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Abstract.
Background: Short cognitive screening instruments (CSI) are required to identify cognitive impairment in busy outpatient
clinics. While the Six Item Cognitive Impairment Test (6CIT) is commonly used, its accuracy in those with mild cognitive
impairment (MCI) and subjective cognitive decline (SCD) and against more widely-used CSIs is less well established.
Objective: To examine the diagnostic accuracy of the 6CIT against the Montreal Cognitive Assessment (MoCA) and Quick
Mild Cognitive Impairment (Qmci) screen across the cognitive spectrum in a memory clinic population.
Methods: In total, 142 paired assessments were available (21 with SCD, 32 MCI, and 89 with dementia). Consecutive patients
underwent a comprehensive assessment and were screened using the 6CIT, Qmci, and MoCA. Accuracy was determined
from the area under receiver operating characteristic curves (AUC).
Results: The median age of patients was 76 (±11) years; 68% were female. The median 6CIT score was 10/28 (±14). The
6CIT was strongly, negatively, and statistically significantly correlated with the Qmci (r = –0.84) and MoCA (r = –0.86). The
6CIT had good accuracy for separating cognitive impairment (MCI or dementia) from SCD, (AUC:0.88; 0.82–0.94), similar
to the MoCA (AUC:0.92; 0.87–0.97, p = 0.308), but statistically lower than the Qmci (AUC:0.96; 0.94–0.99, p = 0.01). The
6CIT was faster to administer, median time 2.05 minutes versus 4.38 and 9.5 for the Qmci and MoCA, respectively.
Conclusion: While the Qmci was more accurate than the 6CIT, the shorter administration time of the 6CIT, suggests it may
be useful when assessing or monitoring cognitive impairment in busy memory clinics, though larger samples are required to
evaluate.
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INTRODUCTION

The prevalence of cognitive impairment (CI)
including dementia is expected to increase worldwide
to over 150 million people by 2050 [1], generat-
ing additional workload in already busy primary and
secondary care (outpatient) clinics, as systems work
towards better and earlier diagnosis [2]. Guidelines
and recommendations support the need to provide
diagnostic services close to patients in the commu-
nity, but several structural barriers exist aggravated by
staff shortages and inadequate training [3]. Screening
of symptomatic patients is further limited by a lack
of suitably sensitive and specific instruments [4–6].
While a wide variety of performance-based instru-
ments are available, they vary in their administration
times, cognitive domains assessed and ability to dif-
ferentiate between normal cognition, mild cognitive
impairment (MCI), and dementia [7], though it is sug-
gested that no single instrument will likely suit all
situations [7]. These are also influenced by the well-
documented time-accuracy trade off such that short
screens tend to lower levels of diagnostic accuracy
[8].

The Six-Item Cognitive Impairment Test (6CIT)
[9], is a commonly-used short cognitive screening
instrument (CSI) and is reported to have high diag-
nostic accuracy for dementia in an older hospital
population (90% sensitivity and 96% specificity at
a cut-off of ≥8/28 for dementia) [10]. There are,
however, relatively few studies examining its perfor-
mance in outpatient (secondary care) settings [11]
and especially in persons with MCI, before the
onset of functional decline and in those with sub-
jective cognitive decline (SCD), where individuals
are symptomatic but do not have evidence of cog-
nitive impairment on testing. A recent validation
in a memory clinic population showed a sensitiv-
ity of 88% for dementia and 66% for MCI [11]
when compared to the Mini-Mental State Examina-
tion (MMSE). Further, few studies have compared the
6CIT to other short screens and none to those useful
in identifying early cognitive decline [12]. A recent
systematic review in 2018 suggests that additional
robust validation studies are needed, comparing the
6CIT to a wide range of short cognitive assessments
[12].

Given these points, this study aims to compare the
diagnostic accuracy for cognitive impairment of the
6CIT against two other short CSIs, the Quick Mild
Cognitive Impairment (Qmci) screen [13–16], and
Montreal Cognitive Assessment (MoCA) [17].

