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Abstract

Background—Subjective Cognitive Decline (SCD) is increasingly considered promising to 

detect preclinical Alzheimer’s disease. How SCD is ascertained is critical for determining its 

potential utility in identifying at-risk individuals, yet SCD measures differ along several 

dimensions.

Objective—We aimed to examine the extent to which reports of SCD in healthy elders (HE) may 

be influenced by the characteristics of the SCD measures. We investigated variations in rates of 

SCD endorsement across different measures, including an open-ended question. We also 

examined the association of responses across measures, and the degree to which specific SCD 

items were associated with objective memory performance.

Methods—99 HE completed a series of questionnaires from which 10 items examining SCD for 

memory and other aspects of cognition were drawn. We applied Cochran’s Q tests to assess 

differences in rates of SCD, correlation analyses to examine association of SCD responses and 

regression models to determine the association between SCD items and delayed verbal memory.

Results—Rates of SCD varied as a function of the assessment format, ranging from 1 to 7 % for 

memory and 5 to 20% for concentration. SCD was lower for memory versus non-memory 

domains. SCD items were associated both within and across domains. The most accurate predictor 

of memory was memory-related SCD in comparison to others the same age.
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Conclusion—Characteristics of SCD items influence rates of endorsement. Querying SCD using 

an “age-anchored” question may provide the most accurate reflection of actual cognitive 

performance.
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INTRODUCTION

Subjective Cognitive Decline (SCD) refers to a self-experienced worsening of cognitive 

abilities. Although individuals with varying levels of cognitive ability can experience 

cognitive decline, the term SCD is generally used to refer to the experience of cognitive 

decline in the context of objective cognitive performance that is within normal limits. In the 

effort to detect preclinical Alzheimer’s disease (AD), SCD is thought to be promising 

because in some individuals it may represent an early symptom of neurodegeneration and 

thus a potential sign of the disease [1,2]. SCD has been related to amyloid burden [3,4] and 

patterns of subtle brain changes such as gray matter atrophy [5–7], cerebral hypometabolism 

[7] and altered default mode network connectivity [8]. The growing attention to SCD is 

evident in the conceptual framework for research recently published by the SCD-Initiative 

(SCD-I) Working Group, a collaborative effort to establish a consensus on terminology and 

approaches to studying SCD. While SCD has potential diagnostic utility, the extent to which 

it offers a window into an individual’s “true” level of cognitive functioning or likelihood for 

subsequent cognitive decline is subject to debate [9–15]. Moreover, it’s well established that 

factors such as depression, anxiety, personality traits (e.g., neuroticism), and metacognitive 

abilities contribute to the experience of cognitive decline [16–19].

It is perhaps not surprising then, that the estimated prevalence of SCD in cognitively normal 

adults, varies across studies (4.5% [20], 10.4% [21] and 17% [22]). One critical factor 

certain to contribute to variable rates of SCD is variability in the methods used to assess 

SCD. Measures of SCD commonly used in the literature differ along a number of 

dimensions, including but not limited to the number of questions, response options, standard 

of comparison against which respondents are asked to judge themselves, cognitive domains 

evaluated, and the time frame across which individuals evaluate themselves. There is 

evidence to suggest that variability across these dimensions influences individuals’ 

responses, however, this has not directly been examined in the context of SCD. In social and 

health sciences, it is well established that features of instruments shape the answers provided 

by the respondent [23–25]. For instance, shorter and simpler phrasing helps the respondent 

to select an answer and limits the “don’t know” responses [23]. In addition, ambiguous 

terms in a question can lead to different interpretations of the question’s meaning and 

therefore elicit responses not necessarily expected by the researcher [23,25,26].

Another important dimension is whether the question is open or closed-ended. The former 

prompts the respondent to answer what is on his or her mind without cues, and offers the 

possibility of obtaining more detailed information than can be collected in other self-report 
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formats. It also reduces the social desirability bias in the absence of cues [27]. Yet the open-

ended format may also entail a certain form of ambiguity and the subject could deliberately 

fail to state “things that go without saying” [27]. Finally, closed-ended questions have been 

shown to result in a higher rate of endorsement of the behavior of interest than open ended 

questions [24].

