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ABSTRACT

IZA DP No. 15934 FEBRUARY 2023

Cognitive Misperception and Chronic 
Disease Awareness: Evidence from Blood 
Biomarker Data
Cognitive misperception contributed to poor decision-making; yet their impact on health-

related decisions is less known. We examined how self-perceived memory was associated 

with chronic disease awareness among older Chinese adults. Data were obtained from 

the China Health and Retirement Longitudinal Study. Nationally representative blood 

biomarkers identify participants’ dyslipidemia and diabetes status. Among participants 

with biomarker identified dyslipidemia or diabetes, disease awareness was defined as self-

reported diagnosis of the conditions. The proportions of disease awareness were lower 

for individuals with better self-perceived memory and those with more impaired cognitive 

ability, showing opposite patterns. Controlling for cognitive ability and covariates, self-

perceived memory was negatively associated with the dyslipidemia and diabetes awareness. 

In particular, older adults with the highest level of self-perceived memory had significantly 

lower disease awareness as compared to those with the lowest level of self-perceived 

memory. Our findings were robust to alternative cognitive measures and were stronger for 

less educated rural residents or those living without children. Cognitive misperception poses 

great challenges to chronic disease management. Targeted interventions and supports are 

needed, particularly for the disadvantaged.
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1. Introduction 

Cognitive functioning is critical as in our daily life a host of complex and high-stakes decisions 

and a wide spectrum of activities rely on cognitive health (Agarwal and Mazumder, 2013; 

Livingston et al., 2020; Smith et al., 2010; Winblad et al., 2016). As population ages, deterioration 

in cognition can substantially impact individuals, families, and societies (Alzheimer’s Disease 

International, 2019; Liverman et al., 2015; Winblad et al., 2016). Today, an estimated 55 million 

people worldwide live with dementia, with annual total costs above 1 trillion US dollars 

(Alzheimer’s Disease International, 2021). Other less tangible costs, such as those related to 

decision-making, are rarely accounted for especially in the preclinical stages of dementia (Agarwal 

and Mazumder, 2013; Alzheimer’s Association, 2019; Livingston et al., 2020; Smith et al., 2010; 

Winblad et al., 2016).  

Given the crucial role of decision-making in people’s well-being, it is of great value to 

understand how cognition may affect impactful decisions and planning. This is particularly 

important for older adults, who often make life-altering financial and health decisions that can be 

greatly influenced by cognitive aging (Agarwal et al., 2009; Griffith et al., 2005). Existing 

literature suggests that impaired cognitive intelligence and cognitive misperception can lead to 

poor decision-making in older ages (Agarwal et al., 2009; Amaral et al., 2022; Feil et al., 2012; 

Griffith et al., 2005; Jessen et al., 2014; Nicholas et al., 2021; Shin, 2021; Yu et al., 2022). Research 

has increasingly shown that cognitive impairment is linked to a lack of capacity in abstract thinking 

and executive function and may have large impact on decision-making (Feil et al., 2012; Nicholas 

et al., 2021). Cognitive misperception, on the other hand, may also greatly contribute to suboptimal 

decisions but has been discussed to a lesser extent (Centers for Disease Control and Prevention, 

2019; Jessen et al., 2014), with most studies focusing on financial decisions (Nicholas et al., 2021; 

Shin, 2021; Widera et al., 2011; Yu et al., 2022). In particular, there is limited evidence linking the 

cognition (especially cognitive misperception) with health decision-making and planning. The 

lack of evidence on health-related decision-making is concerning as conceptually the declining 

cognitive function and misperception may challenge individuals’ ability to manage health 

conditions through barriers to detect their health changes and seek proper health services (Centers 

for Disease Control and Prevention, 2019; Feil et al., 2012; Jessen et al., 2014).  

To this end, chronic disease awareness, which involves many health-related decisions, is 

worth thorough investigation because it has very profound impacts on older adults’ long-term well-
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being and might be greatly influenced by cognitive misperception in older ages (Amaral et al., 

2022; Gautam et al., 2015). In particular, while other health misperceptions is found to hinder 

individuals from preventing heart disease (Brnstrm and Brandberg, 2010; Radcliffe and Klein, 

2002), visiting the doctor for preventive care (Spitzer and Shaikh, 2022), or choosing a healthy 

lifestyle (Brewer et al., 2007), no evidence has linked cognitive misperception with a lack of 

awareness of chronic diseases. Assessing this relationship may provide novel and valuable insights 

into policy and interventions, especially for developing countries with inadequate disease control 

and prevention like China. Therefore, using nationally representative blood biomarkers and 

cognition data from China, this study aimed to understand how cognitive misperception was 

associated with chronic disease awareness among older adults.  

The link between cognitive misperception and chronic disease awareness can be 

particularly salient in China as it faces notable challenges in both these two aspects. Chinese older 

adults generally have large risks of cognitive aging and great shortage in cognitive screening, 

which result in severe underdiagnosis issue. About 15 million older adults age 60 years or older 

have dementia and 39 million older adults have mild cognitive impairment in China (Jia et al., 

2020a), with only a small proportion of them realizing their decline or impairment in cognition 

(Jia et al., 2020b). In our study, we showed that such cognitive misperception is evident among 

Chinese older adults: the actual cognitive ability (including memory) and self-perceived memory 

diverge greatly over age, with an increasingly enlarged gap between actual and self-perceived 

memory among older adults. On the other hand, chronic disease awareness is of serious concern 

in China. More than 180 million Chinese older adults have chronic diseases (National Health 

Commission of the People’s Republic of China, 2019); however, a large proportion of them are 

unaware of their underlying diseases and conditions (Li and Lumey, 2019). Previous studies mostly 

attributed the low disease awareness to health system deficits (Xu et al., 2013; Zhao et al., 2016), 

yet little is known about the contribution of cognitive impairment and its misperception.  

Our study fills this gap by examining how self-perceived memory is associated with 

dyslipidemia and diabetes awareness conditional on cognitive ability. We focus on these two 

chronic conditions because they are highly prevalent but inadequately controlled in China with 

very low awareness rates (<50%) (Li and Lumey, 2019; Song et al., 2019; Xu et al., 2013; Zhao 

et al., 2016). Their high prevalence also ensures adequate sample size for investigation. Moreover, 

as the diagnosis and management of these two conditions only require regular blood tests and 
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doctor visits, the awareness of the diseases may rely less on health resources but more heavily on 

individuals’ ability or willingness to detect health changes and seek proper health services. In other 

words, cognitive misperception likely impacts the dyslipidemia and diabetes awareness to a large 

extent, especially for those who have more disadvantaged socioeconomic conditions with greater 

vulnerability in disease management and control. Previous studies proposed that overconfidence 

might contribute to greater disease unawareness for diseases like diabetes (Gautam et al., 2015), 

but the association between cognitive misperception and disease awareness remains undetermined. 

Therefore, in our study, we tested and corroborated the hypotheses that, adjusting for cognitive 

ability, self-perceived memory is negatively associated with dyslipidemia and diabetes awareness; 

and the association is stronger for older adults in more disadvantaged sociodemographic groups. 
 

2. Research Design and Methods  

2.1 Data and Study Participants  

Data were obtained from the China Health and Retirement Longitudinal Study (CHARLS), a 

nationally representative study of Chinese adults aged 45 or older. A comprehensive set of 

sociodemographic and health information was collected for over 20,000 individuals and 11,000 

households, covering 150 counties and 28 provinces randomly sampled in China. The CHARLS 

national baseline survey was fielded in 2011-2012, and the follow-up surveys were conducted in 

2013, 2015, and 2018, respectively. Detailed information on ethical approval, sampling design, 

informed consent, response rates and survey content of CHARLS can be found elsewhere (Zhao 

et al., 2020). 

 In CHARLS, venous blood samples were collected in 2011/2012 (11,847 participants) and 

in 2015 (13,013 participants) by medically trained staff from the Chinese Center for Disease 

Control and Prevention (CDC), after obtaining informed consent from study participants (Zhao et 

al., 2020, 2016). Cognitive function was assessed in each wave primarily using the Telephone 

Interview for Cognitive Status (TICS) and the CERAD immediate and delayed word recall. 

Starting in 2018, CHARLS conducted an expanded set of cognitive tests for older adults aged 60 

years and over, including Mini-Mental State Exam (MMSE) and other cognitive instruments. 

