
Received: 15 August 2023 Revised: 9 July 2024 Accepted: 22 July 2024

DOI: 10.1002/dad2.12635

R E S E A RCH ART I C L E

Everyday functioning as a predictor of cognitive status in a
group of community-dwelling, predominantly Black adults

Ashlyn Runk1 Meryl A. Butters2 Andrea L. Rosso3 Tamara Dubowitz3,4

WendyM. Troxel4 Juleen Rodakowski5 Tiffany L. Gary-Webb3 AnnHaas4

Bonnie Ghosh-Dastidar4 AndreaM.Weinstein2

1Department of Psychology, Louisiana State

University, Baton Rouge, Louisiana, USA

2Department of Psychiatry, School of

Medicine, University of Pittsburgh, Pittsburgh,

Pennsylvania, USA

3Department of Epidemiology, School of

Public Health, University of Pittsburgh,

Pittsburgh, Pennsylvania, USA

4Division of Social and EconomicWellbeing,

RANDCorporation, Pittsburgh, Pennsylvania,

USA

5Department of Occupational Therapy, School

of Health and Rehabilitation Sciences,

University of Pittsburgh, Pittsburgh,

Pennsylvania, USA

Correspondence

AndreaM.Weinstein, Department of

Psychiatry, School ofMedicine, University of

Pittsburgh, 3811O’Hara St, Pittsburgh, PA

15213, USA.

Email: weinsteinam2@upmc.edu

Funding information

National Institute of Aging, Grant/Award

Numbers: R01AG072652, K23AG076663;

National Heart, Lung, and Blood Institute,

Grant/Award Number: HL131531-03S1; the

National Cancer Institute, Grant/Award

Number: CA149105-09S

Abstract

INTRODUCTION: We examined whether the Performance Assessment of Self-Care

Skills (PASS) and Everyday Cognition Scale-12 (ECog-12) dichotomized cognitive

groups in a sample of predominantly Black adults.

METHODS: Two hundred forty-six community-dwelling adults (95% Black, age 50+)
completed cognitive testing, the PASS, and the ECog. Cognitive groups (probable vs

unlikely cognitive impairment) were determined by performance on the Modified

Mini-Mental State Examination.Weexamined the predictive validity of thePASS shop-

ping, medication management, and information retrieval subtests and the ECog-12 to

dichotomize cognitive groups.

RESULTS: Performance on all PASS subtests (all p’s < .05) differed between cognitive

groups, but not ECog-12 (p = 0.17). Only the PASS shopping and medication man-

agement had good reliability for determining cognitive group (areas under the curve

(AUCs) of .74 each).

DISCUSSION:PASS shopping andmedicationmanagement exhibited adequate predic-

tive validity when distinguished between cognitive status groups, whereas the PASS

information retrieval and ECog-12 did not.

KEYWORDS

activities of daily living, aging, cognitive impairment, everyday functioning, objective measures of
functioning

Highlights

∙ Mild functional decline is a core diagnostic criterion for cognitive impairment.

∙ Performance-based assessments are a valuable tool for assessing functional decline.

∙ Most performance-basedmeasures were developed using homogenous samples.

∙ Few studies have validated thesemeasures in other racial and ethnic populations.
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1 INTRODUCTION

Accurate assessment of cognitive disorders in older adults is essen-

tial for dementia prevention and treatment efforts. Clinical trials for

Alzheimer’s disease (AD) and related dementias (ADRD) have moved

toward targeting people with mild cognitive impairment (MCI), as they

are at higher risk for developing dementia and still at a potentially

treatable stage of disease. However, diagnostic bias by race has been

demonstrated in large cohort studies.1 Although some studies have

reported a lower percentage of Black Americans receiving MCI and

dementia diagnoses despite equivalent or worse cognitive function-

ing, neuropsychiatric symptoms, and functional abilities comparedwith

White Americans,2 others have reported higher diagnostic incidence

rates.3 Diagnostic rates can also differ based on the diagnostic classi-

fication system4 or individual cognitive measure5 used. The resulting

classification errors represent a critical problem for current research

and health care standards.