In addition to the characteristics of the question, the type of response scaling is also an 

important consideration. Dichotomous scales have both the advantage and disadvantage of 

forcing the participant to take a position (e.g., presence or absence of SCD) rather than 

establishing the severity of an outcome as would be done using an ordinal scale [24]. The 

specific response options are also important to consider. For example, in a study asking 

participants how frequently they felt really irritated, Schwartz et al. [28] showed that 

specific response options induced distinct interpretations of the question. When the rating 

scale ranged from “less than once a year” to “more than once a month”, participants felt they 

had to consider major and remarkable irritations, whereas when the scale contained high-

frequency points such as “several times a day”, irritations were understood to be minor ones.

In summary, features of the questions influence the nature of the responses. We therefore 

aimed to examine the extent to which reports of SCD in cognitively healthy elders (HE) may 

be influenced by the manner in which SCD is queried. To this end, we directly compared 

within a cohort the rates of SCD item endorsement drawn from multiple instruments 

evaluating depression, quality of life, and general self-ratings, including an open-ended 

question that may provide information not gathered in a forced choice format [29,30].

The overall aim of this paper is to examine the extent to which the format of questions 

influence SCD endorsement. We address the following three primary questions in this 

regard: 1) Do rates of SCD endorsement differ as a function of question format; 2) Are 

individuals’ responses to SCD items associated across different question formats; and 3) In 

which format are reports of SCD most closely related to objective cognition? We examined 

these questions for SCD related to both memory and non-memory domains. For the first 

question, we hypothesized that SCD rates would be lowest when participants are asked to 

compare themselves to others their same age (i.e., age-anchored format) as opposed to 

another reference group or no reference group. This hypothesis was based on the idea that 

older adults, when not given a reference point, may perceive questions about cognition in 

reference to their baseline level of cognition from which they are likely to have experienced 

some level of decline. However, such decline would not necessarily be described as worse 

than the decline experienced by their peers. Therefore, the proportion of individuals 

reporting a complaint would be reduced when the question involves an estimation of one’s 

own abilities in comparison to a group of the same age. For the second question, we 

hypothesized that responses to the different formats would be associated with one another, 

because although each question was shaped in a distinct way, they all aimed to ascertain the 

same construct. We further hypothesized that the strength of the association would be higher 

between more similar formats, that is, those sharing specific characteristics (i.e., type of 

scaling and comparison group). And finally for the third question, we hypothesized that 

endorsement of memory difficulties in comparison to others of a similar age would be most 
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closely related to objective memory functioning, consistent with the recent finding linking 

amyloid burden most tightly to age-anchored SCD specifically [4].

Finally, as a secondary set of analyses, we examined rates of and associations between SCD 

items across cognitive domains, hypothesizing that participants would more frequently 

endorse complaints about memory functioning than other aspects of cognition as observed in 

previous studies [31,32]; and that SCD items would be correlated across cognitive domains 

as also observed elsewhere [3].

MATERIALS AND METHODS

Participants

150 cognitively healthy elders (HE) at 2 centers were enrolled in a study of memory 

awareness. At Columbia University Medical Center (CUMC), 51 HE were selected from a 

database of controls, previously recruited from local senior centers and market mailing 

procedures, and who agreed to be contacted for research studies. At the University of 

Pennsylvania PENN Memory Center (n = 99), participants were recruited from a database of 

cognitively normal individuals who previously agreed to be contacted for research studies. 

Participants were eligible for the study if they were aged 55 or above, and scored at least 27 

on the Mini Mental State Examination (MMSE) [33]. Participants were screened to exclude 

individuals with neurologic, psychiatric, or severe medical disorders.

The study was designed in compliance with guidelines on experimentation with human 

subjects, and the protocol was approved by the Institutional Review Boards of both medical 

centers. All individuals provided informed consent prior to participation.

Procedure

Participants underwent a two-hour test session during which they completed measures of 

objective and subjective cognition, mood, and quality of life. All questions regarding 

subjective cognition were administered prior to cognitive testing to ensure that the 

participants’ reports regarding their cognition were not influenced by experience with 

cognitive testing.

Measures

Subjective Cognitive Decline—10 SCD items were collected including a single open-

ended question and 9 questions drawn from the different scales outlined below. Memory and 

concentration were the only domains that were covered across more than one scale and were 

therefore the only domains examined as part of Question 2. Characteristics of each SCD 

item are summarized in Table 1.