These tests have been well validated and widely used to assess individuals’ cognitive functioning 

and stages of cognitive impairment or dementia (Borenstein and Mortimer, 2016). Self-perceived 

memory was also measured in the survey.  
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 Our study sample was constructed using CHARLS 2015 blood biomarkers data and 

CHARLS 2018 survey data. Specifically, we linked blood biomarkers that evaluate participants’ 

risks of diabetes and dyslipidemia with their self-perceived memory and chronic disease awareness. 

We obtained 4,578 persons aged 60 or older with complete assessments of disease risks (via blood 

biomarkers), awareness, cognition, and covariates. We further identified 1,442 persons with 

dyslipidemia and 759 persons with diabetes based on blood biomarkers. They were respectively 

included as the dyslipidemia sample and the diabetes sample in our analysis. The detailed sample 

selection process is presented in Figure 1. 

[Figure 1 about here] 

2.2 Cognitive ability and Self-perceived Memory 

Participants were asked to rate their own memory at the time of the survey as a measure of self-

perceived memory. The response was measured on a five-point Likert scale ranging from excellent 

(1) to poor (5) (Shin, 2021). We reverse-coded the variable with five levels, including poor (1), 

fair (2), good (3), very good (4), and excellent (5) (see Supplementary Table 4). As relatively 

few participants reported good, very good, or excellent, we combined the three categories as 

“good+” when treating self-perceived memory as a categorical variable.  

 Cognitive ability was treated as a control variable in the study and was primarily assessed 

by the Mini-Mental State Examination (MMSE), a 30-point scale with higher score indicating 

better cognitive performance (Folstein et al., 1975). As a validated cognitive instrument, MMSE 

is widely used in clinical settings to evaluate the global cognitive function and the status of 

cognitive impairment (CI) (Folstein et al., 1975). Following the literature, a small number of 

unanswered responses in MMSE were coded as zero to reduce sample attrition (Herzog and 

Wallace, 1997; Zhang et al., 2008); and participants were classified into three groups with well-

established cut-offs: no-CI (24 ≤ 𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀 ≤ 30); mild-CI (18 ≤ 𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀 ≤ 23); and severe-CI 

(0 ≤ 𝑀𝑀𝑀𝑀𝑀𝑀𝑀𝑀 ≤ 17 ) (Tombaugh and McIntyre, 1992). Moreover, the memory component of 

MMSE (range: 0-6) and the CERAD immediate and delayed word recall assessed in CHARLS 

(range: 0-20) were included as alternative measures of cognitive ability, as they more directly 

measure individuals’ memory function.   

 

2.3 Chronic Diseases Awareness 

This study investigated two chronic diseases, i.e., dyslipidemia and diabetes, that can be clearly 
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assessed using CHARLS blood biomarkers collected in 2015. Based on established clinical 

guideline (World Health Organization, 2016; Zhu et al., 2018), a participant was considered to 

have dyslipidemia when total cholesterol (TC) ≥ 240 mg/dL (6.22 mmol/L), or low-density 

lipoprotein cholesterol (LDL- C) ≥  160 mg/dL (4.14 mmol/L), or high-density lipoprotein 

cholesterol (HDL-C) < 40 mg/dL (1.04 mmol/L), or triglyceride (TG) ≥  200 mg/dL (2.26 

mmol/L) (Song et al., 2019); and was considered to have diabetes when fasting plasma glucose 

level ≥ 126 mg/dL (7.0 mmol/L), or HbA1c concentration ≥ 6.5 % (Zhao et al., 2016). 

 Awareness of the diseases was respectively defined as having ever been diagnosed of 

dyslipidemia (for dyslipidemia sample) and diabetes (for diabetes sample), as of the 2018 survey, 

i.e., three years after biomarker-based assessments in 2015. While the time gap between the 

assessment of biomarkers and survey responses prevents us from measuring instant disease 

awareness, it allowed survey subjects time to learn their chronic disease status. 

 

2.4 Statistical Analysis 

To compare the characteristics across older adults with different levels of disease awareness, 

cognitive ability and self-perceived memory, we performed 𝜒𝜒2 test for categorical variables, and 

Welch's t-test or one-way ANOVA for continuous variables (Lehmann et al., 2005).  

 Multivariate logistic regressions were employed to examine the relationship between self-

perceived memory and the awareness of dyslipidemia (for dyslipidemia sample) and diabetes (for 

diabetes sample). The regressions adjusted for cognitive ability and a wide spectrum of covariates, 

including age, sex, education, rural/urban hukou registration status, rural/urban residence status, 

marital status, activities of daily living (ADL), instrumental activities of daily living (IADL), 

depressive symptoms, any other chronic diseases, health insurance, living arrangement, and the 

number of living children. Self-perceived memory was treated as continuous (i.e., 1-5) in our main 

specification; and the categorical specification of self-perceived memory (i.e., poor, fair, good+) 

was also tested to explore potential non-linear patterns. Individuals’ cognitive ability was mainly 

controlled for using their cognitive impairment status (i.e., no-CI, mild-CI, severe-CI), as this 

classification has clearer clinical implications. As sensitivity analyses, we run the regressions 

adjusting for alternative measures of cognitive ability, including the total score of MMSE (range: 

0-30), the memory score of MMSE (range: 0-6), and the total score of immediate and delayed 

word recall (range: 0-20). The results were robust to these alternative specifications and 
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measurements.  

 The regressions were performed on the whole sample as well as subsamples stratified by 

individual sociodemographic characteristics. Stratifying characteristics included rural/urban 

hukou status (rural vs urban), education (below primary school vs primary school or above) and 

living arrangement (with vs without children). Regressions were weighted using inverse 

probability weights that correct for non-response to blood biomarker collection (Zhao et al., 2016); 

and standard errors were robust and clustered at the county level. All tests were two-sided with an 

alpha level of 0.05 for statistical significance and the analyses were carried out using STATA 17.0.  

 

3. Results  

The characteristics of study participants are presented in Table 1. Among older adults identified 

with dyslipidemia (N = 1,442) or diabetes (N = 759) by blood biomarkers (referred to hereafter as 

“patients”), the disease awareness rates were only 38.0% (n = 548) for dyslipidemia and 58.1% (n 

= 441) for diabetes as of 2018. Patients who reported better self-perceived memory were less likely 

to be aware of chronic diseases for both dyslipidemia (𝑃𝑃 = 0.030) and diabetes (𝑃𝑃 = 0.041). By 

contrast, patients with better cognitive ability were more likely to be aware of the diseases (𝑃𝑃 < 

0.001 for dyslipidemia; 𝑃𝑃 = 0.007 for diabetes). Additionally, patients who were female, more 

educated, urban residents, had other chronic diseases, or covered by more generous health 

insurance (e.g., urban employee medical insurance or public sector medical insurance) tended to 

have better disease awareness.  

[Table 1 about here] 

 Characteristics stratified by self-perceived memory were also reported (Supplementary 

Table 1). Although patients with greater self-perceived memory tended to have better cognitive 

ability measured by MMSE (𝑃𝑃 < 0.001), over 45% of those who felt confident in their memory 

(i.e., Good+) had mild-CI or severe-CI (27.4 + 17.9 = 45.3% in the dyslipidemia sample; 19.6 + 

25.8 = 45.4% in the diabetes sample), indicating a salient gap between cognitive ability and self-

perceived memory. Additionally, the trends of self-perceived and cognitive ability across ages 

were also divergent (see Supplementary Figure 1). While the cognitive ability reduced markedly 

with age, the average level of self-perceived memory remained quite stable over age relative to the 

benchmark level at age 60, resulting in an increasingly enlarged gap.  

 Figure 2 illustrates the pattern of disease awareness by cognitive impairment status and by 
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self-perceived memory. Overall, the proportions of disease awareness were higher for cognitively 

intact patients, while the proportions were lower for those with better self-perceived memory, 

showing an opposite pattern. The negative relationship between self-perceived memory and 

disease awareness persisted for each level of cognitive impairment. Most notably, among older 

adults with mild-CI, 42.3% of patients with poor self-perceived memory were aware of their 

dyslipidemia, while the proportion of disease awareness was much lower among patients with fair 

(33.1%) or good+ (17.4%) self-perceived memory (𝑃𝑃 = 0.007, chi-square test).  

