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Current Topics in Research

Compensation Strategies in Older
Adults: Association With Cognition
and Everyday Function

Sarah Tomaszewski Farias, PhD1, Maureen Schmitter-Edgecombe, PhD2,
Alyssa Weakley, MS2, Danielle Harvey, PhD3, Katherine G. Denny PhD1,
Cheyanne Barba, BA1, Jason T. Gravano, PhD1,
Tania Giovannetti, PhD4, and Sherry Willis, PhD5,6

Abstract
Background/Rationale: Compensation strategies may contribute to greater resilience among older adults, even in the face of
cognitive decline. This study sought to better understand how compensation strategy use among older adults with varying degrees
of cognitive impairment impacts everyday functioning. Methods: In all, 125 older adults (normal cognition, mild cognitive
impairment, dementia) underwent neuropsychological testing, and their informants completed questionnaires regarding everyday
compensation and cognitive and functional abilities. Results: Cognitively normal and mild cognitive impairment older adults had
greater levels of compensation use than those with dementia. Higher levels of neuropsychological functioning were associated
with more frequent compensation use. Most importantly, greater frequency of compensation strategy use was associated with
higher levels of independence in everyday function, even after accounting for cognition. Conclusion: Use of compensation
strategies is associated with higher levels of functioning in daily life among older adults. Findings provide strong rational for
development of interventions that directly target such strategies.
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Introduction

Older adults are a rapidly growing segment of the US population

and consequently so are those with cognitive decline. The loss of

independence in daily living associated with cognitive decline

and diseases such as Alzheimer’s disease (AD) result in devas-

tating consequences in terms of reduced quality of life and eco-

nomic burden.1 Subtle changes in everyday function begin very

early in the disease process (eg, in mild cognitive impairment

[MCI] and “pre-MCI”) and increase risk for loss of indepen-

dence/disability.2 Remaining productive and functionally inde-

pendent is a major priority for older adults and so it is important

to understand what factors contribute to better everyday func-

tion. There is considerable heterogeneity in trajectories of

everyday function3 among those with AD and related disorders,

wherein some individuals show relative stability over many

years and others decline more precipitously. The sources of this

variability remain unclear. While cognitive function is a major

determinant of functional abilities, this relationship is far from

perfect4 even when examining their longitudinal association.5

Various factors may contribute to moderating the impact of

cognitive impairment on everyday function. One factor that may

influence how older adults manage in their daily life is the

degree to which they have developed compensatory strategies

to help mitigate the impact of cognitive difficulties. However,

this has not been previously studied.

The concept of compensation has a long history in the field

of rehabilitation.6 Exact definitions vary, but compensation

generally refers to a set of behaviors aimed at mitigating or

adapting to loss (either actual or perceived).7 Compensation
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strategies are generally employed proactively to delay or

minimize loss of function and in some cases may also represent

an amplification of long-term habits (eg, organizational habits).

Among older adults, compensation strategy use may be present

in the context of both normal cognitive aging and in response to

a progressive neurodegenerative disorder. While data are very

limited, previous work suggests that many older adults sponta-

neously use a variety of compensation strategies.8 Further,

compensation among older adults appears to be a dynamic

process; it has been reported to increase with age9,10 and prior

to a diagnosis of MCI, but is less common among individuals

with dementia.11,12

Various types of cognitively based compensation strategies

have been identified in the literature as being used among older

adults. Dixon and colleagues, using the Memory Compensation

Questionnaire (MCQ),13,14 have described 5 types of compen-

sation strategies primarily to support memory loss, including

external aids (eg, shopping lists), internal aids (eg, mental ima-

gery), recruitment of others for assistance, expenditure of more

effort (eg, greater concentration to learn new person’s name),

and devotion of more time to complete tasks (eg, slowing down

reading speed). These types of strategies have since been vali-

dated among a variety of older adult samples.15,16

Ultimately, the aim of using compensation strategies is to

improve a person’s ability to function in their daily life. How-

ever, few studies have examined the association between

reported compensation use and functional outcomes among

older adults with or without cognitive impairment/dementia.