Open-Ended (OE) Question: Examiners stated: “I would like you to tell me what you think 

about your memory abilities.” Responses were audio-recorded. In order to score the 

responses, a 3-point ordinal rating scale was developed to characterize the degree of the 

participants’ complaints about memory functioning. The development of the ordinal scale 

was done retrospectively, after listening to the content of the responses to determine what 
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distinctions could be drawn between different responses. An effort was made to develop as 

finely tuned scale as possible to distinguish between different levels of complaints. 

Responses were scored as: no complaint, shallow/age-related complaint (“My memory has 

gotten worse since I’ve gotten older but it’s not too bad”), and significant complaints (“I’m 

worried about my memory; it seems to be getting worse”). Responses were scored 

separately by two raters blind to each other’s ratings. Responses which received discrepant 

ratings were scored by a third rater and the final rating assigned was that which was 

endorsed by two of the three raters. Table 2 includes examples of participants’ OE 

responses.

Forced Choice SCD Formats

Geriatric Depression Scale (GDS) [34]: This thirty-item Yes/No self-report is used to 

identify depression in older adults. Participants were prompted to endorse those items they 

have experienced in the past week. Questions querying SCD were: “Do you feel you have 

more problems with memory than most?”, “Do you have trouble concentrating?”, “Is it easy 

for you to make decisions?” and “Is your mind as clear as it used to be?” Presence of SCD 

was defined as an endorsement of “yes” for the first two questions and of “no” for the last 

two.

Brief Anosognosia Scale (BAS) [35]: Previously used to examine awareness of symptoms 

in cognitively impaired elders [17], the BAS was used as a measure of subjective cognition 

in this study. Participants were asked to judge themselves with regard to eight specific 

abilities in comparison to others their age (i.e., age-anchored format) on a scale ranging from 

“Excellent” to “Very impaired.” The cognitive abilities assessed were: remembering, 

concentrating and attending, speaking clearly, and saying the word you are thinking of. 

Ratings of “Below Average” or “Very Impaired” were classified as SCD.

Quality of Life-AD (QOL) [36]: This thirteen-item scale ranging from “Excellent” to “Poor” 

assesses an individual’s perception of his or her quality of life across a number of specific 

domains. The specific question regarding memory was: “How about your memory? How has 

it been lately?” Endorsement of the ratings “Fair” or “Poor” led to classification as SCD.

Learning and Memory

Philadelphia Repeatable Verbal Learning Test (PrVLT)[37]: The PrVLT is a list-

learning task modeled after the 9-word California Verbal Learning Test in which 

participants are required to learn 9 words (comprising three different semantic categories: 

fruit, tools, and furniture) over the course of five trials. This is followed by an interference 

trial, a short free and cued recall, and a delayed free and cued recall, respectively. The 

primary dependent variable in the current study was free delayed recall as it is has been 

shown to be sensitive to early memory changes associated with AD [38].

Statistical Analysis

Analyses were performed using SPSS Version 21. In an effort to quantify rates of SCD 

endorsement (i.e., presence or absence of SCD), ordinal response choices for all measures 

were coded dichotomously. The dichotomous variables were defined according to the 
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coding in Table 1, with the bolded responses considered an endorsement of SCD. The 

decision of where to divide the ordinal categories was driven by the specific response 

options in each of the scales, with the goal of categorizing any negatively laden or below 

average rating as endorsement of a complaint. Certain response options (i.e., “Fair” on the 

QOL scale) were somewhat ambiguous, however, and the implications of the selected cut-

points are addressed in the discussion. Analyses were conducted using both ordinal and 

dichotomous responses for all measures except for the GDS in which only dichotomous data 

were available.

To examine whether participants differed with regard to subjective or objective cognition as 

a function of recruitment site, we used chi-square tests of independence and independent t-

tests.

To compare rates of SCD across scales and domains, Cochran’s Q test, a procedure for 

determining whether the proportions of 3 or more dichotomous variables are equal, were 

performed. Post-hoc pairwise comparisons were conducted using the McNemar test adjusted 

with Bonferroni correction. To determine the association of responses across scales and 

across domains, correlation analyses were computed with Spearman’s coefficient for ordinal 

variables and the Phi coefficient for dichotomously-coded variables.