[Figure 2 about here] 

 The observed patterns were corroborated by our regression analyses when adjusting for 

covariates. As shown in Table 2, conditional on individuals’ cognitive ability (cognitive 

impairment status), self-perceived memory was negatively associated with dyslipidemia 

awareness (Column 1). Relative to those with poor self-perceived memory, individuals who 

perceived their memory as fair (OR = 0.65; 95% CI = [0.47, 0.91]) or good+ (OR = 0.51; 95% CI 

= [0.28, 0.94]) were less likely to aware of their dyslipidemia condition (Column 1, Panel B). The 

effect of self-perceived memory on dyslipidemia awareness was not significant at 5% level (OR = 

0.80; 95% CI = [0.63, 1.02]; 𝑃𝑃 = 0.076) when using continuous specification (Column 1, Panel 

A), suggesting a non-linear pattern. On the other hand, with regard to diabetes, there was a strong 

and significant negative association between self-perceived memory and diabetes awareness 

(Column 5). Higher self-perceived memory was associated with lower diabetes awareness (OR = 

0.71; 95% CI = [0.55, 0.92]) when using continuous specification (Column 5, Panel A). 

Particularly, diabetes awareness was significantly lower for patients who perceived their memory 

as good+ (OR = 0.42; 95% CI = [0.21, 0.84]) relative to those with poor self-perceived memory 

(Column 5, Panel B). The sensitivity analyses further indicate that the results for self-perceived 

memory were fairly robust to the alternative controls of cognitive ability, including the total score 

of MMSE (Columns 2 and 6), the memory score of MMSE (Columns 3 and 7), and the score of 

word recall (Columns 4 and 8). Lastly, consistent with our descriptive findings, older adults with 

lower cognitive ability were less likely to be aware of the diseases (Supplementary Figure 2 and 

3), showing an opposite pattern to the self-perceived memory. All these findings were robust to 

the additional control of biomarkers and disease severity. 

[Table 2 about here] 

 Our stratified analyses further demonstrate that the negative association between self-
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perceived memory and disease awareness were stronger among patients with more disadvantaged 

sociodemographic characteristics (Figure 3). Specifically, controlling for cognitive ability and 

covariates, better self-perceived memory was significantly associated with lower dyslipidemia 

awareness only among older adults with rural hukou status (OR = 0.73; 95% CI = [0.57, 0.94]; 𝑃𝑃 

= 0.016) and those with lower education (OR = 0.61; 95% CI = [0.44, 0.85]; 𝑃𝑃 = 0.003). 

Meanwhile, self-perceived memory had larger and more significant negative effects on diabetes 

awareness among older adults living without children (OR = 0.61; 95% CI = [0.45, 0.83]; 𝑃𝑃 = 

0.002) than those with children. 

[Figure 3 about here] 

 

4. Discussion and Implications 

In addition to deteriorated cognitive functioning, biases in perceived cognitive ability may 

profoundly impact decision-making and wellbeing, imposing tremendous burden on individuals, 

families, and societies; yet, how they affect health-related decision-making and outcomes such as 

chronic disease awareness is largely under-studied. Using nationally representative data with blood 

biomarkers and cognitive assessments, this study provided initial evidence on how self-perceived 

memory was associated with the dyslipidemias and diabetes awareness. Several findings of this 

study warrant further discussion. First, we revealed that overconfidence in cognitive ability was 

an emerging issue among Chinese older adults; and individuals with higher self-perceived memory 

were less likely to be aware of their underlying dyslipidemias and diabetes conditional on cognitive 

ability (i.e., negative association). Moreover, we found that the negative associations between self-

perceived memory and disease awareness were stronger among older adults with lower education, 

rural Hukou status and living without children relative to others. Lastly, we showed that the disease 

awareness was lower among older adults with poorer cognitive ability, showing an opposite pattern 

to self-perceived memory.  

 First of all, we showed that older adults often overestimate their cognitive abilities, which 

can lead to a lack of awareness of their chronic health problems. In line with previous studies 

(Haavisto, 2017; Rickenbach et al., 2015), we found that unrealistic optimism towards cognitive 

ability are common, especially for individuals with poorer cognitive functioning. Existing 

literature implies that cognitive misperception can be an early sign of cognitive impairment 

(Roberts et al., 2009), which often leads to poor financial decisions and outcomes (Grežo, 2020; 
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Shin, 2021; Yu et al., 2022). In this study, we advanced the literature by investigating the adverse 

effects of cognitive misperception on health-related decision-making and outcomes, and confirmed 

the hypothesis of its association with disease awareness (Amaral et al., 2022; Gautam et al., 2015). 

In particular, our finding of negative association between self-perceived memory and disease 

awareness is consistent with existing theories.  

 Conceptually, cognitive misperception might contribute to chronic disease unawareness 

via two channels: both motivational and informational. People who have too much confidence in 

their cognitive skills might be less likely to consider the potential health risks that could affect 

them, which in turn reduces their motivation to use health-related knowledge to take action or 

practice (Bénabou and Tirole, 2002). In addition, older adults who incorrectly process their 

memories initially might later largely disregard the new health-related information (Gottlieb, 

2010). In Low and Middle Income Countries (LMIC), especially where health resources are scarce 

and often unequally distributed, people with cognitive misperception are more likely to disregard 

health information, thereby making it harder to be aware of chronic conditions (Heine et al., 2021). 

In China, older adults often self-diagnose or self-medicate instead of visiting formally trained 

doctors when confronted with non-acute pain or illness (Chang et al., 2017). It is likely that 

overestimating cognitive ability may lead to an overly optimistic opinion of their own health 

changes (Schwarzer and Fuchs, 1996), thus making them less likely to seek medical help. 

Additionally, cognitive misperception can lead to more use of heuristics in decision-making and 

lowers the accuracy of self-assessment and disease awareness (Besedeš et al., 2012). Many believe 

their health conditions are not serious enough for medical treatment or are simply unaware of their 

actual health risks, especially for those with poor cognitive abilities but are overly optimistic. Our 

findings on chronic disease awareness thus emphasize the importance of promoting regular 

assessment of cognitive abilities among older adults, improving the accuracy of their perceived 

cognitive abilities, and encouraging them to seek help and advice for decision-making.  

 Second, we demonstrated that the negative association between self-perceived memory and 

disease awareness were stronger among older adults with more disadvantaged sociodemographic 

characteristics. In particular, older adults with lower education, rural hukou status, or living 

without children were affected more by their self-perceived memory, leading to significantly lower 

levels of disease awareness than their more advantaged counterparts. As a major element of human 

capital, education plays a critical role in health investments and decision-making (Grossman, 
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2000). Older adults with a lower level of education often have poorer health literacy, and are less 

capable of making well-informed decisions than those more educated when confronted with 

diseases (Cho et al., 2008), lowering the chances of disease diagnosis and awareness (Clark et al., 

1991). Low education may also increase individuals’ susceptibility to self-directed ageism and 

stigma (Marques et al., 2020), impeding active and self-motivated health-seeking behaviors. 

Moreover, older adults with rural hukou or living without children generally receive less supports 

from communities and families, thereby experiencing greater risks of disease ignorance. Despite 

the critical role of social services and supports for chronic disease prevention, monitoring, and 

control, long-term care systems in China are still underdeveloped and unequally distributed (Feng 

et al., 2020), elevating vulnerability to chronic diseases for disadvantaged older adults (Mazzuco 

et al., 2017). Therefore, multidimensional and integrated supports from the healthcare system, 

community-based facilities, and families should be provided, with a special focus on the 

disadvantaged population.  

 Finally, this study provides novel evidence on the gradient relationship between cognitive 

impairment and disease awareness. We demonstrated that older adults with mild-CI or severe-CI 

were much less likely to be aware of dyslipidemia and diabetes than cognitively intact individuals. 

Disease management is often cognitively demanding and may rely on individuals' health literacy 

and judgments (Cho et al., 2008). The rates of chronic disease awareness among Chinses older 

adults were far from satisfactory (Li and Lumey, 2019; Song et al., 2019), especially for those 

cognitively impaired, which may create barriers for obtaining appropriate treatments (Dyer et al., 

2007; Lin and Chen, 2022). Stigma related to CI may also hinder older adults from timely care and 

social services (Alzheimer’s Disease International, 2019). Therefore, more targeted chronic 

disease screening programs are required, particularly for cognitively impaired individuals. 

 Some limitations should be noted. First, although nationally representative data were used 

to examine the relationship between self-perceived memory and chronic disease awareness, the 

blood biomarker sample may not be large enough for stratified analysis by additional 

sociodemographic characteristics (e.g., marital status). Future research may use larger datasets of 

biomarkers to test differences across key population groups. Second, while we hypothesize the 

association between cognitive misperception and chronic disease awareness might be partially 

explained by reduced clinical assessments, direct measures on this are lacking in the dataset. Future 

studies may seek to link with richer data (e.g., electric health records) to directly observe if 
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respondents with cognitive misperception were indeed less likely assessed for diabetes or 

dyslipidemia and informed of diagnoses. Also, alternative mechanisms under which self-perceived 

memory could affect disease awareness worth further investigations. For example, self-perceived 

memory can be an early sign of the disease process or obstacle to recognition of diseases. Finally, 

this study only examined two prevalent and underdiagnosed diseases with identifiable biomarkers 

collected in CHARLS. Although it provides informative and suggestive evidence on the topic, the 

findings may not be generalized to other diseases and settings. Future studies may explore other 

diseases with larger datasets and richer biomarkers to validate our findings. 