One exception to this has been the literature examining com-

pensation strategies and medication adherence. Previous stud-

ies have shown that older adults often employ a variety of

compensation strategies to help them remember to take

medications17 with external strategies (eg, keeping medications

in a visible location) among the most common strategies.18

Further, the use of multiple strategies may be more advanta-

geous than a single strategy.19 In sum, there is emerging

evidence, albeit limited, that use of compensation strategies

enhances older adults’ ability to function in daily life.

One hindrance to research in this area has been the lack of

instruments that are available to measure compensation with

good breadth of assessment and direct relevance to everyday

function. For example, the MCQ13,14 assesses primarily

memory-based compensation strategies but does not exten-

sively cover strategies that rely on enhanced planning, organi-

zation, or self-monitoring. Additionally, the MCQ was

developed over a decade ago and does not include strategies

that take advantage of newer technology. Finally, given the

importance of understanding the association between compen-

sation use and functional independence, it is important that the

compensation strategies be grounded in major activities of

daily living that are critical for autonomous function. More

recently, the Instrumental Activities of Daily Living-

Compensation Scale (IADL-C) was developed to capture sup-

port provided by compensatory strategy use when completing

everyday activities.12 However, the types of compensation stra-

tegies used in everyday life is not directly assessed.

The purpose of the present study was to begin to better

understand how compensation strategies that are being used

among older adults with varying degrees of cognitive

impairment impact everyday function. A new questionnaire

comprehensively measuring compensation strategy use

within the context of completing activities of daily living

critical for independence was administered to the informants

of older adults with and without cognitive impairment. We

examined how diagnosis and neuropsychological function

relates to compensation use and the degree to which com-

pensation is associated with everyday function. We hypothe-

sized that compensation strategy use would be highest in

those with mild problems (eg, MCI), due to increased need

for compensation as well as relatively intact cognitive abil-

ities to use and persist in such strategies. We also hypothe-

sized higher frequency of compensatory strategy use would

predict a better level of everyday functioning, independent

of cognitive ability.

Methods

Participants

Participants in this study were part of a longitudinal research

cohort at the University of California, Davis Alzheimer’s

Disease Center, which has been described elsewhere.20,21

Exclusion criteria included an unstable major medical illness,

a severe/debilitating psychiatric disorder (milder forms of

depression were acceptable), another existing neurologic

condition outside of the target diseases (eg, AD and related

disorders and cerebrovascular disease), and active alcohol or

drug abuse/dependence. All participants received annual

multidisciplinary clinical evaluations that included a physical

and neurological examination, imaging, lab work, and neu-

ropsychological testing from the Alzheimer’s Disease Uni-

form Dataset Neuropsychological Battery.22 For participants

in this study, diagnosis was categorized as normal cognition,

MCI, or dementia. The diagnosis of MCI was made according

to standard clinical criteria using the current Alzheimer’s

Disease Centers Uniform Data Set guidelines.23 Dementia

was diagnosed using the criteria outlined in the Diagnostic

and Statistical Manual for Mental Disorders–Third Edition–

Revised.24 Neuropsychological tests used to make a clinical

diagnosis were separate from the neuropsychological tests

used as variables in the current study. Additionally, for clin-

ical diagnostic purposes, everyday function was assessed

using a variety of standardized tests and a clinical interview

with the participant and informant. Clinical diagnoses were

made completely independent of the Everyday Cognition

(ECog) scale21,25,26 and IADL instruments used in the current

study. All participants provided written informed consent,

and all human participant involvement was approved by

institutional review boards at University of California at

Davis, the Department of Veterans Affairs Northern Califor-

nia Health Care System and San Joaquin General Hospital in

Stockton, California.
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Measurements

Compensation in everyday life. The goals of developing the

Everyday compensation (EComp) Questionnaire were 2-fold.

First, we sought to comprehensively assess cognitive and beha-

viorally based compensation strategies that support both every-

day memory and everyday executive abilities (eg, strategies

that rely on enhanced organization, planning, prioritization,

self-monitoring, and use of routines). Where relevant, we also

included compensation strategies that utilize technology-based

aids. A second goal was to measure compensation strategies

that are used explicitly in the context of completing common

activities of daily living that are critical to independent living.