Finally, in order to determine the extent to which specific SCD items are associated with 

objective memory, a series of linear regression models were conducted. First, only 

demographic variables (age, education, and gender), depression and global cognitive status 

were entered as predictors of objective memory (PrVLT delayed memory). Variables that 

were significantly associated with objective memory were included as covariates in the 

subsequent regression model to determine the extent to which SCD items were associated 

with objective memory above and beyond such factors. Individual SCD items were then 

entered as predictors of objective memory in each of 10 regression models. SCD items were 

coded in either their dichotomous or ordinal form, depending on which form was most 

strongly associated with objective memory. In a final step, all individual SCD items found to 

be significantly related to objective cognition in individual models were then entered 

simultaneously into a final model to determine whether any individual SCD item was most 

clearly related to objective memory. Regression results were not corrected for multiple 

comparisons.

RESULTS

Descriptive statistics

The mean age and educational level of the sample was 75.19 (range: 56–97, SD = 9.01) and 

16.02 (range: 8–21, SD = 2.66) respectively. The proportion of women was 68.7%. 99.7% of 

participants indicated Non-Hispanic as their ethnicity, with race reported as 85% Caucasian, 

13% African American and 1% Asian. Mean score was 29.28 (SD = 0.96) on the MMSE 

and 7.36 (SD = 1.98) out of 9 for the PrVLT long delay. Scores of depressive 

symptomatology on the GDS were low, with a mean score of 4.01 out of 30 (SD = 3.71). 

Participants didn’t differ with respect to the frequency of SCD or objective cognition across 

enrollment sites.
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Rates of SCD endorsement

Within Cognitive Domains—Table 1 shows the frequency of responses on all scales as 

well as the operationally defined rates of SCD using a dichotomous coding. None of the 

SCD items was related to age (p > 0.05). For memory, there was a significant difference in 

SCD rates across the four scales (Q (3) = 12.51, p = 0.006). More people endorsed having 

“more memory problems than most” (GDS; 6.7%) than having “poor memory” without 

reference to any group (QOL; 0.7%) (χ2 (1) = 7.11, p = 0.004). Other pairwise comparisons 

were not significant. For concentration, more participants endorsed having “trouble 

concentrating” when there was no reference group specified (GDS; 20.0 %) (χ2 (1) = 16.11, 

p < 0.001) than having below average or very impaired concentration in relation to others 

the same age (BAS; 5.3%).

Across Cognitive Domains—In the context of scales which queried memory as well as 

other aspects of cognition a difference was found in rates of endorsement across the 

cognitive domains queried on the GDS (Q(3) =80.34, p < 0.001). Complaints about memory 

were less frequently endorsed than those regarding clarity of mind (χ2 (1) = 55.38, p < 

0.001), decision-making (χ2 (1) =18. 38; p < 0.001) and concentration (χ2 (1) =10. 62, p < 

0.001). On the BAS, using dichotomous coding, a difference was also found across the items 

(Q (3) = 27.41, p < 0.001). Complaints about word-finding were more frequent than 

complaints about memory (χ2 (1) = 9.33, p < 0.001) and speech (χ2 (1) =15.43, p < 0.001). 

See Figure 1.

Association of Responses to SCD Items

Within Cognitive Domains—Bivariate correlations revealed that each memory item 

correlated with every other. The strongest association was between the 2 age-anchored 

items, OE and BAS, when coded dichotomously (φ = 0.66, p < 0.001). See shaded cells in 

Table 3. With regard to concentration, the 2 items (BAS and GDS) were correlated to each 

other either when the BAS was in its ordinal (ρ = 0.21, p < 0.001) or dichotomous form (φ = 

0.33, p < 0.001).

Across Cognitive Domains—Correlation analyses among the GDS items indicated that 

the memory item was associated with decision-making (φ = 0.23, p < 0.05) and clarity of 

mind (φ = 0.18, p < 0.05) but not with concentration (non-shaded cells in Table 3). Among 

the dichotomized BAS items, memory was correlated with concentration but not word-

finding or speech. Correlations between memory and other items emerged and were higher 

when coded in their original ordinal format (concentration: ρ = 0.67, p < 0.001; word-

finding: ρ = 0.48, p < 0.001; speech: ρ = 0.41, p < 0.001).

