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Getting the Message Across: Age Differences in the Positive and Negative
Framing of Health Care Messages
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Although valenced health care messages influence impressions, memory, and behavior (Levin, Schnei-
der, & Gaeth, 1998) and the processing of valenced information changes with age (Carstensen & Mikels,
2005), these 2 lines of research have thus far been disconnected. This study examined impressions of, and
memory for, positively and negatively framed health care messages that were presented in pamphlets to
25 older adults and 24 younger adults. Older adults relative to younger adults rated positive pamphlets
more informative than negative pamphlets and remembered a higher proportion of positive to negative
messages. However, older adults misremembered negative messages to be positive. These findings
demonstrate the age-related positivity effect in health care messages with promise as to the persuasive

nature and lingering effects of positive messages.
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People are regularly exposed to messages about their health,
from media advertisements to pamphlets in physician offices.
Older adults spend a larger amount of time exposed to health
information compared to younger adults, as they spend more time
interacting with their physicians and experience more hospital
visits with extended duration (Thompson, Robinson, & Beisecker,
2004). Considering the overwhelming amount of health care in-
formation presented to older adults, one wonders the following:
What information actually sticks and what makes a health care
message informative and memorable?

Emotional valence plays a central role in age differences in
information processing as older adults relative to younger adults
demonstrate a relative shift in preference from negative to positive
information (Carstensen & Mikels, 2005). In particular, older
adults attend to and remember a greater proportion of positive
relative to negative details in decision tasks than do young
adults—some of which involve health care decisions (Léckenhoff
& Carstensen, 2007; Mather, Knight, & McCaffrey, 2005). While
these results importantly illustrate the interaction between valence
and age in health care decision making, other methods present
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health care information in either a positive or negative frame with
pamphlets. Critically, differential positive and negative framing
can shift people’s preferences for a particular choice, even if the
options are objectively equivalent (Tversky & Kahneman, 1981).

Framing can influence decision making through a variety of
contexts and different types of frames (for a review, see Levin,
Schneider, & Gaeth, 1998). Many health-related messages use a
particular type of framing, known as goal framing, which empha-
sizes either receiving a health benefit by performing a particular
behavior or avoiding a negative consequence by performing the
same behavior. For example, a positive frame regarding skin
cancer might read, “The earlier it is detected, the better the
person’s chances are for full recovery.” Conversely, the negative
frame would read, “The later it is detected, the poorer the person’s
chances are for full recovery.” This type of frame is unique
because both of these statements target the same behavior (i.e.,
proactive measures for early detection); however, they have op-
posite emotional tones. In the present study, we sought to examine
goal framing in older and younger adults.

Goal framing was notably demonstrated by Meyerowitz and
Chaiken (1987) in a study that examined framing influences on
women’s likelihood to engage in breast self-examinations. They
found that female college students were more motivated to per-
form breast self-examinations through a negative goal frame than
they were to do breast self-examinations through a positive goal
frame. Other research on goal framing has shown that when health
information is processed deeply, negatively framed messages have
a stronger impact on behavior than do positively framed messages
(Block & Keller, 1995). More conclusively, Levin, Schneider, and
Gaeth (1998) reviewed numerous goal-framing studies and found
that negative goal framing was more persuasive and influential
than was positive goal framing. Though some studies have sug-
gested differing results based on participant level of involvement
and perception of the addressed behavior as risky (Maheswaran &
Meyers-Levy, 1990; Rothman, Salovey, Antone, Keough, & Mar-
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tin, 1993), to our knowledge there have been no studies that
explicitly investigated age-differences in goal framing.

Although not specifically focusing on goal framing per se,
Lockwood, Chasteen, and Wong (2005) looked at the influence of
health-related positive and negative role models across age groups,
taking into consideration relative prevention—promotion focus.
Younger adults perceived positive role models to be more moti-
vating (attributed to promotion focus), whereas older adults per-
ceived both positive and negative role models as motivating (at-
tributed to promotion and prevention focus). While these
researchers did examine the influence of valence across age groups
in a health-related context, the focus was more on prevention—
promotion influences as opposed to a measure of attitudes and
memory for simple health care information. Their study did not
employ pure framing; thus, it is still unclear how health-related
goal framing would vary across age groups.