An initial pool of items reflecting various compensation stra-

tegies was generated by surveying existing instruments. To

identify additional compensation strategies, experts in cogni-

tive aging, everyday function, and cognitive rehabilitation

(Farias, Willis, Schmitter-Edgecombe, and Giovannetti) gener-

ated additional items. A total of 70 items were included and

covered 6 general areas of everyday living: 12 items relate to

managing appointments, 13 items relate to shopping, 17 items

relate to cooking, 10 items relate to managing finances,

12 items relate to transportation, and 6 items relate to managing

medications (see Table 1 for sample items). The questionnaire

was completed by an individual who had regular contact with

the study participant. Use of a collateral informant was pre-

ferred to avoid potential biases in reporting associated with

lack of insight, particularly in individuals with dementia. Infor-

mants rated the frequency with which the participant utilized

each compensation strategy on a 5-point scale: 0 ¼ never,

1 ¼ rarely, 2 ¼ sometimes, 3 ¼ frequently, 4 ¼ always.

A response choice indicating that the rater “could not say” was

also included. For this reason and to account for missing

values, an average was calculated for each domain (the sum

of items completed, divided by the number of items completed)

to use in statistical analysis. Total score was the average of all

items. Possible range ¼ 0 to 4. At least half of the items had to

be completed to calculate a total score. Internal consistency

across all items of the EComp is high (Cronbach a ¼ .94).

Neuropsychological Function

Neuropsychological functioning was assessed using the Span-

ish and English Neuropsychological Assessment Scales battery

(SENAS). The SENAS has undergone extensive development

as a battery of neuropsychological tests relevant to diseases of

aging.27,28 Psychometric methods based on item response the-

ory were used to create psychometrically matched measures

across different scales.27 This study used 2 composite indices

from the SENAS: episodic memory and executive function.

The Episodic Memory Index is a composite score derived from

a multitrial word list-learning test (Word List Learning I). The

Executive Function Index is a composite measure constructed

from component tasks of category fluency, phonemic (letter)

fluency, and working memory. These measures do not have

appreciable floor or ceiling effects for participants in this

sample and have linear measurement properties across a broad

ability range. The SENAS indices are psychometrically

matched measures of domain-specific neuropsychological abil-

ities (ie, the indices have comparable reliability and sensitivity

to individual differences). The SENAS development and vali-

dation are described in detail elsewhere.27,28

Assessment of Everyday Functional Limitations

Degree of functional limitation was measured using the ECog

scale.21,25,26 The ECog is a 39-item informant-based question-

naire. It was designed specifically to be sensitive to mild func-

tional limitations that predate the loss of independence and has

been shown to be relevant to functional changes associated

with MCI.25,26 The ECog items cover 6 cognitively relevant

domains (everyday memory, everyday language, everyday spa-

tial abilities, everyday planning, everyday organization, and

Table 1. The Everyday Compensation (EComp) Questionnaire—
Example Items.

Managing appointments
Routinely write appointments on a calendar.
Set alarm as reminder about appointment.
Keep a calendar in a prominent place in the house so you will see

and refer to it frequently.
Prepare ahead by gathering items that need to be brought to

appointment.
Shopping

Use a written shopping list.
Shop during off hours when store is less crowded to cut down on

distractions.
Plan out ahead of time the sequence of stops one wants to make

when going to multiple stores.
Cooking

Stay in the kitchen when cooking so as not to forget about
something on the stove.

Limit other distractions in the kitchen while cooking (not having
television/radio on).

Set out ingredients/supplies ahead of time.
Managing finances

Have a routine to pay bills on a certain time each month.
Put bills in a specific location until they get paid to help keep track of

them.
Double check work to make sure bills have been paid correctly.
Utilize online and/or automatic payment methods as a way to

remember to pay bills.
Transportation

Use a Global Positioning System (GPS) device in the car or on
phone to help remember a route.

Restricts driving only to well-known routes or a few specific
locations.

Always park in the same general location in a parking lot.
Leave earlier to allow for more time.
Keep car keys in a specific location so as not to lose them.