METHODS

Participants

This cross-sectional study was conducted paral-
lel to a study evaluating the Qmci screen in an
Irish memory clinic population and the methods
have been reported elsewhere [16]. In summary,
patients with cognitive symptoms referred to a uni-
versity hospital geriatric medicine memory clinic
in Ireland between January 2013 and December
2014 were included. Alzheimer’s type dementia and
vascular dementia were classified using the DSM-
R (4th-edition) [18]. Severity was correlated with
the Reisberg Functional Assessment Staging (FAST
scale) [19]. Amnestic type MCI was diagnosed using
Petersen’s criteria according to the National Institute
on Aging-Alzheimer’s Association workgroup diag-
nostic guidelines [20]. SCD was defined as subjective
non-progressive memory loss in patients without
objective cognitive deficits or functional decline,
scoring ‘poor’ or ‘fair’ on a five-point Likert scale
in response to the question “how is your memory?”
[21]. In this sub-analysis, those with active depression
(n = 23), delirium (n = 2), aged <45 years (n = 22),
declining consent (n = 3), with an unclear diagnosis
(n = 21) and unable to communicate in English (n = 2)
were excluded. Depression was excluded clinically
and screened with the GDS short-form [22] using a
cut-off of ≥7 to optimize specificity [23].

Measures

Six-Item Cognitive Impairment Test
The 6CIT is a short (usually administration time

between 2–3 minutes), CSI including seven ques-
tions covering three domains (orientation, episodic
memory, and attention) [9]. The 6CIT is scored out
of 28 points with higher scores suggesting cogni-
tive impairment. Initially designed to detect dementia
using a cut-off of ≥8/28, it is also validated in MCI
[11] though sensitivity (66%) and specificity (70%)
are low. A cut-off of ≥8/28 for dementia was used
for the 6CIT [10] but more recently a cut-off of 9 or
10 is suggested based on more recent studies [12]. It
does not have established cut-off scores for cognitive
impairment.

Quick Mild Cognitive Impairment screen
The Qmci screen is a brief and effective test for

detecting MCI. The Qmci screen has six subtests: Ori-
entation, five registration items, a clock drawing test,
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a recall section, a test of verbal fluency and a logical
memory test [13, 14]. It takes 3–5 minutes to com-
plete [14]. The optimal Qmci screen cut-off score for
cognitive impairment (MCI or dementia), based upon
cut-off analysis is <62/100 [15, 16]. Unlike the 6CIT,
lower Qmci screen scores suggest more impaired cog-
nition.

Montreal Cognitive Assessment
The MoCA is a short CSI with seven subtests cov-

ering five cognitive domains including visuospatial,
attention, processing speed, language, memory, and
cognitive control scored out of 30 points with lower
points indicating cognitive impairment. For screening
in primary care, where high sensitivity is required, the
established MoCA threshold of <26/30 is suggested
[17]. Again, lower scores suggest more impaired cog-
nition.

Data collection

Consecutive referrals underwent a comprehensive
work-up for memory loss including history, physical
examination, laboratory testing and neuroimaging.
A short neuropsychological battery including the
standardized MMSE (SMMSE) [24, 25] and two
informant-rated assessments, the AD8 questionnaire
[26] and IQCODE Short Form [27] were conducted
by a consultant geriatrician, blind to the results of the
CSIs, to inform the diagnosis. Cognitive screening
was performed in a random counterbalanced order,
approximately one hour before consultant review, by
two independent trained raters, blind to each other and
the final diagnosis. Alternate validated versions of
verbal fluency (semantic for categories, e.g., animals)
and logical memory (immediate verbal recall of a
short story) were used for the Qmci screen and MoCA
to reduce learning effects [28]. All groups underwent
the same comprehensive review. The study adhered
to the tenets of the Declaration of Helsinki. Ethics
approval was obtained from the Clinical Research
Ethics Committee of the Cork Teaching Hospitals
(reference number: ECM 4 (aa) 03/04/12) and sub-
jects provided informed consent. Assent was obtained
from individuals who were felt to lack capacity.

Analysis

Data were analyzed using R version 3.5.0 (2018-
04-23) -“Joy in Playing” (R Core Team, 2018) and
SPSS V24 (Chicago, IL, USA). The Shapiro–Wilk
test was used to test normality and found that

the majority of data were non-parametric. These
were compared using the Mann–Whitney U test.
The Kruskal-Wallis test was used for comparisons
between more than two groups. The Chi-squared test
or Fishers exact test (applied where expected val-
ues were <5) was used to compare frequencies from
contingency tables for categorical variables (e.g.,
sex). Spearman’s correlation coefficient (r) tested
agreement between instruments. Diagnostic accuracy
was assessed from the area under receiver operat-
ing characteristic (ROC) curves (AUC), compared
using the DeLong method [29]. Covariate adjusted
ROC curves were generated to assess for the effects
of age and education. Sensitivity, specificity, posi-
tive predictive value (PPV), negative predictive value
(NPV), positive likelihood ratio (PLR), and negative
likelihood ratio (NLR) and false positive and false
negative values were calculated for all tests at opti-
mal cut-off points as determined by Youden’s index
i.e. (J = Sensitivity + Specificity – 1) [30].