Nonetheless, there has been some research examining age dif-
ferences in risky-choice framing, albeit with mixed results. Two
studies found minimal age differences in the framing of hypothet-
ical decisions (Mayhorn, Fisk, & Whittle, 2002; Ronnlund, Karls-
son, Laggnis, Larsson, & Lindstrom, 2005), whereas another study
found that older adults showed increased framing and reliance on
heuristic processing compared to younger adults for similar deci-
sions (Kim, Goldstein, Hasher, & Zacks, 2005). Another study,
though, found that older and younger adults demonstrated equiv-
alent framing in a positive gain frame, but that older adults were
less risk seeking in a negative loss frame than were younger adults
(Mikels & Reed, 2009). Collectively these risky-choice framing
studies present equivocal results. However, a crucial and common
thread between all four studies is that they focus only on risky-
choice framing, whereby options are displayed as essentially equal
in expected value but presented in a positive or negative way via
the manipulation of probabilities and gain—loss labels. Unlike the
probabilistic decisions inherent in risky-choice framing tasks,
goal-framing paradigms involve certain outcomes that result from
either committing or failing to commit a given behavior in the gain
or loss frame, respectively. Thus, the major difference between
these two types of framing lies in presenting the behavior—
consequence link (goal framing) versus presenting risk level
(risky-choice framing).

Given the fundamental difference between these approaches to
framing, it is not clear whether the findings from aging studies of
risky choice will generalize to aging studies of goal framing. For
instance, it is quite plausible that messages relating to individuals’
health and personal consequences would prompt stronger emo-
tional responses than would hypothetical and not personally rele-
vant decisions. Socioemotional selectivity theory proposes that the
salience of emotional information varies with increasing age, such
that as people age they are more motivated to pursue emotionally
meaningful goals (Carstensen, Isaacowitz, & Charles, 1999). In-
formation valence is also important to consider, as an emerging
body of research supports an age-related positivity effect: a devel-
opmental pattern in which a disproportionate preference for neg-
ative information in youth shifts toward a disproportionate prefer-
ence for positive information in later life (Carstensen & Mikels,
2005). For instance, Charles, Mather, and Carstensen (2003) found
that while there was an overall decrease in image recall with age,
the ratio of positive to negative images recalled increased with age.
Moreover, the positivity effect has been demonstrated in working

memory (Mikels, Larkin, Reuter-Lorenz, & Cartensen, 2005) and
autobiographical memory (Kennedy, Mather, & Carstensen,
2004). Despite evidence supporting the positivity effect in various
forms of memory, there are also findings that do not support the
positivity effect—but these results may be due to task instructions
(see Carstensen, Mikels, & Mather, 2006, for a discussion). Lastly,
additional research indicated that older adults falsely remembered
more positive than negative information in three different recall
tasks, which suggests that older adults may reconstruct their mem-
ories to emphasize the positive (Fernandes, Ross, Wiegand, &
Schryer, 2008).

The current study examined how framing health information in
positive versus negative ways may lead to age differences in
impressions and memory. Based on the previous literature on goal
framing and the positivity effect, we had two hypotheses. First, we
predicted that older adults would be more influenced, relative to
younger adults, in their impressions and intentions to perform
prevention—detection behaviors regarding health issues from a
positive frame than from a negative frame. Second, we predicted
that older adults would better remember positively versus nega-
tively framed messages. We expected this effect to manifest itself
in a higher proportion of positive to negative statements remem-
bered for older versus younger adults.

Method

Participants

Twenty-five older adults ranging from 64 to 86 years of age
(M = 74.48 years, SD = 5.93 years; 16 women) and 24 younger
adults ranging from 18 to 23 years of age (M = 20.38 years, SD =
1.25 years; 13 women) participated in this experiment. Older
adults were recruited from the Ithaca, New York, community and
were monetarily compensated. Younger adults were recruited from
the university community and were compensated with course
credit. Participant characteristics were normative for the older and
younger age groups (see Table 1).