A core distinguishing feature between MCI and dementia is the

capacity to complete activities of daily living (ADLs) such as self-care

or hygiene activities. People with MCI can independently perform

these activities, as well as complex instrumental activities of daily

living (IADLs) such as financial management, medication manage-

ment, and shopping, although possibly with the use of compensatory

strategies.6,7 Given the vital role that the measurement of everyday

functioning plays in dementia diagnosis, understanding how functional

assessments operate in minoritized people is essential. Measurement

bias may contribute to both under- and overdiagnosis of dementia

in minoritized racial/ethnic groups, which in turn can have multiple

downstream negative effects.

IADL capacity is frequently measured using self- and informant-

rated questionnaires. In individuals with cognitive impairment, self-

reports are susceptible to judgment bias in one’s own functioning.8

Informant reports are generally thought to be more reliable in peo-

ple with MCI and dementia. However, informant reports can also

be biased based on the nature and quality of the patient–informant

relationship as well as informant demographic and neuropsychiatric

characteristics.9,10 In addition, many older adults lack a trusted con-

fidant who can accurately report on daily functioning, who also fits

eligibility criteria and has the availability to participate in the research

process.11

Performance-based measures of IADL capacity can assess aspects

of capacity different from those assessed by questionnaires, partic-

ularly the ability to apply problem-solving skills.12 However, a major

limitation of many performance-based functional assessments is that

they were developed and validated on homogenous samples of pre-

dominantlyWhite, highly educated participants or that they lack infor-

mation about the demographic or cultural makeup of the normative

sample.13,14 A notable exception to this are computerized functional

skills assessments such as the functional skills assessment and train-

ing (FUNSAT) program,15 which assesses technology-based functional

tasks such as online banking, prescription refilling, and online shop-

ping. However, not all older adults use technology to complete IADLs.

The Performance Assessment of Self-Care Skills (PASS) was devel-

RESEARCH INCONTEXT

1. Systematic review: The authors reviewed the literature

using traditional (e.g., PubMed) sources. Of the existing

assessments of everyday functioning, the vast majority

weredevelopedandnormedonprimarilyWhite, homoge-

nous samples. Few studies have examined the clinical

utility of thesemeasures in other populations.

2. Interpretation: We examined the predictive utility of an

existing measure of everyday functioning, the Perfor-

mance Assessment of Self-Care Skills (PASS), and found

that it can accurately differentiate between cognitive sta-

tus groups in a sample of community dwelling, predom-

inantly Black adults. We also provided updated clinical

cutoff scores for select PASS subtests.

3. Future directions: This study examined the clinical util-

ity of a single performance-based measure of everyday

functioning. Future work is needed to evaluate how

other widely used performance-based measures perform

across different racial, ethnic, and cultural populations.

In addition, as new measures are developed, researchers

should take into consideration the role of cultural and

socioeconomic factors in the performance of everyday

tasks.

oped and validated by occupational therapists to measure subtle and

overt breakdowns in functional performance using non-computerized

tasks.16 It has good construct and discriminative ability to discernMCI

from dementia, but has been applied mainly to White, urban, highly

educated older adults.17 The goal of the current study is to assess the

ability of the PASS compared with self-report of functional change to

differentiate middle aged to older Black adults with and without likely

cognitive impairment.

2 METHOD

2.1 Participants

Study participants were community-dwelling residents 50 years of

age or older who were recruited from the Pittsburgh Hill/Homewood

Research on Neighborhood Change and Health (PHRESH) study.

PHRESH is an ongoing longitudinal study (2011 to present) following

residents living in two low-income, historically Black neighborhoods

in Pittsburgh, PA (USA). The primary aims are to examine the impact

of the built and social environment on residents’ overall health.18 The

“Think PHRESH” supplement (2019–2020) expanded upon the parent

study to include a comprehensive neuropsychological evaluation in a

subsample (N = 256) of the original PHRESH cohort, including those

whowere50years or older at the timeof assessment.19 ThinkPHRESH
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assessments were conducted at local community centers or in partici-

pant homes. Participants provided written informed consent for study

procedures.

