of the AGING questionnaire in patients (Panel A) and 

controls (Panel B). Strength reflects the overall degree of connectivity to each node, identifying the structural 

hubs of the network. Expected Influence (EI) complements this by including the sign of each edge. A positive EI 

indicates that a variable tends to reinforce the activity of connected nodes whereas a negative EI indicates a 

buffering effect on connected nodes. Note. Age: Chronological age; Identity : Identity ; Time_a/c : Timeline 

acute/chronic; Time_s/d: Timeline stability/decline; Blame : Personal control (Blame); Conseq: Consequences; 

Emo_Rep: Emotional representation; Ill_Coh : Illness coherence; Soc_Comp: Social comparison; Anxiety: 

Personal anxiety towards aging; Conseq_Pos: Consequences positive ; Ctrl_Pos: Control positive ; Gen_Fear : 

General fear; Men_Det : Mental deterioration ; Felt_A : Felt age ; Des_A : Desired age ; App_A : Apparent age. 

In the patient network, Felt age shows the highest Strength value, followed by Desired age. As 

visually represented in Figure 2A, Felt age is strongly linked to Apparent age, Illness coherence, 

Consequences positive and Social comparison, indicating that subjective age variables occupy a central 

position within patients’ perceptions of memory decline and aging. The least central nodes were 

Personal control (Blame), followed by Identity, which were on the periphery of the network. Expected 

Influence (EI) provides a complementary functional perspective by showing how these central nodes 

relate to the rest of the network through positively or negatively valenced connections. The most 

influential node according to EI (i.e., having the largest number of positive connections) is Timeline 

acute/chronic, followed by Apparent age and Emotional representation. These variables are associated 

with self-perceptions of memory deficits, stereotypes of older adults, and subjective age. Conversely, 

the node with the most negative EI value is Illness coherence. This node represents insight into one’s 

memory problems; which reflects greater perceived understanding of one’s memory problems. 

A different pattern emerges in the control network. The nodes with the highest Strength are 

Mental Deterioration and Consequences. As visually represented in Figure 2B, both variables are 

strongly linked with negative emotional components and threat-related beliefs, indicating that 

endorsement of negative stereotypes about cognitive aging and negative emotional reactions to 

memory problems constitute central components of controls’ self-perceptions of aging. Conversely, 

Illness Coherence shows the lowest Strength value, suggesting that insight regarding memory deficits 

is less integrated within controls’ representational system. Regarding EI, the most influential nodes 

in the control network are Timeline stability/decline, Consequences, and General Fear. These variables are 

closely associated with negative emotional and threat-related variables. However, as in the patient 

sample, the most negatively influential node is again Illness coherence. 

Finally, community detection analyses further highlight structural differences between the two 

samples by identifying different clusters (i.e., communities of closely related nodes) in each group. In 

the patient network, no clear, well-separated clusters are detected. A dominant cluster encompasses 

nearly all variables, with the exception of Timeline acute/chronic and Timeline stability/decline, which 

are identified as isolated communities. In contrast, the control network partitions into two distinct 

clusters. The larger cluster (11 nodes) encompasses variables centered around Mental deterioration, 

including all subjective age variables and most negative emotional components and threat-related 

beliefs. Meanwhile, the smaller cluster (6 nodes) groups the remaining variables, primarily composed 

of positive views of aging (Consequences positive) and control-related variables (Illness coherence and 

Control positive), suggesting a more segmented organization of aging-related perceptions in the 

control network compared to the patient network. 

4. Discussion 

The current study aimed to explore the structural organization of psychosocial self-

representations related to aging and memory in older adults undergoing a first diagnostic evaluation 

in a memory clinic, compared with community-dwelling older adults assessed in a non-clinical 

setting. Using a network approach, we investigated how psychosocial dimensions including 

perceptions of memory complaints, attitudes toward aging, aging stereotypes, and subjective age are 

interconnected, how they are organized into broader structures, and which variables occupy more 
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central positions within these networks. By comparing network configurations across clinical and 

non-clinical contexts, the study characterized how the organization of psychosocial representations 

differs depending on whether memory complaints are experienced within a diagnostic setting. 

Overall, our findings revealed that although both groups share partially similar patterns of 

associations, their representational systems are organized around distinct central variables. This 

suggests different ways of interpreting cognitive difficulties in the two groups which may be 

attributed to whether individuals are confronted or not to a clinical evaluation. Specifically, the 

patient network is primarily organized around indicators of subjective age, whereas the control 

network is centered around the internalization of aging stereotypes. This divergence highlights the 

importance of contextual factors, particularly the initial diagnostic evaluation, in shaping the 

organization of psychosocial representations of aging and memory. 