 Despite these limitations, this study provided first evidence on the association of self-

perceived memory with chronic disease awareness among Chinese older adults. Our findings 

suggest that older adults with greater self-perceived memory were less likely to be aware of their 

underlying chronic diseases. Additional supports from families and societies are required. 

Moreover, older adults with rural hukou status, low education or living without children were more 

vulnerable to cognitive impairment and biases in perceived memory, therefore policies and 

interventions should prioritize these disadvantaged populations.  

 

 

 

Acknowledgements 

The IZA Discussion Paper Series serves as a preprint server to deposit latest research for feedback. 

This work is supported by research awards from the U.S. National Institute on Aging 

(R01AG077529; K01AG053408); and Claude D. Pepper Older Americans Independence Center 

at Yale School of Medicine, funded by the National Institute on Aging (P30AG021342). Z.L. and 

M.F. are joint first authors. Z.L wrote the paper and performed the data analyses. M.F. wrote the 

paper. X.C planned the study, supervised the data analysis, and revised the paper. The funders had 

no role in the study design; data collection, analysis, or interpretation; in the writing of the report; 

or in the decision to submit the article for publication. The authors have no conflict of interest. 

  



 13 

References 

Agarwal, S., Driscoll, J., Gabaix, X., Laibson, D., 2009. The age of reason: Financial decisions 
over the life-cycle with implications for regulation. Brookings Papers of Economic 
Activities 40, 57–117. http://dx.doi.org/10.2139/ssrn.973790 

Agarwal, S., Mazumder, B., 2013. Cognitive abilities and household financial decision making. 
American Economic Journal: Applied Economics 5, 193–207. https://doi.org/10.1257/
app.5.1.193 

Alzheimer’s Association, 2019. 2019 Alzheimer’s disease facts and figures. Alzheimer’s & 
Dementia 15, 321–387. https://doi.org/10.1016/j.jalz.2019.01.010 

Alzheimer’s Disease International, 2021. World Alzheimer Report 2021: Journey through the 
diagnosis of dementia. Alzheimer’s Disease International, London. 

Alzheimer’s Disease International, 2019. World Alzheimer Report 2019: Attitudes to dementia. 
Alzheimer’s Disease International, London. 

Amaral, A.S., Simões, M.R., Freitas, S., Vilar, M., Sousa, L.B., Afonso, R.M., 2022. Healthcare 
decision-making capacity in old age: A qualitative study. Frontiers in Psychology 13, 
1024967. https://doi.org/10.3389/fpsyg.2022.1024967 

Bénabou, R., Tirole, J., 2002. Self-Confidence and Personal Motivation. The Quarterly Journal of 
Economics 117, 871–915. https://doi.org/10.1162/003355302760193913 

Besedeš, T., Deck, C., Sarangi, S., Shor, M., 2012. Age effects and heuristics in decision making. 
Review of Economics and Statistics 94, 580–595. https://doi.org/10.1162/rest_a_00174 

Borenstein, A.R., Mortimer, J.A., 2016. Chapter 2 - Clinical Appearance, Progression, and 
Classification, in: Borenstein, A.R., Mortimer, J.A. (Eds.), Alzheimer’s Disease. Academic 
Press, San Diego, pp. 7–23. https://doi.org/10.1016/B978-0-12-804538-1.00002-X 

Brewer, N.T., Chapman, G.B., Gibbons, F.X., Gerrard, M., McCaul, K.D., Weinstein, N.D., 2007. 
Meta-analysis of the relationship between risk perception and health behavior: the example 
of vaccination. Health Psychology 26, 136–145. https://doi.org/10.1037/0278-
6133.26.2.136 

Brnstrm, R., Brandberg, Y., 2010. Health risk perception, optimistic bias, and personal satisfaction. 
American Journal of Health Behavior 34, 197–205. https://doi.org/10.5993/ajhb.34.2.7 

Centers for Disease Control and Prevention, 2019. Subjective Cognitive Decline—A Public Health 
Issue. Centers for Disease Control and Prevention. 

Chang, J., Wang, Q., Fang, Y., 2017. Socioeconomic differences in self-medication among middle-



 14 

aged and older people: data from the China health and retirement longitudinal study. BMJ 
Open 7, e017306. https://doi.org/10.1136/bmjopen-2017-017306 

Cho, Y.I., Lee, S.-Y.D., Arozullah, A.M., Crittenden, K.S., 2008. Effects of health literacy on health 
status and health service utilization amongst the elderly. Social Science & Medicine 66, 
1809–1816. https://doi.org/10.1016/j.socscimed.2008.01.003 

Clark, N.M., Becker, M.H., Janz, N.K., Lorig, K., Rakowski, W., Anderson, L., 1991. Self-
management of chronic disease by older adults: a review and questions for research. 
Journal of Aging and Health 3, 3–27. https://doi.org/10.1177/089826439100300101 

Dyer, C.B., Goodwin, J.S., Pickens-Pace, S., Burnett, J., Kelly, P.A., 2007. Self-neglect among the 
elderly: a model based on more than 500 patients seen by a geriatric medicine team. 
American Journal of Public Health 97, 1671–1676. https://doi.org/10.2105/
ajph.2006.097113 

Feil, D.G., Zhu, C.W., Sultzer, D.L., 2012. The relationship between cognitive impairment and 
diabetes self-management in a population-based community sample of older adults with 
Type 2 diabetes. Journal of Behavioral Medicine 35, 190–199. https://doi.org/10.1007/
s10865-011-9344-6 

Feng, Z., Glinskaya, E., Chen, H., Gong, S., Qiu, Y., Xu, J., Yip, W., 2020. Long-term care system 
for older adults in China: policy landscape, challenges, and future prospects. The Lancet 
396, 1362–1372. https://doi.org/10.1016/S0140-6736(20)32136-X 

Folstein, M.F., Folstein, S.E., McHugh, P.R., 1975. Mini-mental state: a practical method for 
grading the cognitive state of patients for the clinician. Journal of Psychiatric Research 12, 
189–198. https://doi.org/10.1016/0022-3956(75)90026-6 

Gautam, A., Bhatta, D.N., Aryal, U.R., 2015. Diabetes related health knowledge, attitude and 
practice among diabetic patients in Nepal. BMC endocrine disorders 15, 1–8. 

Gottlieb, D., 2010. Will you never learn? self deception and biases in information processing. 
Unpublished Manuscript, Princeton University. 

Grežo, M., 2020. Overconfidence and financial decision-making: a meta-analysis. Review of 
Behavioral Finance 13, 276–296. https://doi.org/10.1108/rbf-01-2020-0020 

Griffith, H., Dymek, M., Atchison, P., Harrell, L., Marson, D.C., 2005. Medical decision-making 
in neurodegenerative disease: mild AD and PD with cognitive impairment. Neurology 65, 
483–485. 

Grossman, M., 2000. Chapter 7 The human capital model, in: Culyer, A.J., Newhouse, J. (Eds.), 
Handbook of Health Economics. Elsevier, pp. 347–408. https://doi.org/10.1016/S1574-



 15 

0064(00)80166-3 
Haavisto, W., 2017. Do Individual Differences Explain Discrepancies between Subjective Memory 

and Objective Memory? (No. 10270844). ProQuest Dissertations Publishing, University of 
Nebraska at Omaha. 

