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ORNER AND BOND (2006) raise a number
‘ of important conceptual issues related to

the problems involved in defining mild
cognitive impairment (MCI), differentiating it
from normal aging, the definition of normal aging
itself, and ethical issues surrounding the possible
adverse effects of a diagnosis of MCI on the indi-
viduals thus described. It would seem that porten-
tous ramifications are involved and that clarifying
the conceptual issues would be of great value, not
only to researchers but also to the ever-growing
population of elderly people. In what follows, I
address some of these issues further.

PROBLEMS OF DEFINITION AND
MEASUREMENT

One of the problems that the authors discuss at
the outset of their article concerns what methods
are appropriate for detecting those with MCI:
“Neuropsychological tests alone do not discrimi-
nate between normal aged-related memory loss and
MCI or dementia and clinical judgment remains
central to diagnosis” (Corner and Bond 2006,
5). Of course, to be able to discriminate between
normal aged-related memory problems and MCI,
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we must first be able to define the former. What
exactly is normal? As the authors correctly point
out, the term has different meanings, one being
normative (usual), another being nonpathologic.
Is it normal (usual) for some sort of breakdown to
occur in brain systems as a function of increased
age? If so, is there a threshold age below which
the very same physiologic breakdown is unusual?
Would such a threshold age, if one existed, be the
same for everyone, regardless of genotype and the
cumulative interactive effects of nutrition, health,
and stress-related factors over a period of decades?
In effect, is some sort of memory impairment part
of the natural (usual) process of aging for some
people at particular ages rather than for others?
And exactly what does it mean to be mildly im-
paired in the cognitive domain?

Hogan and McKeith (2001) presented a work-
ing group’s definition characterizing MCI such that
people who complain about memory problems
and who also provide objective evidence of such
problems, yet who simultaneously display “nor-
mal general cognitive function and intact activities
of daily living” (Hogan and McKeith 2001, 1131),
should be identified and followed. Here again,
however, we confront the problem of defining
“normal general cognitive function” as well as
“normal activities of daily living.” Can one have
normal general cognitive function without normal
memory function? If so, what exactly constitutes
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general cognitive function and on what conceptual
or theoretical basis is such a definition valid? Fur-
thermore, what sort of memory function are we
talking about? Memory can be said to involve a
number of stages: encoding, storage, and retrieval.
Retrieval can be of the explicit type (conscious
recall or recognition of specific information) with
which people with Alzheimer’s disease {AD) often
reveal deficits or of the implicit type (a change
in behavior as a result of previous experience of
which the person may have no conscious recollec-
tion) as demonstrated in people with AD (Knop-
man and Nissen 1987). That is, people with AD
can display deficits in explicit memory functions
without similar deficits simultaneously in implicit
memory functions.

A partial answer to the question about memory
loss in MCI may be found in the use of the Mini-
Mental State Examination (MMSE; Folstein,
Folstein, and McHugh 1975), originally intended
to be used as a screening device, but employed
more and more frequently as an outcome measure
to assess cognitive decline as well as the efficacy
of drug treatments. Although the examination
purports to test orientation, registration, attention,
calculation, recall, language (naming, repeating,
reading, writing, three-stage command), and
construction, a task analysis reveals that the test
is not quite as “global” in the cognitive domain
as it is purported to be. For example, ten of the
maximum thirty points on the examination are
earned for “orientation” in time and place. Yet,
all of the questions in this section of the test
require intact recall of the relevant information.
For example, if a person is asked, “What day of
the week is this?” and replies “I don’t know,” the
person loses one point. If, however, the person
were then asked (using a multiple choice format
that engages explicit retrieval via recognition), “Is
it Saturday, Monday, Thursday, or Tuesday?” and
if the person replied, “Thursday” and if the person
were correct, does the person know what day it
is? If the answer to this question is yes, and if the
same results were obtained with the nine other
questions (failure using recall but success using
the recognition form of retrieval) in the orientation
section, the person cannot be called disoriented.
Yet, on the MMSE, the person would, in fact, be