Managing medications
Set an alarm as a reminder to take medications.
Rely on another activity as a reminder to take medications (eg, with

meal).
Keep medication in a visible location (eg, on the kitchen counter).
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everyday divided attention) from which domain scores can be

generated in addition to a total summary score. On each item of

the ECog scale, informants were asked to assess the partici-

pant’s current level of everyday functioning in comparison to

how he or she functioned 10 years earlier. In this way, indi-

viduals served as their own control. Each item on the ECog is

rated on a 4-point scale: 1 ¼ better or no change compared to

10 years earlier, 2 ¼ questionable/occasionally worse, 3 ¼
consistently a little worse, and 4 ¼ consistently much worse.

For the purposes of the current study, a total summary score

was used (ECog total). Scores were calculated by summing

items and dividing by the number of items completed, which

allows for some missing or nonanswered items (at least half of

the items need to be completed to calculate a score). Thus, the

total score may range from 0 to 4, with higher scores indicat-

ing more severe functional limitations. Previous confirmatory

factor analysis supports use of both a global score and

domain-specific scores.26 Literature on the ECog has also

shown evidence of content, convergent and discriminant, and

external validity.21,26

Assessment of IADLs

Assessment of IADLs was based on the Lawton and Brody scale

which is a widely used informant-based measure used to rate

participants’ abilities across 8 activities, including the ability to

use a telephone, shop, prepare food, complete housework, do

laundry, utilize public transportation, administer medication,

and handle financial responsibilities.29 Each item was rated as

follows: 0 ¼ can complete the task independently, 1 ¼ the task

requires some assistance, 2¼ the task must now be completed by

someone else. Level of IADL independence was measured via a

summary total score (eg, the average rating across the items that

were rated; if fewer than half of the items were rated, the total

score was missing). The possible total score ranged from 0 to 2,

with higher scores reflecting greater dependence on caregivers.

Data Analysis

Means and standard deviations (SDs) for continuous variables

and frequencies for categorical variables were computed by

diagnostic group. Analysis of variance was used to compare

compensation use between diagnostic groups; if an overall

group difference was observed, post hoc pairwise comparisons

adjusted for multiple comparisons using the Tukey-Kramer

adjustment for unbalanced designs.30 Pearson correlations

were estimated between compensation use and neuropsycholo-

gical domains and mean IADL rating, while Spearman correla-

tions were estimated between compensation use and functional

abilities measured by the ECog and the number of dependent

IADL items. Linear regression was used to evaluate the asso-

ciation between compensation use and demographics, neurop-

sychological function and mean IADL rating. Tobit regression

with a lower bound of zero was used to assess the association

between compensation use and the ECog total because of the

restricted range of the ECog scores (1-4, log (ECog) : 0, log (4))

and the high frequency of ratings near 1 (0 on the log scale). All

analyses were conducted using SAS version 9.4 and a P value

<.05 was considered statistically significant.

Results

The sample consisted of 123 older adults; 68 were determined

to have normal cognition, 31 were diagnosed with MCI, and 23

with dementia. Participants were on average 80.5 years old

(SD ¼ 7.1) and had an average of 14.3 years (SD ¼ 3.8) of

education. Females represented 52.0% of the sample. The

sample represents a diverse racial/ethnicity background and

the breakdown was as follows: 54.4% Caucasians, 16.8%
African Americans, 21.6% Hispanics, 4.8% Asians, and

2.4% other/unknown. The majority of informants were either

the spouse (52.8%) or the adult child (29.6%). Informants

spent an average of 90.4 (SD ¼ 71.6) hours per week with

the participant. Table 2 presents baseline demographic infor-

mation by diagnostic group as well as average compensation

scores, neuropsychological scores, and functional scores on

the ECog and IADL measure. In the sample as a whole, com-

pensation use was not associated with age (r ¼ 0.03, P ¼ .76),

education (r¼�0.05, P¼ .57), or gender (t¼�.96, P¼ .34).