Materials

Participants read four pamphlets that provided information
about different health care issues. Although realistically most
health issues are more significant for older adults, we chose health
issues that would be important to both older and younger adults:
influenza, cholesterol, skin cancer, and sexually transmitted dis-
eases. The pamphlets were designed to mimic a pamphlet that
might be found in a physician’s office, and included general
information about a particular health domain gathered from the
Centers for Disease Control and Prevention online health database
(Centers for Disease Control and Prevention, 2007, 2008a, 2008b,
2008c). In addition, each pamphlet contained four goal-framed
statements that referred to actions or behaviors a person could
perform regarding his or her personal health, modeled after Mey-
erowitz and Chaiken (1987). These statements were manipulated
to create two pamphlets for each health domain, one including four
positively framed statements and one including four negatively
framed statements (see online supplemental materials for pamphlet
example). Pamphlets within each domain contained identical in-
formation from the Centers for Disease Control and Prevention
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Table 1
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Mean Scores on Demographic Variables for Younger and Older Adults

Younger Older
Variable M SD M SD 1(47) »
Age 20.38 1.25 74.48 5.93 44.53 <.001
Education 15.04 0.99 15.48 2.28 0.66 .39
Digit Symbol (max. score = 133) 82.00 19.02 61.44 2222 —3.39 .001
Digit Span—Total (max. score = 30) 19.00 3.56 17.56 4.33 —1.26 21
Vocabulary (max. score = 66) 51.35 8.81 48.57 10.50 —-0.97* 34

Note.
ed.; Wechsler, 1997).
“df = 44.

database, and the only variation between pamphlets were the four
framed statements.

Procedure

All experimental instructions were presented on a desktop com-
puter screen via E-Prime Experimental Software. Participants were
randomly assigned to read two positive and two negative pam-
phlets. Participants were given an unlimited amount of time to read
each pamphlet, one at a time, after which they rated the pamphlet
on a series of questions. These questions were modeled after the
postexperimental questions used in previous goal-framing health
care studies (Block & Keller, 1995; Meyerowitz & Chaiken, 1987;
Rothman et al., 1993) and gauged participants’ impressions and
intended health behaviors regarding each health issue (see the
Appendix for the specific questions). Participants responded to
each question using a 7-point Likert-type scale, and completed the
ratings process for all four pamphlets.

After reading and rating the pamphlets, participants completed a
surprise recognition task for the 16 framed statements they had
viewed (four statements from each of four domain-specific pam-
phlets). Participants viewed 16 pairs of statements, each pair
containing the statement that they saw in the pamphlet they read,
while the other statement was informationally equivalent but op-
positely valenced. All 16 statement pairs were presented in random
order for each participant, and the relative position of positive and
negative statements was counterbalanced such that half of the pairs
presented the positive frame first and half of the pairs presented the

Table 2

Digit Symbol, Digit Span—Total, and Vocabulary come from the Wechsler Adult Intelligence Scale (3rd

negative frame first. For example, one memory recognition trial
presented these statements:

Research shows that people who regularly check their cholesterol
levels have an increased chance of recognizing their risks for other
related health issues. [positive frame]

Research shows that people who do not regularly check their choles-
terol levels have a decreased chance of recognizing their risks for
other related health issues. [negative frame]

Upon reading each pair of statements, participants were asked to
identify which statement they previously read in the pamphlet.
This process continued for the remaining statement pairs.

Results

Pamphlet Ratings

The five postpamphlet questions conceptually measured differ-
ent constructs regarding impressions toward the health issue and
intended behaviors as the reliability between these ratings was low
(Cronbach’s a = .61). Therefore, we conducted our analyses on
each individual question. Preliminary analyses revealed no effects
of pamphlet order. Thus, in the following analyses, we assume no
order effects or effects from participant fatigue. The data were
analyzed in a mixed-model analysis of variance.