Association of SCD with Objective Memory Performance

We first performed a linear regression including global cognition, demographic variables 

(age, education, and gender), and depression as predictors, with objective memory as the 

outcome. PrVLT long delay was log transformed to meet the assumption of normality for 

the regression. The overall model was significant (F(5, 144) = 3.66, p = 0.004, R2= 0.113) 

with MMSE (p = 0.021) and gender (p = 0.002) emerging as independent predictors of 
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memory, with females scoring higher than males. Each SCD item was then entered as a 

single predictor into 10 subsequent models controlling for gender and MMSE, the two 

variables that were significantly predictive of memory according to the results of the first 

model (See Table 4). SCD items were entered as dichotomous or ordinal according to the 

format that was most predictive of objective memory.

Each of the memory-specific SCD predictors except for the GDS memory item was 

significant when entered individually into the model, although to varying degrees. Other 

significant non-memory SCD predictors included age-anchored concentration on the BAS, 

and decision-making on the GDS. Table 4 displays results with variables coded in the format 

that was most highly related to objective cognition; this included dichotomous coding for 

GDS items, the OE item, and BAS memory, concentration, and speech. QOL and BAS word 

finding were coded ordinally.

All individual SCD items found to be significantly related to objective cognition in the 

previous models were then simultaneously entered (dichotomously or ordinally coded 

according to which form was most predictive of memory) into a final model with gender and 

MMSE (Table 5). One exception was the exclusion of the OE item (that was scored in an 

age-anchored fashion similar to BAS) to avoid high multi-collinearity with the BAS item. 

Gender and MMSE retained their significance, and the age-anchored BAS item emerged as 

the only significant SCD predictor (B = 0.276, p = 0.032). A second model was run 

replacing the BAS item with the OE item. Results were similar except that the OE item did 

not reach statistical significance (p = 0.055). An independent samples t-test confirmed 

differences in objective memory as a function of the BAS memory item, with individuals 

endorsing SCD achieving delayed memory scores of 3.60 (3.51) versus 7.49 (1.79), (t(1, 149) 

= 4.62, p < 0.001).

DISCUSSION

The overall purpose of this study was to understand the extent to which reports of SCD in 

cognitively normal older adults may differ when assessed in different formats. The SCD 

items examined in this study varied along several dimensions, including whether they were 

open-ended versus closed-ended, the reference group to which responders were asked to 

compare themselves (others of same age, previous self, most others, none), the type of 

scaling (dichotomous versus ordinal) as well as the specific response options.

Summary of Findings

Rates of SCD endorsement—First, we investigated rates of SCD across different 

question formats. As expected, rates of SCD varied as a function of the different formats in 

which it was assessed, ranging from 1 to 7% for memory, and 5 to 20% for concentration. 

Our initial hypothesis was that participants would be least likely to report a cognitive 

complaint when comparing themselves to others the same age (age-anchored format) 

because rather than implying an intra-individual decline with age, which we assume most 

people may experience, this format instead emphasizes a comparison to a group of peers that 

may be experiencing varying degrees of age-related decline. Therefore, the proportion of 

individuals reporting a complaint would be reduced when the question involves an 
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estimation of his/her own abilities in comparison to a group of the same age. This was true 

for the two concentration items, with 15% fewer complaints endorsed in the age-anchored 

format (BAS) than when no reference group was provided (GDS).

This was also true for the memory domain when considering the answers provided to the OE 

question. When people were asked to talk openly about their memory abilities (without a 

reference group), more than half of participants (63%) reported a memory difficulty that 

they believed was age-appropriate. In contrast, only 4.9% of participants voiced a significant 

complaint (i.e., one that was not typical for their age); for example, “It’s starting to worry 

me because I find that I forget a lot of things.” This was similar to the rate of SCD on the 

age-anchored BAS item (3.4%), suggesting that forced choice questions at least map broadly 

onto information gathered in an OE format.

In line with these findings, the lack of any comparison group on the QOL item was expected 

to result in high rates of memory complaints. Contrary to expectations, however, rates of 

memory-specific SCD were actually lowest on this scale (0.7%). This surprising finding 

almost certainly reflects the decision to define SCD as a rating of “poor” only and to 

collapse ratings of “fair” with “good” and “excellent” into a single non-SCD category. The 

ambiguous meaning of the word “fair” presented a challenge for coding SCD as present or 

absent. Indeed, although we did not consider “fair” to be indicative of a complaint for the 

dichotomous grouping, one could argue that anything below “good” could be considered a 

report of SCD. Collapsing fair and poor would have resulted in a very high prevalence of 

SCD at 25%, potentially leading to a lack of specificity. These results illustrate the fact that 

response options are as relevant for determining rates of SCD as the questions themselves.