Compensation Use by Diagnosis

We first examined how frequency of compensation use varied

across the 3 diagnostic groups. As anticipated, both older adults

Table 2. Participant Characteristics.a,b

Cognitively
Normal, n ¼ 68

MCI,
n ¼ 31

Demented,
n ¼ 23

Age 79.7 (6.1) 82.4 (7.2) 79.5 (9.2)
Education 14.0 (3.7) 14.2 (4.5) 14.8 (3.0)
Female, n (%) 43 (63.2) 10 (32.3) 10 (43.4)
Ethnicity, n (%)

African American 13 (19.1) 5 (16.1) 2 (8.7)
Caucasian 31 (45.6) 20 (64.5) 15 (65.2)
Hispanic 20 (29.4) 4 (12.9) 3 (13.0)
Other 4 (5.9) 2 (6.4) 3 (13.0)

Neuropsychological
function
Episodic memory 0.3 (0.8) �0.8 (0.6) �1.5 (0.8)
Executive function 0.02 (0.6) �0.5 (0.5) �1.0 (0.7)
Semantic memory 0.8 (0.9) 0.5 (1.1) �0.3 (1.0)
Spatial abilities 0.2 (0.8) �0.1 (0.8) �1.1 (1.3)

Everyday functional
limitations
ECog total score 1.6 (0.6) 1.9 (0.8) 3.0 (0.6)

IADL independence total 0.2 (0.4) 0.4 (0.3) 1.4 (0.5)
Total compensation 1.7 (0.5) 1.6 (0.6) 1.0 (0.8)

Abbreviations: ECog, everyday cognition; IADL, instrumental activities of daily
living; MCI, mild cognitive impairment.
aMeans and standard deviations presented unless otherwise stated.
bNeuropsychological scores are expressed as z scores with a mean of 0 and
standard deviation of 1. ECog and Compensation scores are expressed as
averages. Other scores are raw scores or otherwise indicated.
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with normal cognition (P < .001, mean ¼ 1.7, SD ¼ 0.5) and

those with MCI (P¼ .001, mean¼ 1.6, SD¼ 0.6) were rated as

using compensation strategies more often than individuals with

dementia (mean ¼ 1.0, SD ¼ 0.8; see Figure 1).

Association Between Compensation and
Neuropsychological Function

We next examined the degree to which compensation use was

associated with cognitive function across 2 neuropsychological

domains (episodic memory and executive functioning). Results

indicate that more frequent compensation use was associated

with both stronger episodic memory (r ¼ .31, P < .001) and

better executive functioning (r ¼ .26, P ¼ .004).

Association Between Compensation and
Everyday Function

The primary aim of the study was to examine whether com-

pensation was associated with how well older adults were per-

forming everyday tasks in their daily lives. We first examined

the association between compensation and everyday function

as measured by the ECog scale. Results demonstrate that

greater frequency of compensation was associated with fewer

functional limitations (r¼ �.34, P < .001). Next, we examined

whether compensation predicted better functional abilities

independent of an individual’s level of cognitive function. That

is, regardless of degree of cognitive impairment, does compen-

sation strategy use make an independent contribution to how

well older adults are functioning in their daily lives? In a joint

model that included compensation, executive function, and

episodic memory (along with age, education, and gender) both

more frequent compensation use (b ¼ �.23, standard error

[(SE] ¼ .06, P < .001) and better episodic memory (b ¼
�.15, SE ¼ .05, P < .001) independently predicted a higher

level of everyday function (eg, less functional limitations) as

measured by the ECog.

Finally, we also examined whether compensation was asso-

ciated with degree of independence in IADLs in the subset of

81 individuals who had an IADL assessment (measurement of

IADLs was missing at random). Greater compensation was

associated with a higher level of independent function in

IADLs (r ¼ �.48, P < .001). When compensation use was

included in a joint model predicting IADL total score, along

with the neuropsychological memory and executive compo-

sites (and age, education, and gender), greater compensation

use (b¼�.35, SE¼ .09, P < .001) and better episodic memory

(b ¼ �.23, SE ¼ .07, P ¼ .002) were independently associated

with a higher level of independent function in IADLs. To

address missingness, we imputed IADL values from recent

IADL assessments, which left us with only 19 individuals with-

out IADL data. When we reran the analysis including the

imputed data, results remained unchanged. Greater compensa-

tion use (b ¼ �0.32, SE ¼ 0.08, P < .001) and better episodic

memory (b ¼ �.23, SE ¼ 0.06, P < .001) were associated with

a higher level of independent function in IADLs.