As illustrated in Tables 2 and 3, there was a main effect of age
for three of the five postpamphlet questions. Relative to younger

Mean Scores on Postpamphlet Questions for Older and Younger Adults

Younger Older
Positive Negative Positive Negative
frame frame Total frame frame Total
Question M SD M SD M SD M SD M SD M SD
Question 1: Seriousness 5.30 0.23 5.07 0.23 5.19 0.21 5.99 0.23 6.29 0.23 6.14 0.20
Question 2: Contraction likelihood 3.76 0.22 3.58 0.22 3.67 0.17 3.60 0.22 3.58 0.22 3.59 0.17
Question 3: Prevention likelihood 4.13 0.30 4.83 0.30 4.48 0.25 5.71 0.29 5.80 0.29 5.75 0.24
Question 4: Detection likelihood 4.41 0.28 4.19 0.28 4.30 0.23 4.77 0.27 5.02 0.27 4.89 0.22
Question 5: Informativeness 4.28 0.30 4.27 0.30 4.28 0.29 6.01 0.29 5.34 0.29 5.68 0.28
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Table 3
Statistical Results From Analyses of the Postpamphlet Questions
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Question Age

Valence

Age X Valence
interaction

Question 1: Seriousness

Question 2: Contraction likelihood
Question 3: Prevention likelihood
Question 4: Detection likelihood
Question 5: Informativeness

F(1,45) = 10.61, p < .05
F(1,45) = 0.12,p = .74
F(1,45) = 13.51, p = .001
F(1,45) = 341,p = .07
F(1,45) = 12.38, p < .05

F(1,135) = 0.06, p = .80
F(1,135) =027, p = .61
F(1,135) = 2.96, p = .09
F(1,135)=0.01,p = 93
F(1,135) = 8.60, p < .05

F(1,135) = 3.36, p = .07
F(1,135)=0.18,p = .67
F(1,135) = 1.82,p = .18
F(1,135) = 1.14,p = 29
F(1,135) = 7.83,p < .05

adults, older adults reported that the health issues were more
serious, stated that they were more likely to practice preventative
behaviors, and regarded the pamphlets as more informative. More-
over, there was a main effect of pamphlet valence on ratings of
informativeness, such that positive pamphlets were rated as more
informative than were negative pamphlets. However, this effect
was qualified by an interaction between age and valence, such that
older adults reported that positive pamphlets were more informa-
tive than were negative pamphlets, while younger adults did not
differ in their ratings of positive and negative pamphlets. There
was also a significant three-way interaction between age, valence,
and domain for ratings of informativeness. Independent samples ¢
tests indicated that older adults demonstrated framing for the
cholesterol pamphlets, whereas younger adults demonstrated fram-
ing for the sexually transmitted diseases pamphlets (rs > 1.94,
ps < .05, one-tailed; see online supplemental materials). Thus, the
domains for which framing effects were observed differed by age.
No other main effects or interactions emerged as significant.

Recognition Performance

Given our focused prediction of a positivity effect as derived
from socioemotional selectivity theory, we calculated a positivity
index to assess participants’ relative preferences for positive and

100 -

negative information (e.g., Lockenhoff & Carstensen, 2007). We
first examined memory as a proportion of positive to negative
messages remembered and found that older adults did indeed
remember a higher proportion of positive to negative messages
(M = .50, SD = .30) relative to younger adults (M = .28, SD =
34), 1(47) = -2.41, p < .05. However, to unpack this finding, we
employed a generalized estimating equation, which is appropriate
for analyzing clustered data with binary outcomes, while simulta-
neously generating accurate standard errors. Responses were
coded for accuracy (0 = incorrect, 1 = correct) based on whether
participants chose the correct statement from the particular pam-
phlet they read. We also analyzed accuracy via a series of one-
sample ¢ tests using the test value of 0.5 so as to determine
accuracy levels that were significantly different from chance (50%
accuracy).