characterized as disoriented because the MMSE
taps retrieval solely through recall and not through
recognition. Repeating the names of three common
objects (three points) in the registration section
requires intact recall, as does the recall of the three
objects a short time later (three points). Naming a
watch and a pencil also requires that the subject
recall the names of the objects (two points). One
could argue that the three-stage command (three
points) also requires recall of the same type that
was employed in the registration section of the
examination. Indeed, what exactly in the cogni-
tive realm is it that differentiates recalling and
immediately repeating the names of three objects
in the registration item on the test from recalling
and repeating “no ifs, ands, or buts” (one point)
in the repeating item in the language section?

This admittedly rather brief analysis indicates
that somewhere between eighteen and twenty-two
out of the maximum thirty points on the MMSE
are earned through the use of recall in one way
or another. If the MMSE or similar standard tests
are used to provide some arbitrary cutoff point
that separates MCI from normal, is MCI truly a
cognitive problem, is it a memory problem, or is
it more accurately a problem with the mechanism
of retrieval from memory called recall? It is the
case that recall is not equivalent to memory, yet
when people subjectively claim to have memory
problems it is recall to which they are most often
referring. If a person had what is principally a re-
call problem, then why would the diagnostic label
be “mild cognitive impairment” when cognition
involves far more than merely the ability to recall
information from memory? I return to the social
and personal ramifications of this issue.

With this in mind, we can appreciate the por-
tentous meaning in what Corner and Bond (2006)
almost understate in their article: that if the use
of a cutoff point of twenty-five/twenty-six on the
MMSE were the operational definition of MCI,
and if this were applied to the general population
(as in the MRC Cognitive Function and Ageing
Study), the majority of the population over the age
of eighty-two would be so diagnosed. Depending
on the size of this majority, we might have an
insight into what is normal in the sense of usual
in the process of aging. The issue is compounded
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further by the results of a study (White et al. 2002)
in which the MMSE was administered during
annual health examinations to people over the
age of seventy-five. Of the 709 people screened,
286 scored below twenty-six (out of thirty) and
were invited back for further assessment. Eighty-
four declined the invitation, but of the remaining
202, 173 were found not to have dementia and
twenty-nine were diagnosed as having dementia.
Thus, because there was a false-positive rate of
eighty-six percent, the authors found reason for
concern regarding the use of the MMSE as a
screening instrument in primary care. We are left,
however, not knowing what became of the eighty-
four people who declined further evaluation and
one must wonder about the ways in which their
MMSE score affected their understanding of their
condition and their expectations for the future.
One might likewise wonder what transpired in the
lives of the 173 between the time of their initial
and follow-up evaluations.

Finally, in terms of the issues related to the
measurement of whatever it is that MCI might be,
there is the reliance on self-reports in the screening
methods as described by the authors. As Corner
and Bond (2006) correctly point out, there is a
need for enhanced understanding of how aging
affects the accuracy of self-reports and how the
form of the questions that are asked of aged people
can affect the answers researchers obtain. There
are various types of self-reports, some of which
may be incorrigible. That is to say, if persons claim
that they feel as if they are not functioning as well
as they should function or have functioned, that
report itself cannot be denied by the testimony of
anyone else. In other words, to say and mean, “I
am not as mentally sharp as I used to be,” cannot
be negated by the testimony of any other person,
for it is a statement about the person’s private
experience. Even if the person in question is given
standard tests and the results place the person in
the “normal range” for persons of similar age and
educational background, the epistemic status of
the person’s sincere report of private experience
cannot be denied. Then, too, there may not be
established norms for elderly people who have
earned advanced degrees; so, understanding the
meaning of their testimony in relation to their test
scores may be difficult.
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LABELING AND PSYCHOSOCIAL
PROBLEMS REGARDING SELFHOOD