Heine, M., Lategan, F., Erasmus, M., Lombaard, C., Mc Carthy, N., Olivier, J., van Niekerk, M., 
Hanekom, S., 2021. Health education interventions to promote health literacy in adults with 
selected non‐communicable diseases living in low‐to‐middle income countries: A 
systematic review and meta‐analysis. Journal of evaluation in clinical practice 27, 1417–
1428. https://doi.org/10.1111/jep.13554 

Herzog, A.R., Wallace, R.B., 1997. Measures of cognitive functioning in the AHEAD Study. The 
Journals of Gerontology Series B: Psychological Sciences and Social Sciences 52, 37–48. 
https://doi.org/10.1093/geronb/52b.special_issue.37 

Jessen, F., Amariglio, R.E., van Boxtel, M., Breteler, M., Ceccaldi, M., Chételat, G., Dubois, B., 
Dufouil, C., Ellis, K.A., van der Flier, W.M., Glodzik, L., van Harten, A.C., de Leon, M.J., 
McHugh, P., Mielke, M.M., Molinuevo, J.L., Mosconi, L., Osorio, R.S., Perrotin, A., 
Petersen, R.C., Rabin, L.A., Rami, L., Reisberg, B., Rentz, D.M., Sachdev, P.S., de la 
Sayette, V., Saykin, A.J., Scheltens, P., Shulman, M.B., Slavin, M.J., Sperling, R.A., 
Stewart, R., Uspenskaya, O., Vellas, B., Visser, P.J., Wagner, M., 2014. A conceptual 
framework for research on subjective cognitive decline in preclinical Alzheimer’s disease. 
Alzheimer’s & Dementia 10, 844–852. https://doi.org/10.1016/j.jalz.2014.01.001 

Jia, L., Du, Y., Chu, L., Zhang, Z., Li, Fangyu, Lyu, D., Li, Yan, Li, Yan, Zhu, M., Jiao, H., Song, 
Y., Shi, Y., Zhang, H., Gong, M., Wei, C., Tang, Y., Fang, B., Guo, D., Wang, F., Zhou, A., 
Chu, C., Zuo, X., Yu, Y., Yuan, Q., Wang, W., Li, Fang, Shi, S., Yang, H., Zhou, C., Liao, 
Z., Lv, Y., Li, Yang, Kan, M., Zhao, H., Wang, S., Yang, S., Li, H., Liu, Z., Wang, Q., Qin, 
W., Jia, J., Quan, M., Wang, Y., Li, W., Cao, S., Xu, L., Han, Y., Liang, J., Qiao, Y., Qin, 
Q., Qiu, Q., 2020a. Prevalence, risk factors, and management of dementia and mild 
cognitive impairment in adults aged 60 years or older in China: a cross-sectional study. The 
Lancet Public Health 5, e661–e671. https://doi.org/10.1016/S2468-2667(20)30185-7 

Jia, L., Quan, M., Fu, Y., Zhao, T., Li, Y., Wei, C., Tang, Y., Qin, Q., Wang, F., Qiao, Y., Shi, S., 
Wang, Y.-J., Du, Y., Zhang, Jiewen, Zhang, Junjian, Luo, B., Qu, Q., Zhou, C., Gauthier, 
S., Jia, J., 2020b. Dementia in China: epidemiology, clinical management, and research 
advances. The Lancet Neurology 19, 81–92. https://doi.org/10.1016/S1474-
4422(19)30290-X 



 16 

Lehmann, E.L., Romano, J.P., Casella, G., 2005. Testing statistical hypotheses, 3rd ed. Springer. 
Li, C., Lumey, L.H., 2019. Impact of disease screening on awareness and management of 

hypertension and diabetes between 2011 and 2015: results from the China health and 
retirement longitudinal study. BMC Public Health 19, 1–8. https://doi.org/10.1186/s12889-
019-6753-x 

Lin, Z., Chen, X., 2022. Long-term Services and Supports and Disease Management among Older 
Chinese Adults in Different Stages of Cognitive Impairment. The Journal of the Economics 
of Ageing 23, 100405. https://doi.org/10.1016/j.jeoa.2022.100405 

Liverman, C.T., Blazer, D.G., Yaffe, K., 2015. Cognitive aging: Progress in understanding and 
opportunities for action. National Academies Press. 

Livingston, G., Huntley, J., Sommerlad, A., Ames, D., Ballard, C., Banerjee, S., Brayne, C., Burns, 
A., Cohen-Mansfield, J., Cooper, C., Costafreda, S.G., Dias, A., Fox, N., Gitlin, L.N., 
Howard, R., Kales, H.C., Kivimäki, M., Larson, E.B., Ogunniyi, A., Orgeta, V., Ritchie, K., 
Rockwood, K., Sampson, E.L., Samus, Q., Schneider, L.S., Selbæk, G., Teri, L., Mukadam, 
N., 2020. Dementia prevention, intervention, and care: 2020 report of the Lancet 
Commission. The Lancet 396, 413–446. https://doi.org/10.1016/s0140-6736(20)30367-6 

Marques, S., Mariano, J., Mendonça, J., De Tavernier, W., Hess, M., Naegele, L., Peixeiro, F., 
Martins, D., 2020. Determinants of ageism against older adults: a systematic review. 
International Journal of Environmental Research and Public Health 17, 2560. 
https://doi.org/10.3390/ijerph17072560 

Mazzuco, S., Meggiolaro, S., Ongaro, F., Toffolutti, V., 2017. Living arrangement and cognitive 
decline among older people in Europe. Ageing & Society 37, 1111–1133. https://doi.org/
10.1017/s0144686x16000374 

National Health Commission of the People’s Republic of China, 2019. Healthy China Action: 
health promotion action for the elderly. National Health Commission of the People’s 
Republic of China, China. 

Nicholas, L.H., Langa, K.M., Bynum, J.P.W., Hsu, J.W., 2021. Financial Presentation of Alzheimer 
Disease and Related Dementias. JAMA Internal Medicine 181, 220–227. 
https://doi.org/10.1001/jamainternmed.2020.6432 

Radcliffe, N.M., Klein, W.M., 2002. Dispositional, unrealistic, and comparative optimism: 
Differential relations with the knowledge and processing of risk information and beliefs 
about personal risk. Personality and Social Psychology Bulletin 28, 836–846. 
https://doi.org/10.1177/0146167202289012 



 17 

Rickenbach, E.H., Agrigoroaei, S., Lachman, M.E., 2015. Awareness of Memory Ability and 
Change: (In)Accuracy of Memory Self-Assessments in Relation to Performance. 
Population Ageing 8, 71–99. https://doi.org/10.1007/s12062-014-9108-5 

Roberts, J., Clare, L., Woods, R., 2009. Subjective memory complaints and awareness of memory 
functioning in mild cognitive impairment: a systematic review. Dementia and Geriatric 
Cognitive Disorders 28, 95–109. https://doi.org/10.1159/000234911 

Schwarzer, R., Fuchs, R., 1996. Self-efficacy and health behaviours, in: Conner, M., Norman, P. 
(Eds.), Predicting Health Behaviour: Research and Practice with Social Cognition Models. 
Open University Press, pp. 163–196. 

Shin, S.H., 2021. Objective and subjective memory: Impact on the financial behavior of older 
adults in the United States. The Journal of the Economics of Ageing 19, 100327. 
https://doi.org/10.1016/j.jeoa.2021.100327 

Smith, J.P., McArdle, J.J., Willis, R., 2010. Financial decision making and cognition in a family 
context. The Economic Journal 120, F363–F380. https://doi.org/10.1111/j.1468-
0297.2010.02394.x 

Song, P., Zha, M., Yang, Xiangming, Xu, Y., Wang, H., Fang, Z., Yang, Xiangrong, Xia, W., Zeng, 
C., 2019. Socioeconomic and geographic variations in the prevalence, awareness, 
treatment and control of dyslipidemia in middle-aged and older Chinese. Atherosclerosis 
282, 57–66. https://doi.org/10.1016/j.atherosclerosis.2019.01.005 

Spitzer, S., Shaikh, M., 2022. Health misperception and healthcare utilisation among older 
Europeans. The Journal of the Economics of Ageing 22, 100383. https://doi.org/10.1016/
j.jeoa.2022.100383 

Tombaugh, T.N., McIntyre, N.J., 1992. The mini‐mental state examination: a comprehensive 
review. Journal of the American Geriatrics Society 40, 922–935. 
https://doi.org/10.1111/j.1532-5415.1992.tb01992.x 

Widera, E., Steenpass, V., Marson, D., Sudore, R., 2011. Finances in the older patient with 
cognitive impairment:“He didn’t want me to take over.” JAMA 305, 698–706. 
https://doi.org/10.1001/jama.2011.164 

Winblad, B., Amouyel, P., Andrieu, S., Ballard, C., Brayne, C., Brodaty, H., Cedazo-Minguez, A., 
Dubois, B., Edvardsson, D., Feldman, H., Fratiglioni, L., Frisoni, G.B., Gauthier, S., 
Georges, J., Graff, C., Iqbal, K., Jessen, F., Johansson, G., Jönsson, L., Kivipelto, M., 
Knapp, M., Mangialasche, F., Melis, R., Nordberg, A., Rikkert, M.O., Qiu, C., Sakmar, T.P., 
Scheltens, P., Schneider, L.S., Sperling, R., Tjernberg, L.O., Waldemar, G., Wimo, A., 