Discussion

The most important and unique finding of the present study is

that greater frequency of compensation strategy use in every-

day life, as observed by a knowledgeable informant, was asso-

ciated with a higher level of everyday function. Further, while

better cognitive function (eg, higher performance on neurop-

sychological measures of episodic memory and executive func-

tion) was also associated with more frequent use of

compensation strategies, the association between compensa-

tion and everyday function remained statistically significant

even after accounting for cognition. This suggests that regard-

less of degree of cognitive impairment, the more an individual

is using compensation strategies in their daily life, the higher

their level of functional independence.

In this study, we used 2 measures of everyday function (the

ECog and the Lawton and Brody IADL instrument); while

these 2 measures are correlated, conceptually they measure

different aspects of everyday function. The ECog was designed

to measure very early and subtle changes in everyday function

that are highly dependent on specific cognitive functions.26 The

functional limitations measured by the ECog have been shown

to predate loss of independence in IADLs.2 In the current study,

we show that greater compensation use is associated both with

fewer functional limitations on the ECog and a higher level of

independence in IADLs. Given that remaining independent in

IADLs is critical to maintaining autonomy and remaining in the

home, this is a very important finding. Findings suggest that

even when older adults exhibit cognitive impairment, the more

they implement compensatory strategies in their daily lives, the

more functionally independent they remain.

Figure 1. Box and whisker plot of compensation score by diagnostic
group (normal, mild cognitive impairment, demented).
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With regard to neuropsychological function and compensa-

tion, not surprisingly we found that both stronger episodic

memory and executive function were associated with better

compensation. Similarly, although there was quite a bit of

interindividual variability in compensation use even within the

diagnostic groups (see Figure 1), as a whole, degree of com-

pensation did significantly differ by diagnostic status. Individ-

uals with normal cognition or MCI were rated as using

compensation strategies in their daily life more frequently than

older adults with dementia. Such findings are not surprising

and suggest that as degree of cognitive impairment increases

older adults become less able to implement strategies or recog-

nize the need for such strategies to help overcome their cogni-

tive deficits. These findings are consistent with other literature

that shows compensation decreases with dementia.11

Interestingly, compensation use did not significantly differ

among cognitively normal older adults versus those with MCI.

This may suggest, first that older adults with normal cognition

employ a variety of strategies to help them function effectively

and efficiently when completing various tasks of everyday

living.31 It also provides some evidence to suggest that even

among older adults with cognitive impairment, and potentially

the early stages of a neurodegenerative disease, the use of

compensation strategies to support better function is possible.

Such findings are somewhat different from those reported by

Schmitter-Edgecombe who found that strategy use was higher

in those with MCI as compared to older adults with normal

cognition.12 In the Schmitter-Edgecombe study, endorsement

of compensatory strategy use to support common everyday

activities is part of the IADL-C questionnaire on which older

adults are rated on their overall independence in daily activities

with or without use of a compensatory aid, which may obscure

findings specifically related to the frequency of their compen-

sation strategy use, thus more research is needed.