RESULTS

In all, results for 142 patients with complete data
were available and included in this analysis. The char-
acteristics of participants according to each of the
three diagnostic categories are presented in Table 1.
The median age of these was 76 years, interquartile
range (IQR) ± 11 (Q3–Q1 = 81–70), and the major-
ity, 68%, were female. The median number of years in
education was 12 ± 4 years. Most (i.e., 63%, n = 89)
had dementia with the majority of these having mild
stage disease based on the FAST classification (77%).
The remainder had MCI (22.5%, n = 32) and SCD
(14.5%, n = 21). While those with MCI and dementia
were more likely to be female (p = 0.024), there were
no statistically significant differences in median age
or education levels attained between patient groups.
The median SMMSE score for the sample was 25/30.
The median 6CIT score for the total sample was
10 ± 14 points with statistically significant differ-
ences between scores for those with SCD (median
2), MCI (median 5), and dementia (median 17), such
that these clearly separated diagnostic categories. The
6CIT had similarly strong, negative, and statistically
significant correlations with the Qmci screen score
(r = –0.84) and MoCA (r = –0.86). These correlations
are presented in Table 2. Median administration times
were 2.05 minutes for the 6CIT, 4.38 minutes for the
Qmci, and 9.5 minutes for the MoCA.
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Table 1
Characteristics of symptomatic patients (n = 142) screened for cognitive impairment in a geriatric memory clinic comparing those with

subjective memory decline (SCD), mild cognitive impairment (MCI) and dementia

Characteristics Total SCD MCI Dementia p for
(n = 142) (n = 21) (n = 32) (n = 89) Difference∗

Median ± IQR Median ± IQR Median ± IQR Median ± IQR
(Q3–Q1) or % (Q3–Q1) or % (Q3–Q1) or % (Q3–Q1) or %

Age (y) 76 71 77 77 0.156
(81–70 = ±11) (75–71 = ±4) (80–71 = ±9) (82–71 = ±11)

Sex (Female) 68% 43% 75% 72% 0.024
Education (y) 12 11 12 11 0.06

(14–10 = ±4) (13–10 = ±3) (16–11 = ±5) (13–10 = ±3)
SMMSE 25 29 28 21 <0.001

(28–20 = ±8) (30–29 = ±1) (29–26 = ±3) (25–16 = ±9)
6CIT 10 2 5 17 <0.001

(18–4 = ±14) (2–0 = ±2) (9–2 = ±7) (21–10 = ±11)
Qmci screen 44 72 60 33 <0.001

(60–27 = ±33) (73–65 = ±8) (63–52 = ±11) (42–20 = ±22)
MoCA 17 25 21 13 <0.001

(22–10 = ±12) (27–3 = ±4) (23–20 = ±3) (16–7 = ±9)

6CIT, Six-Item Cognitive Impairment Test; IQR, interquartile range; MoCA, Montreal Cognitive Assessment; Q, Quartile; Qmci screen,
Quick Mild Cognitive Impairment screen; SMMSE, Standardized Mini-Mental State Examination. ∗Comparison between those with SCD,
MCI and dementia using the Kruskal-Wallis test.

Table 3 provides the optimal cut-off scores accord-
ing to Youden’s Index compared with previously
published values along with the psychometric prop-
erties for each of the three CSIs for identifying
cognitive impairment (MCI or dementia) at these
points. In this sample, the optimal cut-off for the 6CIT
was ≥7, which provided a sensitivity of 77% and
specificity of 90% for cognitive impairment. At its
established cut-off (9/10) [12], the 6CIT had lower
and relatively poor sensitivity for cognitive impair-
ment (68%), albeit with high specificity (95%). In
this sample, the Qmci screen [15, 16] and MoCA
[17] had excellent sensitivity at their recommended
cut-offs (89% and 98%, respectively), although the
MoCA had markedly lower specificity (only 43%)
compared to the Qmci screen (90%). Using Youden’s
Index, both the Qmci screen and MoCA had lower
cut-offs than their established values, which provided
reduced sensitivity but better specificity for cognitive
impairment. All three instruments had a high PPV, an
important characteristic of any screening test.