The highest SCD rate (7%) was endorsed when participants were asked to compare 

themselves to “most” others. The expression “than most” thus appears to be considered by 

respondents as including others of the same age as well as younger people. Given the 

participants’ mean age of 75, it is reasonable for them to have experienced, and thus 

reported, more problems with memory “than most” given the well-known changes that occur 

even in the context of aging [39–41].

As part of the examination of SCD rates, we also explored differences across cognitive 

domains. In these analyses, we expected that participants would report more complaints 

regarding memory than other cognitive domains [31,32]. However, the results indicated that 

the most frequently endorsed complaints were those regarding clarity of mind on the GDS, 

and word-finding on the BAS, with memory complaints reported far less often. Indeed, 

almost half of the participants answered “No” to the question: “Is your mind as clear as it is 

used to be?” (47%), in contrast to the 7% reporting more memory problems than most. It is 

possible that older adults experience disturbance in their clarity of mind more frequently 

than memory problems in particular, which is consistent with the fact that participants more 

frequently endorsed difficulty concentrating than remembering in general. It is also very 

likely that the framing of the question regarding clarity of mind, which directly asks 

individuals to compare themselves to their previous level of functioning, accounts for the 

very high endorsement rate on this particular item. Word-finding difficulty was also reported 

more frequently (13%) on the BAS than memory difficulty. This is consistent with reports 
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that word-finding difficulty is among the most common and distressing cognitive complaints 

reported in older adulthood [42–44].

Association of Responses to SCD Items—With respect to the association of SCD 

items, all SCD items within a domain were associated. Within the memory domain, the 

association between responses was the strongest when the comparison group was similar 

across formats (comparison to people of the same age), underscoring the important role of 

the comparison group. However, memory related SCD items were also correlated with 

decision-making, clarity of mind, and concentration, suggesting that the experience of 

cognitive decline in one area is often accompanied by the experience of decline in another.

The degree of interrelation of SCD items across cognitive domains was also clearly 

influenced by the manner in which SCD was queried, as evidenced by the high correlations 

among items within the BAS scale, all of which were obtained in an age-anchored format as 

opposed to the GDS items which are each phrased differently. However, the relatively 

strong associations among BAS items are seen only when the item is coded in its original 

ordinal format, suggesting that the nature of the associations can be driven largely by the 

manner in which SCD is coded.

Association of SCD with Objective Memory Performance—Finally, in order to 

determine whether any particular SCD item mapped most closely onto objective cognition 

we investigated the specific association between each SCD item and performance on an 

objective memory test with the expectation that complaints of memory difficulty as 

compared to others of the same age would be most highly related to objectively measured 

memory ability. Interestingly, endorsement of memory-specific SCD in nearly all formats 

(as well as non-memory items including decision making and concentration) added 

predictive utility for objective memory over and above that of global cognition and gender, 

suggesting that participants tend to have an accurate perception of their cognitive abilities. 

However, SCD for memory in comparison to others of the same age accounted for the most 

variance in memory in the individual models, and was the only SCD predictor to retain its 

predictive utility when all significant SCD items were entered into a final model. This 

finding highlights the importance of the reference group, and suggests that there is some 

degree of specificity to the content of SCD as non-memory SCD items were less predictive 

of objective memory.

Study implications

Overall, these results suggest that the specific manner in which SCD questions and response 

options are phrased plays an important role in determining rates of SCD. Moreover, the 

current findings suggest that age-anchored memory complaints may have the greatest 

accuracy for detecting potentially meaningful cognitive decline in older adults whose 

performance remains within normal limits on cognitive testing. This type of complaint (i.e. 

to feel worse than people of the same age), has been shown to be associated with amyloid-

beta deposition, a neuropathological hallmark of AD [4]. Jessen’s framework of SCD [1] 

suggests that this kind of subjective complaint should be considered a “criterion plus” of 
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SCD, that is to say one which increases the likelihood of the presence of preclinical AD. Our 

findings support that proposal.

Limitations

This study had several limitations. First, the vast majority of subjects didn’t endorse memory 

related SCD (7% at its maximum). The low incidence of SCD was a limitation for statistical 

analyses and prevented us from performing some types of analyses. Nevertheless all 

analyses examining the association of SCD items and the relationship between SCD and 

objective memory incorporated the full range of the SCD scales (using ordinal 

measurements when possible), and were thus not bound by the relatively low rate of SCD 

when coded dichotomously.