How we interpret the meaning of such things as
problems with explicit recall of recent events can
have, as the authors correctly point out, significant
and far-reaching psychological effects on persons
on an individual level as well as within their larger
social world. Being diagnosed with a mental dis-
order called MCI can have very different psycho-
social effects than being considered “somewhat
forgetful” or “having recall problems”; MCl is a
“disease” or “medical” entity that is often related
to dementia. The authors correctly point out that a
label such as MClI can contribute to what Goffman
(1968) called a spoiled identity. We can appreciate
the meaning and predicament of having a spoiled
identity more keenly, I think, by using aspects
of social construction theory (Harré 1991) and
positioning theory (Harré and van Langenhove
1992, 1999) to elucidate the dynamics involved in
creating this spoiled identity. In the tripartite social
constructionist approach, two aspects of selfhood
can be particularly affected by a diagnosis of MCI.
The first is called Self 2 and this is the sum total
of a person’s mental and physical attributes, past
and present. Mental attributes might include one’s
beliefs (political, social, religious, and the like),
one’s sense of humor, facility with mathematics or
language, one’s education and degrees earned, and
one’s beliefs about one’s attributes. For example,
there are some attributes in which one may take
pride (one’s professional or athletic abilities and
accomplishments), and others about which one is
embarrassed or harbors other negative reactions
(e.g., procrastinating). Most individuals prefer
to be seen in a positive light by others (James
1890/1983) and try to avoid situations in which
attention is called to their foibles or what they
consider to be their negative attributes; the latter
situations are potentially embarrassing, perhaps
even humiliating. If, for example, a person were
to be diagnosed with MCI, the diagnosis would
then become one of his or her attributes, part of
the person’s Self 2. And from the first case study
discussed by Corner and Bond (2006), we see quite
blatantly the negative reactions reported by Ron
and Rose when they were informed that Rose had
“some sort of dementia” that might or might not
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be, in her words, “normal for someone my age”
(Corner and Bond 2006, 7). As Ron said, “Our
world came crashing down around us and . . . we
cried for days . . . it was too shameful for Rose”
(Corner and Bond 2006, 7).

Now, if this rather negatively viewed attri-
bute—being diagnosed with MCl—becomes more
and more the focal point of one’s own attention
and that of others, it is not difficult to see how one
can become deeply depressed. As Seligman (1975)
has pointed out, this sort of depression, stem-
ming from a situation in which there is nothing
the person can do, leads to what is called learned
helplessness. There is the further suggestion that
learned helplessness is realized pathophysiologi-
cally in the immune system. Furthermore, as pro-
posed by Kitwood (1990), depression and apathy
are important aspects of the “dementing” process,
so that in principle it is possible that some people
diagnosed with MCI may develop more serious
problems as a result of their reaction to the diag-
nosis. As Corner and Bond noted about Ron and
Rose, “They felt that the tests they were given to
complete made Rose ‘feel a failure’ and damaged
her self-esteem and her confidence in carrying out
every day activities” (Corner and Bond 2006, 8).
She participated markedly less in social activities
as a result of anticipating the negative feelings of
friends and family. This was the case even though,
as Ron said, “We were told that the dementia was
very mild, not really dementia. And it was implied
that there wasn’t that much to worry about”
(Corner and Bond 2006, 8). Yet, from the point
of view of Ron and Rose, there was a great deal
to worry about, not only in terms of the future,
but also in terms of the present: “We’ve just been
turned upside down by it . . . you picture these
people who are vegetable. . . it’s horrific” (Corner
and Bond 2006, 8). Here we begin to appreciate
what Corner and Bond mention as the cultural
representations of aging and of dementia.