2.2 Cognitive performance

Global cognitive status was measured using the Modified Mini-

Mental Status Examination (3MS), a screening measure designed

to assess a range of cognitive domains including attention, mem-

ory, language, and orientation, with higher scores indicating better

cognitive functioning.20 Although research diagnoses of cognitive sta-

tus were conferred for each participant using National Institute on

Aging–Alzheimer’s Association (NIA-AA) diagnostic criteria6,7 during

multidisciplinary consensus conferences, these diagnoses were based

on information from neuropsychological test battery performance

and the performance of daily activities. Given the need for a cate-

gorization source independent of the predictor variables (capacity in

ADLs), participants were grouped for the current analysis based on

3MS performance using a cutoff of 84.21 We chose to dichotomize

the participants rather than to examine 3MS scores continuously so

as to be in line with clinical considerations. A supplemental analy-

sis used a conservative actuarial approach as outlined by Jak/Bondi

criteria22 to group participants (see supplementary materials). Liter-

acy was assessed using theWide Range Achievement Test 3 (WRAT-3)

reading subtest.23

2.3 Performance of daily activities/outcome
measures

IADL capacity was measured with both performance-based and self-

reportedmeasures.

2.3.1 Performance-based assessment

The PASS is a standardized, criterion-referenced, performance-based

measure of capacity to complete 26 distinct activities in four functional

domains: functionalmobility, personal self-care, IADLswith a cognitive

emphasis (C-IADL), and IADLs with a physical emphasis.16 The PASS

was originally designed to assess the capacity of psychiatric patients

to live independently16. The C-IADL domain has been subsequently

validated in distinguishing people with normal cognition from people

with MCI.17 A trained assessor observes participants complete each

functional task, providing cued assistance as needed. The assessor then

rates theparticipant’s level of preclinical disability using a standardized

scoring system. A higher number of cues required for task completion

corresponds with worse functioning.

The current study used three of the C-IADL tasks that were deter-

mined previously to distinguish between persons without a cognitive

disorder from those with a mild cognitive disorder: shopping, med-

ication management, and critical information retrieval.17 Shopping

consists of participants selecting items from a shopping list and pay-

ing for those items using coupons and cash. Medication management

requires that participants read directions from two prescription bot-

tles, indicate the next time they would take the medication, and then

place the medication for the next 2 days in the proper compartments

of a pill organizer. Critical information retrieval requires that partici-

pants read a newspaper article, summarize what it said, and indicate

one thing they learned from the article that they could apply to their

own situation. All subtasks were analyzed using the number of cues

required for independence to bemet upon completion of the task.17

2.3.2 Self-report assessments

The Everyday Cognition Scale - 12 (ECog-12) is a 12-item self- and

informant-rated questionnaire designed to measure global everyday

functional ability in older adults.24 Participants rate the amount of

change in functioning on a scale of 1 (better/no change) to 4 (consis-

tently much worse) for each item; a higher mean score indicates worse

cognitive and functional ability. Although both the self- and informant-

rated scaleswereused inThinkPHRESH, informantswerenot required

for participation, resulting in 46% of the sample missing an informant

report. Due to the high amount of missing data in informant reports,

the current study included only self-report scores in analyses. ECog-

12 scores were analyzed using a mean score of the answered items. A

higher score indicates greater decline in everyday functional ability.

2.4 Analysis

Of the 256 participants included in the THINK PHRESH sample, 10

were excluded due to missing 3MS scores (n = 3), all outcome data

missing (n = 2), environmental interference during testing (n = 1),

developmental disability that impacted ability to obtain accurate cog-

nitive assessment (n = 1), or data validity being deemed invalid due

to low effort at the time of testing as determined by research staff

(n = 3). Effort was determined at the time of testing by trained asses-

sors who provided both a qualitative assessment of participant effort

as well as a categorical ranking of data quality of either confident to

use, use with caution, or do not use. Data from the remaining partic-

ipants were examined for individual missing scores prior to running

analyses. Multiple imputation using the MICE25 and Random Forest26

packages in R were used to impute missingWRAT-3 (n = 14), ECog-12

(n= 2), PASS shopping (n= 17), PASSmedication (n= 8), and PASS crit-

ical information retrieval (n = 7) scores. Following imputation, all data

were examined for normality and outliers. No data transformation was

required.