Overall accuracy did not differ between younger adults (M =
.64, SD = .03) and older adults (M = .58, SD = .03), x*(1, N =
784) = 1.75, ns. Positive statements were more accurately recog-
nized (M = .80, SD = .02) than were negative statements (M =
41, SD = .03) for all participants, x*(1, N = 784) = 29.29, p <
.001. However, as expected, there was a significant interaction
between age and valence for accuracy of statement recognition,
X>(1, N = 784) = 4.61, p < .05 (see Figure 1). Younger adults
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Figure 1. Accuracy on the memory recognition task by age and valence. The dashed line represents an
accuracy rate at chance level. Error bars represent =1 SE.
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more accurately recognized positive statements than negative
statements, and while their accuracy for recognizing positive state-
ments was significantly higher than chance, #(191) = 9.40, p <
.001, their recognition of negative statements was at chance levels,
#(191) = 0.00, ns. Older adults also recognized positive statements
at above-chance levels, #199) = 12.07, p < .001, but were
significantly below chance at recognizing negative statements,
1(199) = =5.27, p < .001. This result suggests that older adults
misremembered the negative messages as positive.

Discussion

Our hypotheses were grounded in socioemotional selectivity
theory and the positivity effect, both of which suggest that older
versus younger adults would be more influenced by positively
versus negatively framed messages in personally salient health
care domains. These hypotheses were supported in that the posi-
tively framed pamphlets were rated as more informative by older
versus younger adults, and the valenced messages were remem-
bered as more positive by the older adults.

With respect to memory, older adults’ accuracy rates for posi-
tive versus negative statements were significantly higher and lower
than chance, respectively. This result suggests that older adults
may misremember the valence of health care messages. Crucially,
older adults had similar accuracy rates to the younger adults for the
positive statements, but were significantly less accurate in recog-
nizing negative statements. However, it should be noted that,
although younger adults were relatively more accurate than were
older adults for negative statements, they were still not accurate
per se, as they were at chance levels of recognition. This interest-
ing finding provides nuanced support for the positivity effect. As
has been noted, the positivity effect is reflected in the ratio of
positive to negative information recalled between older and
younger adults (see, e.g., Charles et al., 2003). In our study, the
ratio of positive to negative messages recognized increased with
age; however, this age difference was driven by increased misre-
membering of negative messages as positive. These findings, when
considered in light of the aforementioned age differences in the
immediate impact of framed health care messages, highlight the
importance of evaluating not only the immediate effect of the pre-
sented information but also the lasting impact of this information.
Therefore, these results raise the possibility that memory for health
care information may play a distinct role from immediate impressions
of the information when handling decision making.

One alternative explanation for our findings with respect to
age-related changes in memory for valenced health care messages
is that the positive statements had simpler syntax and sentence
structure. To maintain consistency with the goal-framing paradigm
developed by Meyerowitz and Chaiken (1987), we structured the
sentences so that the positive and negative statements would be as
similar to each other as possible. While this allowed us to establish
procedural control between the two conditions and vary only the
emotional tone, the statements did not have particularly succinct
grammatical structures. It is possible that older adults were more
likely than younger adults to “misremember” negative statements
as positive because they preferred simpler syntactical statements
over complex ones. To eliminate this potential confound, future
research could incorporate a free-recall task.

Although Meyerowitz and Chaiken (1987) observed that nega-
tively framed messages had greater impact for younger adults, we
found a bias toward positive messages in our younger adult sam-
ple. However, this contrast may reflect systematic differences in
the methodologies of the two studies. For instance, although we
modeled our design after Meyerowitz and Chaiken, due to our
age-group comparisons, we chose four different health care do-
mains relative to their one health care domain of breast cancer. Our
health domains may have had an overall diminished impact since
each health issue did not hold the same direct consequences for
each participant as did breast cancer with the participants in
Meyerowitz and Chaiken’s study. Moreover, our results are not
entirely consistent with Lockwood et al.’s (2005) study, in which
they found an increasing effect of negative role models for older
adults. Conversely, our study found the positive frame more in-
fluential for memory of health information. Both of these studies
examine phenomena in related contexts; however, the Lockwood
et al. research was rooted in a promotion—prevention framework,
whereas our construct focused on valence in goal framing of
health-related messages. Future studies are necessary to elucidate
how this prevention—promotion focus may interface with goal
framing.