If Rose’s diagnosis of MCI comes to be an
increasingly dominant focus of attention, it is
possible that many of Rose’s intact, even admi-
rable, attributes will be negatively affected, or
perhaps rendered invisible. As Rose commented,
“I was always good at maths and that in school.
I came in the top percent . . . but it threw me

those tests. I felt such a . . . failure and it really
knocked me” (Corner and Bond 2006, 8). From
the case report, it is unclear as to whether Rose’s
less-than-optimal performance on tests was due
to her anxiety about the situation she was in or
due to some impairment that had nothing to do
with situational factors at the time she took the
tests. That her problems began around the time
her sister died might shed some light on the impor-
tance of situational factors. Such are some of the
ways in which Self 2 can be spoiled as a result of
being diagnosed with what was described as early
stage or mild dementia (or MCI). Another aspect
of selfhood that can be spoiled by a diagnosis of
MCI is one’s social identity, and that is the focus
of the following section.

“SPOILED” SOCIAL IDENTITY

The third aspect of selthood according to social
constructionist theory is the social identity of the
person (Self 3). One can have a multitude of social
identities, or personae, each of which involves a
specific pattern of behavior that is different from
that of one’s other social identities. The patterns
of behavior involved in being a devoted, loving
spouse are different from those involved in being
a research collaborator, a loyal friend, a deferential
child to one’s parents, a demanding teacher, or a
supportive and loving parent, to name but a few.
In each case, however, to construct a particular
social identity or persona, one must enjoy the co-
operation of at least one other person. One cannot
construct the social identity of a loving, supportive
parent if one’s child does not recognize him or her
as being a parent.

In the case of Ron and Rose, it is clear that
the diagnosis of MCI had a powerful effect.
Rose withdrew from social activities, anticipat-
ing (rightly or wrongly) a negative reaction from
friends and family if they knew of her diagnosis.
In this instance, her ability to construct a social
identity of friend to others was compromised by
her own withdrawal such that she could not gain
the necessary cooperation from others. Although
Corner and Bond are correct in saying that this
situation is an example of how people’s beliefs
about dementia before a diagnosis can have an
impact on how they react after receiving such a
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diagnosis, two further points must be made. First,
in this case it was not at all clear to Rose and Ron
that Rose had, in fact, received a diagnosis of MCI:
“We were told that the dementia was very mild,
not really dementia” (Corner and Bond 2006, 8).
Even if Ron’s words do not match what the couple
was actually told, it is clear that there was some
miscommunication or misunderstanding involved.
It is possible that, to some indeterminate degree,
the misunderstanding was in part due to MCI not
being clearly defined in the first place.

A second point concerns Rose’s fear that others
would have a negative reaction to the fact that
she had been diagnosed with some form, perhaps,
of dementia. Her fear was not unfounded at all.
Kitwood and Bredin (1992) and Kitwood (1998)
have called attention to the innocent ways in which
healthy others contribute to the difficulties faced
by people with dementia, calling such treatment
malignant social psychology, which constitutes
assaults on that person’s feelings of self-worth,
ultimately resulting in the depersonalization of the
individual with dementia. Included in the category
of malignant social psychology are “stigmatiza-
tion” and “banishment.” Stigmatization is the
exclusion of the person with dementia such that
he or she becomes an outcast of sorts, with friends
and relatives slowly ceasing to visit. Banishment
is seen in cases in which others avoid the afflicted
person, who is viewed as being “confused.” These
patterns of behavior, along with other aspects of
malignant social psychology, are seen all too often
in cases of people with AD (Sabat, 2001), wherein
we discover that (1) the person with AD is seen
more and more in light of the Self 2 attribute of
the diagnosis and the defects present in the person’s
abilities and {2) this contributes to the social
identity of the person becoming more and more
limited to “dysfunctional, burdensome, patient.”
As a result, it becomes increasingly difficult for the
person with AD to gain the necessary cooperation
of others in constructing healthy, valued social
identities. Although it remains to be seen exactly
if and how the diagnosis of MCI can lead to the
same problems regarding one’s social identity, it
is clear that given the extant stigmatic cultural
representations of dementia, it is not far-fetched to
assume that there is a clear and present danger of
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the very same social dynamic, or some version of
it, occurring. That is to say, the person diagnosed
with MCI is now seen as “the mildly defective
patient” who may become more and more of a
“burdensome patient” in time. It is precisely in
this way that the person’s social identity may be-
come spoiled, for the person is then positioned in
malignant, or negative, ways by others.