 18 

Zetterberg, H., 2016. Defeating Alzheimer’s disease and other dementias: a priority for 
European science and society. The Lancet Neurology 15, 455–532. 
https://doi.org/10.1016/S1474-4422(16)00062-4 

World Health Organization, 2016. Global report on diabetes. World Health Organization. 
Xu, Y., Wang, Limin, He, J., Bi, Y., Li, M., Wang, T., Wang, Linhong, Jiang, Y., Dai, M., Lu, J., 

2013. Prevalence and control of diabetes in Chinese adults. JAMA 310, 948–959. 
https://doi.org/10.1001/jama.2013.168118 

Yu, L., Mottola, G., Wilson, R.S., Valdes, O., Bennett, D.A., Boyle, P.A., 2022. Metamemory and 
financial decision making in older adults without dementia. Neuropsychology 36, 35–43. 
https://doi.org/10.1037/neu0000773 

Zhang, Z., Gu, D., Hayward, M.D., 2008. Early Life Influences on Cognitive Impairment Among 
Oldest Old Chinese. The Journals of Gerontology Series B: Psychological Sciences and 
Social Sciences 63, S25–S33. https://doi.org/10.1093/geronb/63.1.S25 

Zhao, Y., Crimmins, E.M., Hu, P., Shen, Y., Smith, J.P., Strauss, J., Wang, Y., Zhang, Y., 2016. 
Prevalence, diagnosis, and management of diabetes mellitus among older Chinese: results 
from the China Health and Retirement Longitudinal Study. International Journal of Public 
Health 61, 347–356. https://doi.org/10.1007/s00038-015-0780-x 

Zhao, Y., Strauss, J., Chen, X., Wang, Y., Gong, J., Meng, Q., Wang, G., Wang, H., 2020. China 
Health and Retirement Longitudinal Study Wave 4 User’s Guide. National School of 
Development, Peking University. 

Zhu, J., Gao, R., Zhao, S., Lu, G., Zhao, D., Li, J., 2018. 2016 Chinese guidelines for the 
management of dyslipidemia in adults. Journal of Geriatric Cardiology 15, 1–29. 
https://doi.org/10.11909/j.issn.1671-5411.2018.01.011 

  
  



 19 

Tables and Figures 

Table 1. Characteristics of study population by disease awareness 

Table 2. Effects of self-perceived memory on dyslipidemia and diabetes awareness 

Figure 1. Flow chart of study participants 

Notes: CHARLS=China Health and Retirement Longitudinal Study. 

Figure 2. Dyslipidemia awareness and diabetes awareness by self-perceived memory and 

cognitive ability (cognitive impairment status) 

Notes: Estimates in paratheses denote the average level of awareness in each group. For better 

illustration, 95% confidence interval were not plotted. Statistical differences between groups can 

be found in Table 1 (and Supplementary Table 1) for descriptive results, as well as in Table 2 (and 

Supplementary Figure 2) for regression estimates. Abbreviations: No-CI, no cognitive impairment; 

Mild-CI, mild cognitive impairment; Severe-CI, severe cognitive impairment. Good+ included 

“good”, “very good”, and “excellent”. 

Figure 3. Effects of self-perceived memory on disease awareness for the entire sample as well as 

for the sample stratified by rural/urban hukou status, education, and living arrangement  

Notes: Logistic regressions were performed to examine the association between self-perceived 

memory on dyslipidemia and diabetes awareness. Plotted points denote the estimated odds ratio of 

self-perceived memory; horizontal lines denote the 95% confidence interval (95% CI). X axis is 

plotted at log scale. All the regressions controlled for cognitive ability and covariates. The model 

and variable specification followed Panel A of Table 2 Column 1 and 5. Full estimation results are 

shown in Supplementary Table 2 and 3.  
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Table 1. Characteristics of study population by disease awareness 

Variable 
Dyslipidemia Sample  

 
Diabetes Sample  

All Unaware Aware p-value 
 All Unaware Aware p-value 

 (N = 1,442) (n = 894) (n = 548)  (N = 759) (n = 318) (n = 441)  
Self-perceived memory          
     Poor, No. (%) 429 (29.8) 254 (28.4) 175 (31.9) 0.030  252 (33.2) 95 (29.9) 157 (35.6) 0.041 
     Fair, No. (%) 845 (58.6) 521 (58.3) 324 (59.1)   410 (54.0) 172 (54.1) 238 (54.0)  
     Good+, No. (%) 168 (11.7) 119 (13.3) 49 (8.9)   97 (12.8) 51 (16.0) 46 (10.4)  
Cognitive ability           
     No-CI, No. (%) 728 (50.5) 403 (45.1) 325 (59.3) <0.001  361 (47.6) 138 (43.4) 223 (50.6) 0.007 
     Mild-CI, No. (%) 465 (32.2) 304 (34.0) 161 (29.4)   262 (34.5) 107 (33.6) 155 (35.1)  
     Severe-CI, No. (%) 249 (17.3) 187 (20.9) 62 (11.3)   136 (17.9) 73 (23.0) 63 (14.3)  
Age, mean (SD) 67.5 (5.8) 67.7 (6.0) 67.0 (5.4) 0.014  68.3 (6.0) 68.6 (6.0) 68.1 (6.0) 0.361 
Education in years, mean (SD) 5.0 (4.6) 4.5 (4.4) 5.7 (4.8) <0.001  4.9 (4.7) 4.5 (4.5) 5.2 (4.8) 0.052 
Female, No. (%) 705 (48.9) 406 (45.4) 299 (54.6) 0.001  379 (49.9) 148 (46.5) 231 (52.4) 0.112 
Rural hukou status, No. (%) 1000 (69.3) 662 (74.0) 338 (61.7) <0.001  515 (67.9) 239 (75.2) 276 (62.6) <0.001 
Rural residence status, No. (%) 771 (53.5) 525 (58.7) 246 (44.9) <0.001  399 (52.6) 203 (63.8) 196 (44.4) <0.001 
Married, No. (%) 1187 (82.3) 722 (80.8) 465 (84.9) 0.048  623 (82.1) 254 (79.9) 369 (83.7) 0.178 
Depressive symptoms, No. (%) 520 (36.1) 312 (34.9) 208 (38.0) 0.241  282 (37.2) 112 (35.2) 170 (38.5) 0.349 
Any ADL limitation, No. (%) 291 (20.2) 160 (17.9) 131 (23.9) 0.006  198 (26.1) 79 (24.8) 119 (27.0) 0.507 
Any IADL limitation, No. (%) 350 (24.3) 216 (24.2) 134 (24.5) 0.900  224 (29.5) 79 (24.8) 145 (32.9) 0.017 
Any other chronic diseases, No. (%) 1264 (87.7) 737 (82.4) 527 (96.2) <0.001  693 (91.3) 280 (88.1) 413 (93.7) 0.007 
Urban employee MI, No. (%) 294 (20.4) 139 (15.5) 155 (28.3) <0.001  165 (21.7) 56 (17.6) 109 (24.7) 0.019 
Urban-rural residence MI, No. (%) 1087 (75.4) 715 (80.0) 372 (67.9) <0.001  558 (73.5) 244 (76.7) 314 (71.2) 0.089 
Public sector MI, No. (%) 20 (1.4) 7 (0.8) 13 (2.4) 0.012  20 (2.6) 7 (2.2) 13 (2.9) 0.526 
Living with children, No. (%) 479 (33.2) 305 (34.1) 174 (31.8) 0.355  231 (30.4) 104 (32.7) 127 (28.8) 0.249 
No. of living children, mean (SD) 3.0 (1.5) 3.2 (1.6) 2.9 (1.4) <0.001  3.1 (1.5) 3.2 (1.5) 3.0 (1.5) 0.054 

Notes: Cognitive ability was classified based on Mini-Mental State Exam. No-CI=no cognitive impairment; Mild-CI=mild cognitive impairment; 
Severe-CI=severe cognitive impairment; SD=standard deviation; MI=medical insurance; ADL=activities of daily living; IADL=instrumental 
activities of daily living. For self-perceived memory, Good+ included “good”, “very good”, and “excellent”. 