Participant groups were defined using a cutoff score of 84 on the

3MS. Participants who scored above the cutpoint (≥84) were classi-

fied as unlikely to have cognitive impairment (UCI). Participants with a

score at or below the cutpoint (≤83)were classified as having probable

cognitive impairment (PCI). Demographic characteristics, PASS scores,

and ECog-12 scores were compared using independent sample t-tests
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for continuous variables and chi-square tests for categorical variables.

We did not have traditional self-report questionnaires of functional

capacity beyond the ECog-12 and, therefore, were not able to compare

PASS performance to traditional functional measures used in research.

However, self- and informant-based measures of everyday functioning

tap into complementary but different constructs and, in general, do not

correlate stronglywith one another.12 Results were reported asmeans

(and SDs) for continuous variables and frequencies (and percentages)

for categorical variables.

Onlymeasuresof functional performance (i.e., PASS subtasks, ECog-

12) that differentiated between UCI and PCI groups were included

in further analyses. Generalized linear regression models were con-

ducted to compare remaining functional performance scores (PASS

shopping, medication management) for UCI and PCI groups. Models

controlled for age, education, and literacy, which have been identified

as important confounders of cognitive status in older adults.27 The

PHRESH studies were designed to compare changing neighborhood-

based conditions in two neighborhoods, one of which has experienced

more changes (Hill District) than the other (Homewood), so models

also adjusted for neighborhood to incorporate study design.18 Func-

tional measures that were found to differentiate between groups after

controlling for these variables (PASS shopping and medication man-

agement) were aggregated to determine if combining tests improved

accuracy over administering an individual measure alone.

Receiver-operating characteristic (ROC) analyses were conducted

to determine diagnostic utility of the individual PASS subtests and

aggregated score.28 The Youden index29 was used to determine opti-

mal cutoff scores on the PASS items to differentiate between the UCI

and PCI groups. We report the area under the curve (AUC) of the ROC

analyses. The sensitivity, specificity, positive predictive value (PPV),

and negative predictive value (NPV) of the optimal cutoff scores were

also calculated for the individual and aggregate capacity measures

to assess diagnostic accuracy. Sensitivity refers to the percentage of

participants with the condition that (correctly) test positive, whereas

specificity refers to the percentage of participants without the condi-

tion that (correctly) test negative. The PPV refers to the percentage

of positive results that are true positives, whereas the NPV refers to

the percentage of negative results that are true negatives.28 Analyses

were conducted in R version 4.1.030 The same analytic approach was

applied in a follow-up analysis using an actuarial approach to cognitive

categorization (supplementarymaterials).

3 RESULTS

A sample of 256 participants 50 years of age or older from the parent

PHRESH cohort completed assessments for the Think PHRESH sup-

plement; 246 were included in the current analyses. There were no

significant differences in age, education, race, gender, or neighborhood

between the participants who were included in the analyses and those

whowere excluded.

Compared to the UCI group, the PCI group was on average older,

had less formal education, and had lower WRAT3-Reading Z-scores

(Table 1). No differences in self-reported race or gender were found

with more than 90% of both groups self-identifying as Black and more

than 80% self-identifying as female. On average, both the PCI and UCI

groups reported elevated levels of subjective cognitive complaints on

the ECog-12.

Group performance on PASS subtests was compared. Participants

from both the UCI and PCI groups required relatively little assistance

(i.e., few cues) to complete the PASS critical information retrieval sub-

task, with no significant difference between theUCI and PCI groups on

the amount of assistance needed (Table 1). Compared to theUCI group,

the PCI group required significantlymore assistance on PASS shopping

and medication management. The same pattern held when examin-

ing participants using the actuarial approach to cognitive grouping

(Table S1).