Interestingly, Bond and Corner (2001) point
out that there is a history of people with cognitive
impairment being “excluded or marginalized in
health and clinical research because of traditional
assumptions about the ability or appropriate-
ness of people with cognitive impairment to act
as ‘reliable’ respondents” (p. 95). Thus, we see
that even “experts” who engage in research on
cognitive impairment have been affected by the
stigmatic cultural representations of dementia
such that the people with dementia are routinely
assumed to be unable to provide information
that might be valuable in developing an enhanced
understanding of cognitive impairment. In such
cases, people with dementia are (1) assumed in
advance to be unable or incapable of providing
any help or insight, thereby restricting (“spoil-
ing”) their social identities even further and/or (2)
it is assumed that the deficits appearing through
the use of standard clinical testing are definitive
of the person’s entire range of cognitive ability in
the natural social world. Although it may be the
case that some people with dementia cannot serve
as respondents, it would be incorrect to make
either of these assumptions about all people with
dementia solely on the basis of the diagnosis (Sabat
2001, 2003).

It seems that, if MCl is a vague, ill-defined term,
it would behoove researchers to sharpen the defini-
tion so as to be able to convey more precisely the
nature of the difficulties that people experience
as they grow older. Memory loss, for example,
should not be equated with something called mild
cognitive impairment when cognitive impairment
is a much broader, less specific term. Indeed, the
definition of memory loss should be sharpened
to convey exactly what sort of memory problems
people experience. If, for example, a person has
problems with explicit recall of information but
not explicit recognition of the same information
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or a variety of implicit memory abilities, then
memory loss should not be employed; not only it
is inaccurate, but it might also have possibly wide-
ranging untoward effects on the person him- or
herself. It is one thing to tell a person that he or
she has MCI, or memory loss, but quite another
to tell a person that he or she has a difficulty with
retrieval via recall, but intact recognition memory,
for example. In this sort of situation, the person
would be given information not only about what
is amiss, but also about the aspects of his or her
retrieval abilities that are still functioning well, so
that less is left to the imagination.

One of the questions that Corner and Bond pose
toward the conclusion of their article is, How do
the views of people with MCI differ from cogni-
tively intact older adults or people with dementia?
(Corner and Bond 2006). The question makes
two assumptions: First, that there is such a thing
as MCI, and second, that the views of people so
diagnosed might be different from those of others.
Perhaps this important question might be posed
in an alternative way: Do the views of people
diagnosed with MCI differ from those of others
and if so, in what ways? Given that the authors
present important questions about the vagueness
of the diagnostic term and its possible malignant
ramifications, it might be worthwhile not to as-
sume, at this point, its existence as a well-defined
entity when we might well consider sharpening its
description: What makes MCI “mild”? What ex-
actly are the cognitive functions that are impaired
and by what measure(s) are they thought to be im-
paired? Perhaps it is important that we step back
a bit and examine these issues anew for reasons so
well stated by Corner and Bond (2006).

At this point, it might be worthwhile to explore
the relationship between what might be considered
cognitive impairment and the negative cultural/
social stereotypes about aging, for they too may
have a profound effect.

THE IMPACT OF STEREOTYPE
THREAT

At the outset of their article, Corner and Bond
(2006) note that cultural representations of the
aging process are largely negative. Thus, the setting

(both the larger societal backdrop and the clinic it-
self) within which people are screened for cognitive
impairment is one that may provoke anxiety and
thereby affect how older individuals respond to
the screening process and the results that follow in
its wake. It might be worthwhile, therefore, to ex-
plore briefly the relationship between what might
be considered cognitive impairment and the extant
negative cultural/social stereotypes about aging.
There is a growing literature that indicates that
acceptance of stereotypes about aging and deficits
in memory function could lead older people to
perform more poorly in situations that emphasize
testing of memory or memory problems (Levy
1996; Rahhal, Hasher, and Colcombe 2001).