4.1. Chronicity Beliefs and Subjective Age as Influencers of Emotional Distress in Patients 

Overall, the patient network shows a configuration consistent with a clinical context marked 

with uncertainty and perceived threat. Attending a memory clinic for a first diagnostic evaluation 

confronts older adults with the possibility of receiving a diagnosis and raises concerns about future 

cognitive decline, a situation likely to heighten vulnerability and emotional distress. Within this 

network, Timeline acute/chronic emerges as the node with the highest expected influence. This 

dimension captures beliefs about whether memory difficulties are perceived as temporary or long-

lasting, and by extension, reflects their perceived severity. In the context of a first diagnostic 

evaluation, such beliefs are particularly salient, as patients face uncertainty regarding whether their 

symptoms reflect transient difficulties or a progressive condition. Concerns about chronicity may 

therefore reflect fears related to disease progression and anticipated life changes associated with a 

potential diagnosis [15]. Consistent with this, Timeline acute/chronic is positively linked to several 

negative emotional components, indicating that perceiving memory complaints as chronic is 

embedded within a broader pattern of emotional distress and negative self-perceptions of aging. 

The second most influential node in the patient network is Apparent age, reflecting how 

individuals believe they are perceived by others (e.g., family, friends, healthcare professionals). This 

variable may be particularly relevant in a clinical context, as help-seeking is often initiated by the 

social environment rather than the patients themselves [18,19,58]. The negative correlation between 

Apparent age and Control positive suggests that being perceived as younger by others is linked to a 

stronger sense of control over memory decline. This may imply that patients rely on external feedback 

to evaluate their own aging and cognitive difficulties. Importantly, Apparent age is strongly and 

positively correlated with Felt age, indicating that internal experiences of aging are closely related to 

perceived external judgements. While Apparent age reflects perceived social judgements, Felt age 

integrates these external cues with subjective experiences, which may explain its emergence as the 

most central node. Felt age is positively linked to several negative representations of aging, including 

Personal anxiety towards aging, Consequences or Mental deterioration, suggesting that feeling older is 

closely intertwined with emotional distress and threat-related interpretations of aging and memory 

decline in the clinical context. 

Together, these results highlight that subjective age occupies a central position within patients’ 

psychosocial representational system, linking emotional reactions, beliefs about aging, and 

interpretations of memory difficulties within the clinical context. Rather than operating as an isolated 

perception, subjective age appears embedded in a broader system through which patients make sense 

of their cognitive difficulties under conditions of diagnostic uncertainty. This interpretation is 

consistent with previous research identifying subjective age as a key marker of aging quality [34], 

with younger subjective age associated with better health outcomes and greater engagement in 

health-promoting behaviors [33]. In line with this literature, the present findings suggest that feeling 

younger may serve a protective function by buffering negative emotional representations, whereas 

feeling older may amplify vulnerability in stressful or threatening contexts [13,59]. Likewise, the 

negative association between Felt age and Consequences positive indicates that feeling younger is 
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associated with patients’ beliefs in the possibility of positive outcomes in the aging process. As no 

significant differences were observed between groups for any subjective age variables, their relevance 

in the patient group appears to derive from their integration in broader psychosocial representational 

systems, as revealed by the network analyses. 

Taken together, these results suggest that patients mostly rely on subjective age, integrating both 

internal feelings and perceived external judgements, to interpret their cognitive difficulties and aging 

process in a clinical context. 

In addition, Emotional representation emerges as a third influential node, capturing overall 

negative emotional responses towards memory deficits. This node is positively associated with other 

negative components (e.g., Personal anxiety towards aging, Consequences), suggesting that negative 

affect co-occurs with the other negative components. Patients also reported significantly higher levels 

of emotional distress compared to controls, reinforcing the idea that Emotional representation plays a 

central role, aligning with the emotional distress and perceived threat that can be present in the 

clinical context. Overall, the patient network reveals a tightly interconnected configuration in which 

beliefs about symptom chronicity, subjective age, and emotional responses mutually reinforce one 

another. This pattern is consistent with a representational system shaped by uncertainty, perceived 

threat, and anticipation of diagnosis, and highlights how the clinical context may foster a dense and 

emotionally charged organization of psychosocial representations related to aging and memory. 

4.2. Internalizing Aging Stereotypes in the Control Sample 

In contrast to patients, the control network was primarily organized around Mental deterioration, 

which displays the highest strength value. This indicates that the internalization of negative aging 

stereotypes occupies a central position in controls’ representations of aging and memory. Mental 

deterioration clustered with several negative emotional components through positive correlations, 

suggesting that stronger endorsement of aging stereotypes co-occurs with heightened negative 

emotional responses to memory complaints and aging-related concerns [10]. 