ROC curves showing the diagnostic accuracy of
the CSIs for cognitive impairment are presented in
Fig. 1, comparing the 6CIT to both the Qmci screen
and MoCA. The 6CIT had good accuracy (AUC
0.88), although this was lower both the Qmci screen
(AUC 0.96) and MoCA (AUC 0.92). This differ-
ence was not significant for the comparison to the
MoCA (p = 0.308), but the Qmci screen was sta-
tistically significantly more accurate than the 6CIT
(p = 0.011). There were no statistically significant

differences between the Qmci screen and MoCA
(p = 0.07). Adjusting the ROC curves for the effects of
age and education showed no statistically significant
change for the 6CIT (covariate-adjusted ROC curve:
0.878, 95% CI: 0.81–0.93, p = 0.43), Qmci screen
(0.944, 95% CI: 0.90–0.97, p = 0.23) or MoCA, albeit
the latter was reduced (0.894, 95% CI: 0.83, 0.94,
p = 0.15).

Comparing the ability of the CSIs to differentiate
MCI from dementia, the Qmci screen (AUC: 0.97,
p = 0.002) but not the MoCA (AUC: 0.92, p = 0.08)
was statistically significantly more accurate than the
6CIT (AUC: 0.87). For separating SCD from MCI,
the accuracy based on the AUC was lower for all
instruments but there was again no significant differ-
ence between the 6CIT (AUC: 0.71) and the MoCA
(AUC: 0.76), p = 0.56. While the Qmci screen was
significantly more accurate (AUC: 0.87), it was of
borderline significance (p = 0.049).

DISCUSSION

This study provides a psychometric evaluation of
the 6CIT, validating it against two commonly-used
short CSIs in a geriatric memory clinic population,
where it showed strong and statistically significant
correlation to two “MCI-specific” short CSI, the
Qmci screen, and MoCA [16]. This is, to our knowl-
edge, the first study to examine the 6CIT in this setting
and shows that it has good diagnostic accuracy for
separating those with cognitive impairment (MCI or
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Table 2
Correlations (r) between cognitive screening instruments in a geriatric memory clinic population

(n = 142) with 95% confidence intervals (CI)

Cognitive screen 6CIT Qmci screen MoCA

6CIT – –0.84∗ –0.86∗
(CI: –0.88, –0.74) (CI: –0.90, –0.81)

Qmci screen –0.84∗ – 0.90∗
(CI: –0.88, –0.74) (CI: 0.89, 0.94)

MoCA –0.86∗ 0.90∗ –
(CI: –0.90, –0.81) (CI: 0.89, 0.94)

6CIT, Six-Item Cognitive Impairment Test; IQR, interquartile range; MoCA, Montreal Cognitive
Assessment; Qmci screen, Quick Mild Cognitive Impairment screen. ∗p ≤ 0.001.

dementia) compared to those with SCD. While it
was less accurate than the Qmci screen in separat-
ing those with MCI from dementia, it was similar to
the MoCA and all three instruments had similar (fair
to good accuracy) for differentiating SCD from MCI.
However, the Qmci screen was statistically signifi-
cantly more accurate than the 6CIT in distinguishing
cognitive impairment, irrespective of the comparison.

The accuracy of all three instruments remained
after adjustment for the effects of age and education.
The difference in diagnostic accuracy between the
Qmci screen and the 6CIT, albeit clinically small, may
be related to the design of the instruments and where
they were originally intended for use. Designed for
primary care, the 6CIT is more weighted towards ver-
bal skills and lacks tests of higher cognitive function
compared to the Qmci, designed for secondary care,
which includes more cognitive domains. The 6CIT
however, had a markedly shorter administration time
than both the Qmci screen and MoCA, suggesting
it may be useful as a short screen when assessing
patients in busy clinical settings such as an emer-
gency department (ED) [12, 31], particularly where
there is a high index of suspicion for dementia or
where monitoring progression of dementia over time
is important. In this sense, it may be more useful as
a quick screen to confirm dementia, particularly in
settings such as hospitals [12].