This study has important clinical implications. The finding

that better compensation is associated with a higher level of

functional independence provides strong rational for the devel-

opment of interventions aimed at further enhancing the use of

compensation strategies in daily life. While many interventions

have the downstream goal of enhancing everyday function

(most often through indirectly enhancing cognitive function),

this study suggests that because compensation has an effect on

functional abilities independent of cognition, direct training in

compensation should yield a benefit in everyday function that is

not attributable to improving cognition. Previous interventions

that explicitly and directly target compensation training among

older adults have been very limited. Interventions teaching var-

ious memory-based compensation strategies have demonstrated

that older adults, including those with MCI, can increase their

use and knowledge of compensatory strategies as a result of

focused training.32,33 A study by Greenaway trained older adults

with MCI to use a memory support system that included a com-

bined calendar and journal system and demonstrated informant-

rated improvements in everyday memory abilities as a function

of the intervention.34 Similarly, an intervention designed to

facilitate adoption of newly learned cognitive compensatory

strategies (centered on a memory notebook) among individuals

with MCI found modest practical everyday benefits.35

Our previous work suggests that decrements in everyday

executive functions, in addition to everyday memory, are par-

ticularly strongly linked to the loss of independence in IADLs.2

As such, interventions that provide training in compensation

strategies specifically targeting the support of everyday exec-

utive abilities may produce an even stronger impact on helping

older adults to maintain their independence and slow functional

loses. Interventions aimed at enhancing everyday executive

functions have been developed for other clinical populations,

most notably for adults with attention-deficit/hyperactivity dis-

order and have demonstrated improvements in a variety of real-

world outcomes.36 A few intervention programs have focused

on enhancing everyday executive function skills among older

adults, such as the Goal Management Training,37 but have been

limited in their assessment of functional outcomes. Recently,

we have developed a program aimed at teaching compensatory

strategies that focuses on 3 interrelated areas: calendar use,

goal setting and use of task lists, and the implementation of

organizational systems within the personal environment. Initial

pilot testing has suggested it results in increases in some of the

compensation strategies examined in the current study.38,39

As with all studies, there are a number of strengths as well as

limitations which will require further study. The sample of

participants in the study was unusually diverse in terms of

ethnic/racial background. The measurement of compensation

was based on informant report. Informant report is subject to a

variety of biases40,41 and particularly important, outside

observers may not recognize all of the strategies that an indi-

vidual is initiating in order to compensate. It therefore may be

useful in the future to investigate self-report measures of strat-

egy use (despite known limitations), particularly to assess use

of strategies that are implemented internally (eg, mnemonics).

Further, while we developed a large variety of compensatory

strategies based on clinical and research expertise to create the

EComp questionnaire, directly surveying a sample of older

adults as to which methods they use, and how helpful they

find each method, may help to fill in potential gaps in strategy

use. An important avenue for future work will be to formally

evaluate how reported compensation use relates to

observational-based ratings of compensation, which are likely

less prone to biases. We are also interested in examining, in a

larger sample, whether there is empirical evidence of different

types of compensation when subjecting the EComp to factor

analysis. If separable types of compensation are identified, the

next step will be to determine whether there are differential

relationships with functional outcomes. Exploratory analysis

(data not shown) suggested that when compensation strategies

were divided on a conceptual/ theoretical basis into strategies

to assist everyday memory (eg, use of external memory aids

such as using a calendar or shopping list) versus strategies that

may support everyday executive abilities (eg, strategies such

as relying on routine or enhanced behavioral monitoring such

as spending more time or double checking one’s work),

memory-based compensation strategies were associated with
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less severe early functional limitations, while executive-based

compensation strategies were associated with less IADL

dependence. Finally, a better understanding of which intrinsic

factors or intrapersonal characteristics promote better

compensation is important. While we did not find years of

education to be significantly associated with degree of com-

pensation, other studies have reported small associations with

education.42 There are a number of other factors that may

make the use of compensation more or less likely, including

personality characteristics. For example, it has been previ-

ously demonstrated that higher levels of the personality

trait “conscientiousness” is associated with lower risk of

dementia43 and disability.44,45 It may be that individuals with

higher levels of conscientiousness are more likely to employ

compensation strategies and hence less likely to manifest

functional disability and meet criteria for dementia. Older

adults’ perceptions of their memory abilities may also play

a role in strategy use. For example, a recent study found

memory self-efficacy mediated the association between

objective memory performance and compensation strategy

use.46 Finally, prospective longitudinal studies will be impor-

tant to evaluate the degree to which greater compensation

impacts rates of functional decline and whether it ultimate

delays diagnostic progression (eg, incident MCI or dementia).

In summary,maintenance of functional autonomy and indepen-

dence are of high priority to older adults. As such, it is important to

better understand the factors that contribute to greater functional

resilience and to use that knowledge to develop interventions that

enhance and support those factors. Currently, we have limited

understanding of the frequency with which older adults engage

in various methods of compensation and how it affects functional

outcomes. This is the first study, of which we are aware, to demon-

strate that greater spontaneous compensation strategy use is asso-

ciated with a higher level of everyday function independence in

IADLs and is therefore an important step forward.
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