Among the contextual factors that might have
a negative influence on the performance of elderly
people on a variety of cognitive tasks is what Steele
(1997) and Steele and Aronson (1995) refer to as
the “stereotype threat.” The authors propose that
the presence of negative stereotypes about a group
can have an adverse impact on the performance
of individual group members if they are placed in
a position in which they might confirm the ste-
reotype. The stereotype threat would be greatest
for those who placed the most value on the trait
being stereotyped (Leyens, Désert, Croizet, and
Darcis 2000; Stone, Lynch, Sjomeling, and Darley
1999). According to Wheeler and Petty (2001), it
is likely that the stereotyped treatment that older
adults encounter in daily life can heighten their
awareness of those age-related beliefs and the fact
that they are members of the group being stereo-
typed in negative ways. With this as background,
Hess, Auman, Colcombe, and Rahhal (2003)
have addressed the issue of how the belief that
aging has a negative impact on memory function
can have an impact on performance of memory
tasks involving recall. The authors point out that
feeling threatened does not automatically follow
when one is simply aware of the existence of a
negative stereotype. Rather, it should most likely
occur when people are placed in a situation in
which (1) they become aware of the implications
of their membership in a group that is stereotyped
negatively, and (2) they are asked to perform a
task that is, in one or another way, “diagnostic”
of the negatively stereotyped ability and they value
that same ability.
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In a series of experiments, the authors found
that (1) performance was most negatively af-
fected under conditions in which older adults were
exposed to the stereotype threat and when they
“had some personal investment in their memory
skills” (Hess et al. 2003, 9) which, in these experi-
ments, involved recall functions; (2) the impact
of threat-related factors was minimized when the
participants were given information that indicated
that memory decline was not inevitable, that
coping strategies can be effective; that is, perfor-
mance was facilitated when participants felt less
threatened; (3) assessments of memory ability can
be affected by the extent to which the stereotype
threat is cued by the circumstances surrounding
laboratory based testing of older people; and (4)
the stereotype threat has a negative impact on
older persons’ ability to use strategies that would
aid them in the process of recalling information.
On the basis of these findings, the authors argue
that there is great potential for situational factors
“to skew research findings and lead to inaccurate
conclusions about older adults’ abilities and as-
sociated age differences in performance” (Hess et
al. 2003, 10).

As Corner and Bond (2006) note, Ron and
Rose reported that their experience of going to a
memory clinic was quite negative because of the
presence of people with problems far more severe
than Rose’s. This situation could, according to the
aforementioned researchers, have served as a cue
for the stereotype threat. It may be surmised, at
least provisionally, on the basis of these findings
that when other older people are brought to mem-
ory clinics, as were Rose and Ron, they too may be
exposed to a significant degree of stereotype threat
and that their performance on standard tests may
well be adversely affected. Indeed, if the results of
such tests lead to a diagnosis of MCI, the diagnosis
itself may trigger a profound degree of stereotype
threat and negatively affect subsequent behavior
much as we saw in the case study presented. It is,
therefore, of signal importance to consider more
fully the effects of environmental factors that
affect aging and memory beyond the presumed
physiologic changes that accompany aging. The
possible untoward ramifications regarding the
selfhood and quality of life of individuals thus
labeled can be portentous and so the need for cau-

SABAT / MiLD COGNITIVE IMPAIRMENT B 19

tion is great, as is the need for clarity regarding the
exact definition of MCIL. Corner and Bond (2006)
provide a compelling argument in this regard and
it is surely worthy of the attention of researchers,
practitioners, philosophers, and ethicists for there
is, apparently, a great deal in the name “mild
cognitive impairment,” perhaps because its exact
defining characteristics will remain defeasible.
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