The PASS shopping and medication management tasks were next

examined, separately and aggregated, for differentiation between

the UCI and PCI groups. The ECog-12 and PASS critical informa-

tion task were not examined because scores on these measures did

not differ significantly between groups. Table 2 shows the optimal

cutoff scores, sensitivity, specificity, PPV, NPV, and AUC values for

PASS shopping, medication management, and the 2 C-IADL model.

Figure 1 shows the range of sensitivity and specificity for the two

PASS tasks and the 2 C-IADL model in the form of ROC curves.

The high NPV at the optimal cutoff (89%–98% of people classi-

fied as UCI are UCI) and low PPV (only ≈35% of people classified

as PCI are PCI) indicate that the PASS shopping and medication

management subtasks and the combined 2-C-IADL model are most

effective at ruling-out cognitive impairment for participants whose

cognitive performance is on the border between normal and mildly

impaired, rather than ruling in cognitive impairment for participants

with borderline scores. The same findings held when examining par-

ticipants using the actuarial approach to cognitive grouping (Table S2;

Figure S1).

4 DISCUSSION

This study examined the ability of the PASS and ECog-12 to distinguish

between older adults with and without likely cognitive impairment

in a sample of predominantly Black community-dwelling older adults.

Unexpectedly, we found no significant differences between UCI and

PCI groups in the level of self-reported functional decline or on PASS

critical information retrieval performance. As expected, the PCI group

performedworseonPASS shopping andmedicationmanagement. AUC

values were acceptable for the PASS shopping and medication man-

agement subtests31 and comparable to those reported previously,

although the optimal cutoff scores between UCI and PCI were higher

in the current sample than in a predominantly White, highly educated

sample.17 When considering AUC confidence intervals (CIs), shopping,

medication, and the combined 2 C-IADL model yielded borderline to

acceptable sensitivity andNPV,making themmost effective as rule-out

tests for cognitive impairment rather than rule-in tests. The inability

of the critical information subtask to differentiate between groups is
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TABLE 1 Participant demographics and functional outcome performance.

Total sample

Unlikely cognitive

impairment (3MS

≥84)

Possible cognitive

impairment (3MS

≤83)

N= 246 (M± SD) N= 188 (M± SD) N= 58 (M± SD) P-value T d

Demographics

Age (range 51–90) 66.47 ± 9.34 65.70 ± 9.19 68.97 ± 9.49 0.02 −2.31 −0.35

Education in years (range 5–20) 12.59 ± 2.23 12.96 ± 2.18 11.36 ± 1.96 > 0.01 5.29 0.75

WRAT-3 Reading Z-score (range−2.79 to
2.62)

−0.01 ± 0.97 0.17 ± 0.90 −0.59 ± 0.95 > 0.01 5.36 0.83

ModifiedMini-Mental Status Examination

(3MS) score, (range 54–100)

87 ± 8.7 90.88 ± 3.94 74.47 ± 8.00 > 0.01 15.08 3.17

ω

Race, % Black, n (%) 234 (95.1%) 177 (94.1%) 57 (98.2%) 0.35 – 0.08

Gender, % female, n (%) 204 (82.9%) 156 (82.9%) 48 (82.8%) 1.00 – 0.002

Neighborhood, %Hill district, n (%) 166 (67.4%) 121 (64.3%) 45 (77.6%) 0.09 – 0.12

Married/partnered, % Partnered, n (%) 33 (13.4%) 29 (15.4%) 4 (7%) 0.15 – 0.11

Functional outcomemeasures

Z β

ECog-12, averaged score 1.49 ± 0.42 1.47 ± 0.41 1.56 ± 0.45 0.17 1.36 0.23

Shopping, no. cues 5.62 ± 5.42 4.51 ± 3.79 9.20 ± 7.87 0.04 2.09 0.49

MedicationManagement, no. cues 3.69 ± 3.92 2.84 ± 2.81 6.50 ± 5.47 > 0.01 2.77 0.57

Critical information retrieval, no. cues 0.37 ± 1.07 0.27 ± 0.84 0.72 ± 1.58 0.13 1.51 0.29

2 C-IADL, no. cues 9.32 ± 8.49 7.35 ± 5.58 15.71 ± 12.4 > 0.01 2.73 0.66

NoteGeneralized linear regressionmodels of functional outcomemeasures controlled for age, education, neighborhood, and literacy.