Notably, in the control network, Mental deterioration seems to structure the relationship between 

subjective age variables, as the association between Apparent age and Felt age is embedded within a 

broader configuration centered on aging stereotypes. This contrasts with the patient network, where 

the association between these two variables is more direct. This pattern suggests that, unlike patients, 

controls may rely on aging stereotypes as an interpretative framework through which they make 

sense of how old they look, how old they feel, and how they interpret their memory difficulties. 

In line with this interpretation, the positive association between Mental deterioration and Apparent 

age suggests that stronger identification with aging stereotypes is linked to being perceived as older 

by others. In turn, Apparent age is negatively associated with Personal control (Blame) and Consequences, 

a pattern not observed in the patient network. This configuration suggests that, in controls, appearing 

older is associated with reduced self-blame and weaker beliefs in severe negative consequences of 

memory difficulties. Altogether, these results point to controls being more likely to attribute their 

memory deficits to aging to “normalize” these experiences. In this context, Felt age may serve as a 

protective, or normalizing function in controls, allowing them to interpret their memory difficulties 

within an age-related narrative rather than a personal failure or pathological decline. This 

interpretation is consistent with the non-clinical setting of the control group, in which cognitive 

complaints are less severe and not accompanied by an immediate diagnostic threat. In this context, 

there is little motivation to distance oneself from aging by feeling younger. By contrast, in our patient 

sample, feeling younger may come as an avoidant coping strategy to distance themselves from the 

perceived threats associated with aging and potential pathology [60]. 

Additionally, three other nodes appeared as being important: Timeline stability/decline, reflecting 

beliefs about symptoms progression; Consequences, representing beliefs about the negative impact of 

memory deficits; and General fear, referring to fear of developing Alzheimer’s disease. These variables 

cluster together with other negative emotional components through positive correlations, indicating 

coherent threat-related beliefs. However, their overall impact appears attenuated compared with 
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patients, as both Consequences and General fear are reported at significantly lower levels in controls. 

This pattern is consistent with the less threatening and anxiety-provoking nature of the non-clinical 

context. 

Taken together, these findings suggests that controls rely on aging stereotypes as a central 

interpretative framework through which memory difficulties are normalized, emotional threat is 

regulated, and cognitive complaints are integrated into an age-related, rather than pathological 

narrative. 

4.3. Illness Coherence as a Regulator of Emotional Distress Across Groups 

Across both networks, Illness Coherence emerges as the node with the most negative expected 

influence, suggesting that greater insight into one’s memory difficulties is systematically associated 

with lower emotional distress. In the control network, Illness coherence is the most peripheral node 

in terms of strength, yet shows predominantly negative correlations, especially with negative 

emotional components. This pattern suggests that greater insight into one’s memory difficulties is 

linked to reduced emotional burden. Controls also report significantly higher levels of Illness 

coherence than patients, consistent with previous research indicating that greater insight is associated 

with lower distress, increased use of coping behaviors, and greater help-seeking [14]. 

In contrast, within the patient network, Illness coherence shows fewer associations with emotional 

components. This suggests that, in a clinical context marked by uncertainty and perceived threat, 

insight into memory difficulties may play a less central but still potentially protective role in 

regulating emotional responses. Importantly, lower levels of Illness coherence observed in patients are 

consistent with the literature, as reduced insight can be considered a feature of cognitive impairment 

itself, particularly in the context of emerging pathology [18,58]. Taken together, these findings 

suggest that Illness coherence appears to play a similar regulatory role across groups by dampening 

emotional distress associated with memory complaints. However, this function appears more 

integrated and effective in non-clinical contexts, whereas in clinical settings, insight may be partially 

disrupted by diagnostic uncertainty. This pattern supports the idea that insight may operate more 

strongly at earlier stages of memory deficits, facilitating emotional regulation and adaptive coping 

behaviors before memory difficulties become salient enough to prompt clinical referral. 

4.4. Community Structure of Representational Networks 

Community detection analyses further highlight structural differences between the two groups. 

In the control network, two distinct and well-defined clusters emerge. The first one is centered on 

negative emotional responses and aging stereotypes, while the second cluster encompasses variables 

related to control and more positive views of aging. This segmented organization suggests a 

relatively coherent representational system, in which negative and positive dimensions of aging and 

memory are differentiated and organized into distinct subsystems. Such structure may partly reflect 

self-selection processes, as individuals volunteering for research in non-clinical setting may already 

be engaged in reflecting on, and attempting to make sense of, their cognitive changes, which also 

seem to be quite homogeneous. 