A major strength to this study is its high ecological validity, as
the pamphlets themselves were designed to mimic pamphlets
found in a physician’s office and contained information from a
national health database, the Centers for Disease Control and
Prevention. Additionally, most previous studies of the positivity
effect have used relatively simple stimuli such as emotional pic-
tures (Charles et al., 2003; Mikels et al., 2005) or faces (Mather &
Carstensen, 2005). By contrast, the present experiment tested the
positivity effect using pamphlets and valenced health care mes-
sages, a realistic and practical medium that can be easily translated
into real-world interventions. However, the design of the present
study restricts our ability to draw conclusions with respect to the
long-term influence of health care information on subsequent
behavior and decision making. Future studies would benefit from
a longitudinal design that examines actual behavior. For example,
an important future direction would be to observe whether positive
goal frames better promote health-related behaviors, such as wear-
ing sunscreen, between older versus younger adults.

This report presents new data on how older and younger adults
differ in their processing of health care information. Our results
demonstrate that valence plays a critical role in the evaluation of
informative value and the type of information that older adults
remember. Our research, taken in consideration with previous
studies (Lockwood et al., 2005), suggests that the influence of
message valence may depend on both the age of the individual and
whether the message is assessed in an immediate versus delayed
manner. Perhaps the most effective way to present health infor-
mation with a longer lasting impact for older adults is through
positive messages emphasizing the benefits gained by certain
health behaviors. Applying these findings to broader health con-
texts, including patient—physician communication, the patient—
physician relationship, and other aspects of patient—centered med-
icine (Stewart et al., 2003), will be crucial to enhancing the
efficacy of health care communications, especially in light of the
increasing aging population. It is critical to better understand how
older adults view and process health care information so that
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researchers can optimally provide them with information to make
important health-related decisions.

References

Block, L., & Keller, P. A. (1995). When to accentuate the negative: The effects
of perceived efficacy and message framing on intentions to perform a
health-related behavior. Journal of Marketing Research, 32, 192-203.

Carstensen, L. L., Isaacowitz, D. M., & Charles, S. T. (1999). Taking time
seriously: A theory of socioemotional selectivity theory. American Psy-
chologist, 54, 165-181.

Carstensen, L. L., & Mikels, J. A. (2005). At the intersection of emotion
and cognition: Aging and the positivity effect. Current Directions in
Psychological Science, 14, 117-121.

Carstensen, L. L., Mikels, J. A., & Mather, M. (2006). Aging and the
intersection of cognition, motivation and emotion. In J. Birren & K. W.
Schaie (Eds.), Handbook of the psychology of aging (6th ed., pp.
343-362). San Diego, CA: Academic Press.

Centers for Disease Control and Prevention. (2007, November 8). Fre-
quently asked questions (FAQs) about high blood cholesterol. Retrieved
February 3, 2009, from http://www.cdc.gov/Cholesterol/fags.htm

Centers for Disease Control and Prevention. (2008a, July 16). Key facts
about seasonal influenza (flu). Retrieved February 3, 2009, from http://
www.cdc.gov/flu/keyfacts.htm

Centers for Disease Control and Prevention. (2008b, November 24). Basic
information about skin cancer. Retrieved February 3, 2009, from http://
www.cdc.gov/cancer/skin/basic_info/

Centers for Disease Control and Prevention. (2008c, November 24). Fact
sheets. Retrieved February 3, 2009, from http://www.cdc.gov/std/
healthcomm/fact_sheets.htm

Charles, S. T., Mather, M., & Carstensen, L. L. (2003). Aging and emo-
tional memory: The forgettable nature of negative images for older
adults. Journal of Experimental Psychology, 132, 310-324.

Fernandes, M., Ross, M., Wiegand, M., & Schryer, E. (2008). Are the mem-
ories of older adults positively biased? Psychology and Aging, 23, 297-306.

Kennedy, Q., Mather, M., & Carstensen, L. (2004). The role of motivation
in the age-related positivity effect in autobiographical memory. Psycho-
logical Science, 15, 208-214.