In this study, the optimal cut-off for the 6CIT was
≥7/28, yielding a good sensitivity of 77% and excel-
lent specificity of 90% for cognitive impairment.
This is lower than its more established cut-off of ≥8
[10] and the more recently-recommended cut-off of
9 or 10 out of 28 points [12]. The 6CIT, however,
had low and relatively poor sensitivity for cogni-
tive impairment at 9/10 (67–68%), albeit with high
specificity (95%). In this sample, the MoCA and
Qmci screen both had excellent sensitivity at their
recommended cut-offs (89% and 98%, respectively),
although as seen in other studies [32], the MoCA

had markedly lower specificity at a cut-off of <26
for cognitive impairment (only 43% versus 90% for
the Qmci screen). Applying Youden’s Index, both had
lower cut-offs than have been published before, likely
reflecting the small sample size. In this study, all three
CSI had a high PPV, an important characteristic of any
screening test [33].

This study has a number of limitations. The preva-
lence of cognitive impairment was high in this sample
with only 21 patients with SCD and 32 with MCI
being available for analysis, potentially resulting in in
spectrum bias. Further, the sample size was small and
likely underpowered the study to show superiority of
one CSI over another. This study was conducted at a
single center, with a homogenous population, poten-
tially reducing the generalizability of the findings.
While alternative versions of the MoCA can reduce
learning effects, these may differ in their severity
level, potentially influencing the accuracy of scores
[34]. Further study with a larger sample size is now
required to examine the diagnostic performance of
the 6CIT in MCI and particularly in differentiating
those with MCI and SCD.

In conclusion, while the 6CIT was statistically
significantly less accurate for detecting cognitive
impairment (either MCI or dementia) and in sep-
arating MCI from dementia and MCI from SCD,
when compared with the Qmci screen, its diagnostic
accuracy was nevertheless good. The 6CIT was also
statistically similar to the more widely-used MoCA.
The short administration time of the 6CIT, how-
ever, suggests that it may be useful when assessing
cognitive impairment in busy clinical settings includ-
ing memory clinics and especially when monitoring
change in cognition over time. Further studies with
larger samples is now required to confirm the find-
ings of this study. In the same sense, the 6CIT may
be particularly useful in clinical settings where time
is more limited such as in EDs, acute medical assess-
ment units, hospital wards or in primary care and
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Table 3
Sensitivity, specificity, positive predictive value (PPV), negative predictive value (NPV), positive (PLR) and negative likelihood ratio (NLR) with 95% confidence intervals (CI), for the Six-Item
Cognitive Impairment Test (6CIT), Quick Mild Cognitive Impairment (Qmci) screen and Montreal Cognitive Assessment (MoCA) in their ability to identify cognitive impairment (MCI or

dementia)

Cut-off Youden’s Index Sensitivity Specificity PPV NPV False Positive False Negative PLR† NLR†
(95% CI) (95% CI) (95% CI) (95% CI) (95% CI) (95% CI) (95% CI) (95% CI)

6CIT

≥6 0.667 0.81 0.86 0.97 0.44 0.03 0.56 32.7 1.3
(0.73–0.87) (0.63–0.96) (0.91–0.99) (0.29–0.60) (0.01–0.09) (0.40–0.71) (10.7–99.6) (0.92–1.78)

≥7∧ 0.673 0.77 0.90 0.98 0.40 0.02 0.60 46.5 1.5
(0.68–0.84) (0.68–0.98) (0.92–0.99) (0.27–0.56) (0.0–0.08) (0.44–0.73) (11.8–183) (1.1–2.0)

≥8 0.633 0.73 0.90 0.98 0.37 0.02 0.63 44 1.7
(0.64–0.80) (0.68–0.98) (0.91–0.99) (0.24–0.51) (0.0–0.09) (0.49–0.76) (11.2–173) (1.3–2.3)

≥9∗ 0.630 0.68 0.95 0.99 0.34 0.01 0.67 82 1.95
(0.59–0.76) (0.74–0.99) (0.93–0.99) (0.22–0.47) (0.0–0.07) (0.53–0.78) (11.7–575) (1.5–2.5)

≥10 0.622 0.67 0.95 0.99 0.33 0.01 0.67 81 2
(0.58–0.75) (0.74–1.00) (0.92–1.00) (0.22–0.47) (0.0–0.075) (0.53–0.78) (11.5–568) (1.57–2.55)