Another potential limitation was the order of task administration. We administered 

subjective cognition evaluation systematically prior to objective cognition to prevent 

participants from being influenced by their performance on the cognitive assessment. 

However, one could argue that having previously been asked to consider and discuss one’s 

subjective perception of cognitive functioning might influence subsequent performance on 

memory testing. Therefore, future studies should include a counterbalanced design in order 

to control for this possible effect. It may also be considered problematic to have drawn 

single items from scales, including scales which were not originally designed to measure 

SCD. The use of single items raises questions about their psychometric properties, however, 

this procedure was undertaken in order to directly observe the effects of question format on 

SCD endorsement, an endeavor that would have been complicated by using total scores 

from SCD questionnaires. Lastly, the various scales used to measure SCD in the current 

study did not differ in a single dimension. Rather, it was often the case that the phrasing of 

the question, the response options, and the cognitive domain all differed, rendering 

interpretation of the factors that led to differences in SCD rates challenging. Moreover, SCD 

items differed with regard to the context in which they were acquired, the emotional valence 

of particular words included in the question, and the time frame under consideration. The 

extent to which these different variables influence SCD endorsement is unknown and should 

be further investigated while holding other aspects of the SCD format constant.

Future Directions

This study provides preliminary insight into the effect of SCD ascertainment on rates of 

endorsement, and suggests that moving forward, researchers and clinicians alike may gather 

particularly useful information regarding subtle cognitive change by asking individuals to 

consider cognitive functioning specifically in reference to similarly aged peers.
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Figure 1. 
Rates of Domain-Specific SCD on the GDS and the BAS

GDS = Geriatric Depression Scale; BAS = Brief Anosognosia Scale.

**p < .01.
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Table 2

Responses to the Open-Ended Format

Complaint Level Verbatim Examples

None
(n = 47)

I think it’s pretty good. I haven’t noticed any problems or changes.

I think it’s been pretty good. As a young person I had a very good memory or an excellent memory.

I have a good memory, normal memory. I am still working. I remember lots of things.

I think it is good, pretty good with faces and names and with certain areas of my interest.

It is excellent, the work I do, dealing with big companies. Really important things to remember… I don’t have any
problem with it.

Age related
(n = 89)

I find I don’t come up with names as rapidly as it used to, but I’ll come up with it later.

I think it’s generally good, but I have trouble especially calling up names and also words that I know on crossword
puzzles and until I get a hint I can’t remember them. I think that is much more than it used to be. But I notice I’m not
alone in that, and otherwise I think my memory is good.

I guess my memory is average for my age. There are times when I have some memory loss but so do my other friends of 
the
same age.

I am considered a very bright person but I start a sentence and suddenly I forget where I was. Every people of my age is
feeling the same thing… I don’t remember where I put my glasses, again people much younger than me do the same
thing, But I don’t like it.

I have my good days and my bad days actually. My memory is not too good, I can’t remember your name. I guess I am
about average. They used to be really good, right now for my age, I am not doing bad.

Significant
(n = 7)

It’s starting to worry me because I find that I forget a lot of things like people’s names. It seems to be getting worse.

I worry a lot about it because my mother had AD and I know that I have APOE 3 and 4 gene. I do forget and I get very
distracted. I get ADD when I’m doing things….

It’s dwindling. Hereditary….My mother at my age started to forget things and that really bothers me, forgetting. Because I 
know that I sound paranoid and I’m always accusing people of something.

They’re declining. Short time memory is going rapidly away. I never was too much account for names but it’s gone
beyond that now. Places, time, appointment book. I don’t trust my brain. It’s awful I do this because I always earned my
living being cognitive instead of physical and my cognitive functions are beginning to go.

I forget things. I have to ask things a second or third time. More than before.

I think as I age my memory gets worse and worse and it’s frightening for me because my father had AD and it seems to
run in my family.

Not good, my memory is deteriorating; I don’t know why. Age, lack of exercise, I drink wine. I forget things, sort of kind
of diagnosis AD, I diagnosed myself not by a doctor, I can’t remember. I can talk to you, I can read something and then
my mind goes somewhere else.
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