Kim, S., Goldstein, D., Hasher, L., & Zacks, R. T. (2005). Framing effects
in younger and older adults. Journals of Gerontology, Series B: Psycho-
logical Sciences and Social Sciences, 60, 215-218.

Levin, I. P., Schneider, S. L., & Gaeth, G. J. (1998). All frames are not
created equal: A typology and critical analysis of framing effects.
Organizational Behavior and Human Decision Processes, 76, 149—-188.

Lockenhoff, C. E., & Carstensen, L. L. (2007). Aging, emotion, and

health-related decision strategies: Motivational manipulations can re-
duce age differences. Psychology and Aging, 22, 134—146.

Lockwood, P., Chasteen, A. L., & Wong, C. (2005). Age and regulatory
focus determine preferences for health-related role models. Psychology
and Aging, 20, 376-389.

Maheswaran, D., & Meyers-Levy, J. (1990). The influence of message
framing and issue involvement. Journal of Marketing Research, 27,
361-367.

Mather, M., & Carstensen, L. L. (2005). Aging and attentional biases for
emotional faces. Psychological Science, 14, 409—-415.

Mather, M., Knight, M., & McCaffrey, M. (2005). The allure of the
alignable: Younger and older adults’ false memories of choice features.
Journal of Experimental Psychology: General, 134, 38-51.

Mayhorn, C. B., Fisk, A. D., & Whittle, J. D. (2002). Decisions, decision:
Analysis of age, cohort, and time of testing on framing risky decision
options. Human Factors, 44, 515-521.

Meyerowitz, B. E., & Chaiken, S. (1987). The effect of message framing
on breast self-examination attitudes, intentions, and behavior. Journal of
Personality and Social Psychology, 52, 500-510.

Mikels, J. A., Larkin, G. R., Reuter-Lorenz, P. A., & Cartensen, L. L.
(2005). Divergent trajectories in the aging mind: Changes in working
memory for affective versus visual information with age. Psychology
and Aging, 20, 542-553.

Mikels, J. A., & Reed, A. E. (2009). Monetary losses do not loom large for
older adults: Evidence for a more balanced framing effect in older adults.
Journals of Gerontology, Series B: Psychological Sciences and Social
Sciences, 64, 457—-460.

Ronnlund, M., Karlsson, E., Laggnids, E., Larsson, L., & Lindstrom, T.
(2005). Risky decision making across three arenas of choice: Are
younger and older adults differently susceptible to framing effects?
Journal of General Psychology, 132, 81-93.

Rothman, A. J., Salovey, P., Antone, C., Keough, K., & Martin, C. D.
(1993). The influence of message framing on intentions to perform
health behaviors. Journal of Experimental Social Psychology, 29, 408 —
433.

Stewart, M., Brown, J. B., Weston, W. W., McWhinney, I. R., McWilliam,
C. L., & Freeman, T. R. (2003). Patient-centered medicine: Transform-
ing the clinical method (2nd ed.). Oxon, England: Radcliffe.

Thompson, T. L., Robinson, J. D., & Beisecker, A. E. (2004). The older
patient—physician interaction. In J. F. Nussbaum & J. Coupland (Eds.),
Handbook of communication and aging research (2nd ed., pp. 451—
477). Mahwah, NJ: Erlbaum.

Tversky, A., & Kahneman, D. (1981, January 30). The framing of deci-
sions and psychology of choice. Science, 211, 453—458.

Wechsler, D. (1997). Wechsler Adult Intelligence Scale (3rd ed.). San
Antonio, TX: Psychological Corporation.

Appendix

Postpamphlet Questions

Question 1: Do you think influenza is a serious health problem?
[Seriousness]

Question 2: What do you think is your likelihood of contracting
influenza?
[Vulnerability]

Question 3: How likely are you to get the influenza vaccine and
practice preventative behaviors?
[Preventative behaviors]

Question 4: How likely are you to see your doctor if you notice
symptoms of influenza?
[Detection behaviors]

Question 5: How informative was this pamphlet?
[Informativeness]
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