Qmci screen

<62∗ 0.774 0.89 0.90 0.98 0.59 0.02 0.41 54 0.68
(0.82–0.94) (0.68–0.94) (0.93–0.99) (0.41–0.76) (0.0–0.07) (0.24–0.59) (13.7–213) (0.43–1.1)

<61 0.797 0.88 0.90 0.98 0.56 0.02 0.44 53 0.79
(0.80–0.93) (0.68–0.98) (0.93–1.0) (0.38–0.72) (0.0–0.07) (0.28–0.62) (13.4–209) (0.52–1.2)

<60 0.781 0.86 0.95 0.99 0.54 0.01 0.46 104 0.85
(0.78–0.91) (0.74–0.99) (0.94–1.0) (0.37–0.70) (0.0–0.06) (0.30–0.63) (14.8–731) (0.57–1.26)

<59 0.812 0.84 0.95 0.99 0.51 0.01 0.49 102 0.95
(0.76–0.90) (0.74–0.99) (0.94–1.0) (0.35–0.61) (0.0–0.06) (0.33–0.65) (14.5–712) (0.66–1.4)

<58 0.795 0.83 0.95 0.99 0.50 0.01 0.50 101 1
(0.75–0.89) (0.74–0.99) (0.94–1.0) (0.34–0.66) (0.0–0.06) (0.34–0.66) (14.4–710) (0.7–1.4)

<57 0.787 0.83 1.0 1.0 0.50 0.0 0.50 NA 1
(0.74–0.89) (0.81–1.0) (0.95–1.0) (0.34–0.66) (0.0–0.05) (0.34–0.66) (NA) (0.7–1.4)

<56∧ 0.826 0.81 1.0 1.0 0.48 0.0 0.52 NA 1.1
(73–87) (0.81–1.0) (0.95–1.0) (0.33–0.63) (0.0–0.05) (0.37–0.67) (NA) (0.79–1.5)

MoCA

<26∗ 0.269 0.98 0.43 0.91 0.75 0.09 0.25 9.83 0.33
(92–99) (0.23–0.66) (0.84–0.95) (0.43–0.93) (0.05–0.16) (0.07–0.57) (5.7–16.9) (0.12–0.94)

<25 0.404 0.95 0.57 0.93 0.67 0.07 0.33 12.8 0.5
(89–98) (0.34–0.77) (0.86–0.96) (0.41–0.87) (0.04–0.14) (0.14–0.59) (6.8–24) (0.25–1)

<24 0.522 0.93 0.57 0.93 0.57 0.07 0.43 12.4 0.75
(0.86–0.96) (0.35–0.77) (0.86–0.96) (0.34–0.77) (0.04–0.14) (0.23–0.66) (6.6–23.4) (0.43–1.32)

<23 0.497 0.89 0.76 0.96 0.55 0.04 0.49 21.6 0.81
(0.82–0.94) (0.52–0.91) (0.89–0.98) (0.36–73) (0.02–0.11) (0.27–0.64) (9.2–51) (0.51–1.3)

<22 0.654 0.84 0.86 0.97 0.49 0.03 0.51 34 1.1
(0.76–0.90) (0.63–0.96) (0.91–0.99) (0.32–0.65) (0.01–0.09) (0.35–0.68) (11.1–104) (0.73–1.5)

<21∧ 0.700 0.79 0.86 0.97 0.41 0.03 0.59 31.7 1.4
(0.70–0.85) (0.63–0.96) (0.91–0.99) (0.27–0.57) (0.01–0.09) (0.43–0.73) (10.4–96.5) (1.1–2.0)

∗Recommended cut-off score; ∧Optimal cut-off based on Youden’s Index; †Weighted for Prevalence (unweighted likelihood ratios are presented in the Supplementary Material); NA, not available.
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Fig. 1. Receiver operating characteristic curves with area under the curve (AUC) scores with 95% confidence intervals (CI), showing the
accuracy of the Six-Item Cognitive Impairment Test (6CIT) compared with the (a) Quick Mild Cognitive Impairment (Qmci) screen and (b)
Montreal Cognitive Assessment (MoCA) in their ability to identify cognitive impairment (MCI or dementia).

therefore, studies should also be conducted examin-
ing its performance compared with CSIs such as the
MoCA and Qmci screen in these settings. In sum-
mary, although the sample size was small, this study
suggests that the 6CIT is useful in identifying cogni-
tive impairment in an outpatient (geriatric) memory
clinic setting and may be particularly useful as a quick
screen to confirm dementia.
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