Abbreviations: 2 C-IADL, aggregated PASS shopping and medication management score; d, Cohen’s d; ECog-12, Everyday Cognition Scale-12; WRAT-3

Reading,Wide Range Achievement Test 3-Reading Subtest; β, standardized beta coefficient.;ω, Cohen’sW (omega).

TABLE 2 Performance Assessment of Self-care Skills (PASS)
classification functions.

Shopping

Medication

management 2 C-IADL

Optimal cutoff, no. cues 4 3 6

Sensitivity 0.91 0.79 0.97

Specificity 0.47 0.56 0.44

PPV 0.35 0.36 0.35

NPV 0.95 0.89 0.98

AUC 0.74 0.74 0.76

AUC 95%CIs 0.67–0.81 0.67–0.81 0.69–0.83

*Unable to calculate optimal cutoff score.

Abbreviations: AUC, area under the curve; NPV, negative predictive value;

PPV, positive predictive value.

likely due to floor effects, as all participants generally required nomore

than one cue to complete the task.

The inability of the self-report ECog-12 to differentiate between

the UCI and PCI groups is likely due, at least in part, to both groups

reporting mildly elevated levels of cognitive complaints.24,32 When

measuring subjective cognitive complaints in Black Americans, the

associationswith cognitiveperformancearenot alwaysas strongas the

F IGURE 1 Sensitivity and specificity of individual PASS subtests
and combined 2 C-IADL Receiver Operating Characteristics curves.
AUC, area under the curve; C-IADL, cognitive instrumental activities
of daily living; PASS, performance assessment of self-care skills.

associations in White Americans.33 This may reflect different lifestyle

factors contributing to the salience of the ECog-12 questions. The

question “Compared to 10 years ago, has there been any change in

balancing the checkbook without error” is not relevant to an individ-

ual who does not use a checkbook or have a checking account. Similar
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findings were reported using the full ECog-39 in Black and Hispanic

individuals.32 In addition, the current study sample comprises a much

more socioeconomically disadvantaged population, including lower

income, access to resources, and formal education, than participants

in typical convenience or clinical samples. As such, the higher ECog-

12 scores may be reflecting potentially lower cognitive reserve to

compensate for normal cognitive aging effects as compared to typical

clinical research participants.

Even when using informant ratings, distinguishing between cogni-

tively normal participants and those withMCI is less robust than when

differentiating between cognitively normal participants and thosewith

dementia.24 Many participants here (46%) did not have an informant

they felt comfortable providing to the study team, likely due to the

largenumberof unmarried/unpartneredparticipants. The requirement

of an informant in many large AD clinical trials and dementia studies

generally may be a barrier to efforts to diversify clinical trial enroll-

ment and increase retention.34–38 Black and Hispanic individuals are

more likely to enroll in research with a non-spousal informant,37 but

non-spousal informants, such as adult children, often have additional

occupational and childcare responsibilities and less availability for

research activities.