In contrast, no clear or well-separated clusters emerge in the patient network. Instead, most 

variables form a single cluster. This lack of clustering may reflect the heterogeneity in patients’ 

profiles, including variability in severity, etiology, and stage of cognitive decline. It may also indicate 

that some patients might not have yet developed a coherent or differentiated representation of their 

memory difficulties and views of aging, particularly when help-seeking is externally initiated. The 

clinical context itself, characterized by uncertainty, perceived threat, and anticipation of diagnosis, 

may further contribute to a more diffuse and emotionally charged organization of psychosocial 

representations. 

4.5. Limitations 
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Several limitations should be acknowledged. 

First, the relatively small and unequal sample sizes may have affected the network estimations. 

Although network analysis can provide meaningful insights even in modest samples, results should 

be interpreted with caution. Future studies with larger samples would allow for more robust network 

estimation and formal statistical comparisons between networks (similarly to previous work [61,62]). 

Second, the cross-sectional design of the study captures self-perceptions of aging at a single time 

point. As a result, the observed networks likely represent transient structural organizations that may 

evolve over time as cognitive concerns progress or as individuals move through different stages of 

the diagnostic process. Prior research has shown that constructs such as subjective age are dynamic 

and can fluctuate daily depending on contextual and emotional factors [34]. Longitudinal studies are 

therefore needed to examine whether and how these organizations rearrange over time, as the 

cognitive decline progresses. 

Third, the patient group is likely heterogeneous with respect to the nature, severity, and etiology 

of memory complaints, as well as eventual diagnoses. This heterogeneity may have contributed to 

the absence of defined clusters in the patient network. Future research could address this limitation 

by focusing on more homogenous clinical subgroups, for instance based on clinical diagnoses or 

similar memory complaints, to eventually capture the differences of structural organization. 

Finally, the two groups significantly differed on variables such as age and years of education. 

As these variables are known to be associated to cognitive performance, such differences may have 

influenced the organization of the psychosocial variables. Altough education years, MMSE and QCC 

were not included as covariates due to their correlation with age, the resulting patterns should 

therefore be interpreted with caution. 

Despite these limitations, the present study offers a novel perspective on the interrelations between 

several psychosocial factors, shaping the subjective experience of aging and memory complaints. 

5. Conclusions 

Taken together, these findings display that older adults rely on different psychosocial variables 

to make sense of their memory difficulties depending on the context in which these difficulties are 

experienced. In a clinical context, older adults undergoing a first diagnostic evaluation appear to 

primarily rely on subjective age, integrating feelings and perceived external judgements, to interpret 

memory complaints in a context of uncertainty and perceived threat. In contrast, in a non-clinical 

setting, older adults tend to rely more on aging stereotypes and illness-related beliefs to normalize 

memory difficulties and regulate emotional responses. By highlighting differences in central 

variables, network organization, and community structure, this exploratory network analysis 

underscores the importance of considering psychosocial representations as interconnected systems 

rather than isolated factors. Such an approach offers valuable insight into the subjective mindset with 

which individuals approach memory assessment and may help clinicians better understand patients’ 

expectations, concerns, and vulnerabilities at the critical stage of first diagnostic evaluation. 
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Abbreviations 

The following abbreviations are used in this manuscript: 

MMSE Mini Mental State Examination 

QCC Questionnaire of Cognitive Complaints 

GDS Geriatric Depression Scale 

IADL Instrumental Activities of Daily Living 

NINCDS-ADRDA 
National Institute of Neurological and Communicative Diseases and 

Stroke/Alzheimer's Disease and Related Disorders Association 

SPC Socio-professional category 

MG-CFA Multi-Group Confirmatory Factor Analysis 

IPQ-M Illness Perceptions Questionnaire - Memory 

AOS Aging Opinion Survey 

APQ Aging Perceptions Questionnaire 

FADS Fear of Alzheimer’s Disease Scale 

GGM Gaussian Graphical Models 

CS-coefficients Correlation Stability Coefficients 

MCAR Missing Completely at Random 
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MICE Multiple Imputation by Chained Equations 

Time_a/c Timeline acute/chronic 

Time_s/d Timeline stability/decline 

Blame Personal control (Blame) 

Conseq Consequences 

Emo_Rep Emotional representation 

Ill_Coh Illness coherence 

Soc_Comp Social comparison 

Anxiety Personal anxiety towards aging 

Conseq_Pos Consequences positive 

Ctrl_Pos Control positive 

Gen_Fear General fear; 

Men_Det Mental deterioration 

Felt_A Felt age 

Des_A Desired age 

App_A Apparent age 

Age Chronological age 

EI Expected Influence 
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