 21 

Table 2. Effects of self-perceived memory on dyslipidemia and diabetes awareness 

 (1) (2) (3) (4)  (5) (6) (7) (8) 

VARIABLES Dyslipidemia Awareness 
OR (95% CI)  Diabetes Awareness 

OR (95% CI) 

Panel A. Continuous Specification 

Self-Perceived Memory (1-5) 0.80† 0.79† 0.80† 0.79†  0.71** 0.70** 0.70** 0.71** 
 (0.63 - 1.02) (0.62 - 1.01) (0.63 - 1.02) (0.60 - 1.03)  (0.55 - 0.92) (0.54 - 0.91) (0.54 - 0.90) (0.55 - 0.92) 
MMSE Cog Impairment YES NO NO NO  YES NO NO NO 
MMSE Score 0-30 NO YES NO NO  NO YES NO NO 
MMSE Memory Score 0-6 NO NO YES NO  NO NO YES NO 
Word Recall Score 0-20 NO NO NO YES  NO NO NO YES 

Panel B. Categorical Specification 

Self-Perceived Memory (Ref. Poor)         
    Fair 0.65* 0.65* 0.68* 0.60**  0.77 0.77 0.78 0.80 
 (0.47 - 0.91) (0.47 - 0.90) (0.49 - 0.95) (0.43 - 0.84)  (0.53 - 1.12) (0.53 - 1.11) (0.54 - 1.13) (0.53 - 1.21) 
    Good+ 0.51* 0.50* 0.52* 0.49*  0.42* 0.40* 0.40** 0.42* 
 (0.28 - 0.94) (0.27 - 0.92) (0.29 - 0.96) (0.26 - 0.93)  (0.21 - 0.84) (0.20 - 0.82) (0.20 - 0.80) (0.21 - 0.86) 
MMSE Cog Impairment YES NO NO NO  YES NO NO NO 
MMSE Score 0-30 NO YES NO NO  NO YES NO NO 
MMSE Memory Score 0-6 NO NO YES NO  NO NO YES NO 
Word Recall Score 0-20 NO NO NO YES  NO NO NO YES 

Notes: Logistic regression was performed for each of the two outcome variables, controlling for cognitive impairment with different 
assessment across columns. Panel A used continuous specification of self-perceived memory (i.e., 1-5), while Panel B used categorical 
specifications of self-perceived memory (i.e., poor, fair, good+). All the regression models controlled for age, gender, education, 
rural/urban hukou status, rural/urban residence status, marital status, depressive symptoms, ADL, IADL, other chronic diseases, health 
insurance, living arrangement, and number of living children. Regressions were weighted, with sample weights that have corrections 
for blood non-response using inverse probability weights. Standard errors were robust and clustered at county level. Abbreviations: OR, 
odds ratio; 95% CI, 95% confidence interval; No-CI, no cognitive impairment; Mild-CI, mild cognitive impairment; Severe-CI, severe 
cognitive impairment. MMSE, Mini Mental State Exam. Statistical significance: *** p<0.001, ** p<0.01, * p<0.05, †p<0.10.  
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Figure 1. Flow chart of study participants 
 

 
 
Notes: CHARLS=China Health and Retirement Longitudinal Study. 
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Figure 2. Dyslipidemia awareness and diabetes awareness by self-perceived memory and 
cognitive ability (cognitive impairment status) 

 
 
Notes: Estimates in paratheses denote the average level of awareness in each group. For better 
illustration, 95% confidence interval were not plotted. Statistical differences between groups can 
be found in Table 1 (and Supplementary Table 1) for descriptive results, as well as in Table 2 (and 
Supplementary Figure 2) for regression estimates. Abbreviations: No-CI, no cognitive impairment; 
Mild-CI, mild cognitive impairment; Severe-CI, severe cognitive impairment. Good+ included 
“good”, “very good”, and “excellent”. 
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Figure 3. Effects of self-perceived memory on disease awareness for the entire sample as well as 
for the sample stratified by rural/urban hukou status, education, and living arrangement 

 
Notes: Logistic regressions were performed to examine the association between self-perceived 
memory on dyslipidemia and diabetes awareness. Plotted points denote the estimated odds ratio 
of self-perceived memory; horizontal lines denote the 95% confidence interval (95% CI). X axis 
is plotted at log scale. All the regressions controlled for cognitive ability and covariates. The 
model and variable specification followed Panel A of Table 2 Column 1 and 5. Full estimation 
results are shown in Supplementary Table 2 and 3.   
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Supplementary Figure 1. Age trends of self-perceived memory and cognitive ability 

 
Notes: CHARLS=China Health and Retirement Longitudinal Study, 95% CI=95% confidence interval. For each age cohort, we 
calculated the relative proportion of their average perceived memory and cognitive performance relative to the benchmark average levels 
at age 60. The lines were fitted by local average smoothing.  
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Supplementary Figure 2. Association between cognitive ability (cognitive impairment status) and chronic disease awareness by 
diseases and model specifications 

 
Notes: This figure illustrates the association between cognitive ability and dyslipidemia awareness (Panel A and B) and diabetes 
awareness (Panel C and D) estimated by logistic regressions controlling for self-perceived memory and covariates. The cognitive ability 
was measured by individuals’ cognitive impairment status (i.e., No-CI, Mild-CI, Severe-CI). Self-perceived memory was treated as 
continuous (i.e., 1-5) in Panel A and C, and categorical (i.e., poor, fair, good+) in Panel B and D. Plotted points represent the odds ratios, 
and vertical lines represent 95% confidence intervals.   
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Supplementary Figure 3. Association between cognitive ability (alternative cognitive measures) and chronic disease awareness by 
diseases and model specifications 

 
Notes: This figure illustrates the association between cognitive ability and dyslipidemia awareness (Panel A and B) and diabetes 
awareness (Panel C and D) estimated by logistic regressions, controlling for self-perceived memory and covariates. In each panel, the 
cognitive ability was treated as continuous and measured by either the total score of MMSE (range: 0-30), the memory score of MMSE 
(range: 0-6), and the total word recall (range: 0-20), with higher score indicating better cognitive ability; and the estimates for each 
measure are separated by dotted lines. Self-perceived memory was treated as continuous (i.e., 1-5) in Panel A and C, and categorical 
(i.e., poor, fair, good+) in Panel B and D. Plotted points represent the odds ratios, and vertical lines represent 95% confidence intervals.   
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Supplementary Table 1. Characteristics of study population by diseases and self-perceived memory 

Variable 

Dyslipidemia Sample   Diabetes Sample  

All Poor Fair Good+ 

p-value 

 All Poor Fair Good+ p-value 

 (N = 1,442) (n = 429) (n = 845) (n = 168) 
 

(N = 759) (n = 252) (n = 410) (n = 97)  

Disease awareness 548 (38.0) 175 (40.8) 324 (38.3) 49 (29.2) 0.030  441 (58.1) 157 (62.3) 238 (58.0) 46 (47.4) 0.041 

Cognitive ability            

     No-CI, No. (%) 728 (50.5) 149 (34.7) 487 (57.6) 92 (54.8) <0.001  361 (47.6) 86 (34.1) 222 (54.1) 53 (54.6) <0.001 

     Mild-CI, No. (%) 465 (32.2) 156 (36.4) 263 (31.1) 46 (27.4)   262 (34.5) 103 (40.9) 140 (34.1) 19 (19.6)  

     Severe-CI, No. (%) 249 (17.3) 124 (28.9) 95 (11.2) 30 (17.9)   136 (17.9) 63 (25.0) 48 (11.7) 25 (25.8)  

Age, mean (SD) 67.5 (5.8) 67.9 (5.6) 67.2 (5.8) 67.6 (6.1) 0.137  68.3 (6.0) 68.5 (6.5) 68.1 (5.8) 68.7 (5.7) 0.464 

Education in years, mean (SD) 5.0 (4.6) 3.3 (4.1) 5.6 (4.5) 6.1 (5.0) <0.001  4.9 (4.7) 3.5 (4.1) 5.5 (4.7) 6.1 (5.3) <0.001 

Female, No. (%) 705 (48.9) 266 (62.0) 372 (44.0) 67 (39.9) <0.001  379 (49.9) 161 (63.9) 175 (42.7) 43 (44.3) <0.001 

Rural hukou status, No. (%) 1000 (69.3) 350 (81.6) 550 (65.1) 100 (59.5) <0.001  515 (67.9) 195 (77.4) 261 (63.7) 59 (60.8) <0.001 

Rural residence status, No. (%) 771 (53.5) 288 (67.1) 415 (49.1) 68 (40.5) <0.001  399 (52.6) 153 (60.7) 201 (49) 45 (46.4) 0.006 