Cognitive screening tools such as the Montreal Cognitive Assess-

ment (MoCA) and 3MS are especially useful for detecting dementia,

but strugglemorewith detectingmild impairments.39 Although adjust-

ing cutoff scores for demographic confounds can improve the sensi-

tivity of cognitive screeners, many times these adjusted scores are

determined in highly selective samples and are not broadly represen-

tative of community samples.40 Both cognitive ability and functional

ability are necessary to consider for diagnostic purposes, but there are

varying degrees of correlation between cognitive screeners and func-

tional assessments. Yu and colleagues found no association between

MMSE or MoCA scores and functional performance in a group of

older adults.41 In contrast, Lee and colleagues found that self-report

of medicationmanagement and shopping ability was useful in discrimi-

nating between normal control participants and participants withMCI

or dementia, arguing that functional assessment should be an integral

part of cognitive assessment.42 However, cognitive screeners alone are

not always sufficient for determining cognitive status, despite being

regularly used in large-scale research studies,43 and may only explain

upwards of 20% of the variance in functional performance.44

Performance-based measures have traditionally been created and

validated on homogenousWhite samples.13,14 Understanding the bias

of a measure is imperative because single tools may not operate

the same across different cultural or racial groups. This effort to

understand psychometric properties across groups is emerging for

performance-based measures, as seen by the Observed Test of Daily

Living (R-OTDL) measure45 and Everyday Problems Test (EPT),46 as

well as newly developed computerized-based measures that examine

IADL via digital literacy.15 Our results add to this body of literature

by demonstrating the utility of the PASS shopping and medication

management subtasks in a primarily Black sample. Combined into a 2

C-IADL model, the PASS subtasks take approximately 15–25 min to

administer, and our results indicate that the PASS shopping and medi-

cation subtasks can rule out cognitive impairment. This rule-out ability

is especially important in peoplewhomayhave lower average cognitive

scores andmay be susceptible to overdiagnosis.

AD research and clinical practice in the United States has a history

of centering onWhiteEuropean-American culture despiteBlackAmer-

icans being disproportionately impacted by AD and other dementias.3

Black American adults have higher morbidity and mortality rates and

show earlier brain aging effects than White adults do, likely result-

ing from the impact of systemic racism on overall health.47 Many of

the measures used in gold-standard assessment of dementia were

developed with White, highly educated, Western participants as the

normative basis. However, these measures may not only be inappro-

priate for a broader population, but harmful to minoritized groups

generally and Black Americans specifically.47,48 Calls to update AD

research and clinical practices have been met with slow progress and

often without sound theoretical approaches.34,37 Given this histori-

cal context, it is imperative for dementia assessment to evolve beyond

assuming that established normative tests operate similarly across all

cultural groups.

There are several limitations in the current study. First, we used the

3MS to determine cognitive groups rather than adjudicated research

diagnoses. This was because performance on the PASS and ECog-12

ratings were used in the adjudication process and, therefore, could

not also be used as predictive variables of diagnosis. However, we did

find the same pattern of results when using an actuarial approach to

cognitive categorization based on neuropsychological tests. Second,

although establishing the ability of the PASS to differentiate between

UCI and PCI groups provides one piece of evidence for the valid-

ity of the PASS, we lacked the data needed to assess whether PASS

performance correlates with additional IADL measures or predicts

subsequent development of functional performance. Future work will

examine the ability of the PASS to predict cognitive decline in this sam-

ple. Third, although a strength of this study lies in the examination of

a socioeconomic group that is typically excluded from research, the

restricted economic range of participants meant that we were unable

to comparePASSperformanceacross a rangeof socio-economic status.

In addition, the current study does not address potential cultural rele-

vancewithin thePASS subtests. Finally,most of this samplewas female,

due to the original PHRESH cohort recruitment methods focusing on

the household primary food shopper.

Despite these limitations, the current study has several notable

strengths. Many AD studies rely on convenience samples drawn from

memory clinics that are not necessarily representative of the general

population or applicable to minoritized people.34,37 Participants in the

present studywere community dwelling older adultswhowere primar-

ily tested in community centers and their homes. This allowed for the

inclusion of participants who may be otherwise unable or unwilling to

travel to an academic medical setting, thereby reducing sampling bias.

The American Academy of Clinical Neuropsychology Relevance 2050

Initiative calls for a focus within the field on developing assessment

methods for non-European Americans. The Think PHRESH sample

consists of participants significantly under-represented in aging and

dementia research, and a comprehensive assessment of the larger
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sample is ongoing.49 In addition, our examination of self-report mea-

sures and performance-based measures of function improves general-

izability beyond informant-ratedmetrics.

In summary, we found that the PASS medication management and

shopping subtasks could distinguish between cognitive groups and be

used effectively as cognitive impairment rule-out tests in a group of

Black, community-dwelling adults. Future work is needed to evaluate

howotherwidely usedmeasures of capacity performacross racial, eth-

nic, and cultural populations. Most importantly, as new measures of

functional capacity are developed, it is essential to ensure accurate

and equitable measurement for those at risk of cognitive decline and

disability.
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