Married, No. (%) 1187 (82.3) 346 (80.7) 709 (83.9) 132 (78.6) 0.142  623 (82.1) 202 (80.2) 344 (83.9) 77 (79.4) 0.361 

Depressive symptoms, No. (%) 520 (36.1) 221 (51.5) 268 (31.7) 31 (18.5) <0.001  282 (37.2) 112 (44.4) 147 (35.9) 23 (23.7) 0.001 

Any ADL limitation, No. (%) 291 (20.2) 140 (32.6) 133 (15.7) 18 (10.7) <0.001  198 (26.1) 96 (38.1) 84 (20.5) 18 (18.6) <0.001 

Any IADL limitation, No. (%) 350 (24.3) 165 (38.5) 156 (18.5) 29 (17.3) <0.001  224 (29.5) 109 (43.3) 95 (23.2) 20 (20.6) <0.001 

Any other chronic diseases, No. (%) 1264 (87.7) 399 (93.0) 731 (86.5) 134 (79.8) <0.001  693 (91.3) 241 (95.6) 366 (89.3) 86 (88.7) 0.011 

Urban employee MI, No. (%) 294 (20.4) 36 (8.4) 208 (24.6) 50 (29.8) <0.001  165 (21.7) 30 (11.9) 110 (26.8) 25 (25.8) <0.001 

Urban-rural residence MI, No. (%) 1087 (75.4) 378 (88.1) 599 (70.9) 110 (65.5) <0.001  558 (73.5) 210 (83.3) 282 (68.8) 66 (68) <0.001 

Public sector MI, No. (%) 20 (1.4) 4 (0.9) 12 (1.4) 4 (2.4) 0.393  20 (2.6) 4 (1.6) 12 (2.9) 4 (4.1) 0.358 

Living with children, No. (%) 479 (33.2) 137 (31.9) 284 (33.6) 58 (34.5) 0.776  231 (30.4) 80 (31.7) 124 (30.2) 27 (27.8) 0.771 

No. of living children, mean (SD) 3.0 (1.5) 3.4 (1.5) 2.9 (1.5) 2.8 (1.5) <0.001  3.1 (1.5) 3.3 (1.5) 3.0 (1.4) 3.0 (1.5) 0.007 

Notes: Cognitive ability was classified based on Mini-Mental State Exam. No-CI=no cognitive impairment; Mild-CI=mild cognitive 
impairment; Severe-CI=severe cognitive impairment; SD=standard deviation; MI=medical insurance; ADL=activities of daily living; 
IADL=instrumental activities of daily living. For self-perceived memory, Good+ included “good”, “very good”, and “excellent”. 
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Supplementary Table 2. Effects of self-perceived memory and cognitive ability on dyslipidemia awareness by rural/urban hukou status, 
education, and living arrangement 
 (1) (2)  (3) (4)  (5) (6) 

Variables 
Dyslipidemia Awareness  Dyslipidemia Awareness  Dyslipidemia Awareness 

Rural Urban 
 <Primary 

School 
≥Primary 

School 
 Not Living 

with Children  
Living with 

Children 
         
Self-Perceived Memory 0.73 0.91  0.61 0.90  0.78 0.84 
 (0.57 - 0.94) (0.60 - 1.36)  (0.44 - 0.85) (0.67 - 1.22)  (0.59 - 1.04) (0.57 - 1.25) 

Cognitive Ability (Ref. No-CI) 
        

    Mild-CI 0.80 0.47  0.92 0.51  0.59 0.66 
 (0.58 - 1.10) (0.24 - 0.92)  (0.52 - 1.64) (0.34 - 0.77)  (0.38 - 0.92) (0.36 - 1.23) 
    Severe-CI 0.43 0.46  0.53 0.24  0.43 0.39 
 (0.27 - 0.71) (0.11 - 1.83)  (0.31 - 0.92) (0.08 - 0.69)  (0.24 - 0.78) (0.17 - 0.91) 
         
Observations 1,000 442  589 852  963 479 
Covariates YES YES  YES YES  YES YES 
Pseudo R-squared 0.137 0.161  0.139 0.178  0.148 0.234 

Notes: Logistic regression was performed for each group. Standard errors were clustered at county level. All the regression models 
controlled for age, gender, education, rural/urban hukou status, rural/urban residence status, marital status, depressive symptoms, ADL, 
IADL, other chronic diseases, health insurance, living arrangement, and number of living children. The model and variable specification 
followed Table 2 Columns 1 and 5, where self-perceived memory was treated as continuous (i.e., 1-5), while cognitive ability was 
measured by cognitive impairment status (i.e., no-CI, mild-CI, severe-CI). Regressions were weighted, with sample weights that have 
corrections for blood non-response using inverse probability weights. Abbreviations: OR, odds ratio; 95% CI, 95% confidence interval; 
No-CI, no cognitive impairment; Mild-CI, mild cognitive impairment; Severe-CI, severe cognitive impairment. The estimates of self-
perceived memory are visualized in Figure 3.  
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Supplementary Table 3. Effects of self-perceived memory and cognitive ability on diabetes awareness by rural/urban hukou status, 
education, and living arrangement 
 (1) (2)  (3) (4)  (5) (6) 

Variables 
Diabetes Awareness  Diabetes Awareness  Diabetes Awareness 

Rural Urban 
 <Primary 

School 
≥Primary 

School 
 Not Living 

with Children  
Living with 

Children 
         
Self-Perceived Memory 0.77 0.63  0.74 0.67  0.61 1.02 
 (0.61 - 0.96) (0.34 - 1.14)  (0.53 - 1.03) (0.47 - 0.95)  (0.45 - 0.83) (0.63 - 1.66) 

Cognitive Ability (Ref. No-CI) 
        

    Mild-CI 0.72 1.00  0.68 1.13  0.98 0.96 
 (0.42 - 1.24) (0.40 - 2.49)  (0.29 - 1.60) (0.58 - 2.20)  (0.55 - 1.74) (0.41 - 2.23) 
    Severe-CI 0.39 0.61  0.33 0.42  0.45 0.28 
 (0.21 - 0.73) (0.10 - 3.82)  (0.13 - 0.81) (0.13 - 1.33)  (0.21 - 0.94) (0.09 - 0.91) 
         
Observations 515 244  318 439  528 231 
Covariates YES YES  YES YES  YES YES 
Pseudo R-squared 0.148 0.137  0.168 0.111  0.116 0.224 

Notes: Logistic regression was performed for each group. Standard errors were clustered at county level. All the regression models 
controlled for age, gender, education, rural/urban hukou status, rural/urban residence status, marital status, depressive symptoms, ADL, 
IADL, other chronic diseases, health insurance, living arrangement, and number of living children. The model and variable specification 
followed Table 2 Columns 1 and 5, where self-perceived memory was treated as continuous (i.e., 1-5), while cognitive ability was 
measured by cognitive impairment status (i.e., no-CI, mild-CI, severe-CI). Regressions were weighted, with sample weights that have 
corrections for blood non-response using inverse probability weights. Abbreviations: OR, odds ratio; 95% CI, 95% confidence interval; 
No-CI, no cognitive impairment; Mild-CI, mild cognitive impairment; Severe-CI, severe cognitive impairment. The estimates of self-
perceived memory are visualized in Figure 3.  
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Supplementary Table 4. Distributions of self-perceived memory and cognitive ability 

Variable 

Dyslipidemia Sample 

(N=1,442) 
 

Diabetes Sample 

(N=759) 

Self-perceived memory (5-levels)    

     Poor (1), No. (%) 429 (29.8%)  252 (33.2%) 

     Fair (2), No. (%) 845 (58.6%)  410 (54.0%) 

     Good (3), No. (%) 94 (6.5%)  55 (7.3%) 

     Very Good (4), No. (%) 67 (4.7%)  37 (4.9%) 

     Excellent (5), No. (%) 7 (0.5%)  5 (0.7%) 

Cognitive ability (MMSE: 3-levels)    

     No-CI (24-30), No. (%) 728 (50.5%)  361 (47.6%) 

     Mild-CI (18-23), No. (%) 465 (32.3%)  262 (34.5%) 

     Severe-CI (0-17), No. (%) 249 (17.3%)  136 (17.9%) 

Self-perceived memory (1-5), mean (SD) 1.9 (0.8)  1.9 (0.8) 

Cognitive ability (MMSE: 0-30), mean (SD) 22.5 (5.1)  22.3 (5.1) 

Notes: MMSE=Mini-Mental State Exam; No-CI=no cognitive impairment; Mild-CI=mild 
cognitive impairment; Severe-CI=severe cognitive impairment. 
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