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AbsTrACT
background Early screening of cognitive function 
is critical to dementia treatment and care. However, 
traditional tests require face- to- face administration and 
are often limited by implementation costs and biases.
Aims This study aimed to assess whether the Thoven 
Cognitive Self- Assessment (TCSA), a novel, innovative 
two- step touchscreen- based cognition assessment tool, 
could identify early cognitive impairment due to dementia 
in older adults.
Methods The TCSA was administered to 61 healthy 
controls (HCs), 46 participants with mild cognitive 
impairment (MCI) and 44 participants diagnosed with 
dementia recruited from Shanghai. Two outcome measures 
were generated from the TCSA test: the TCSA

primary task score 
and the TCSAsecondary task score.
results The total average scores in the control group 
for the TCSAprimary task and TCSAsecondary task were significantly 
higher than those in the MCI and dementia groups 
(TCSAprimary task: HCs vs MCI group vs dementia group, 
8.58±1.76 vs 5.40±2.67 vs 2.74±2.11, F=75.40, 
p<0.001; TCSAsecondary task: HCs vs MCI group vs dementia 
group, 23.02±3.31 vs 17.95±4.93 vs 11.93±5.50, 
F=76.46, p<0.001). Moreover, receiver operating 
characteristic analysis showed that a score below 7.5 
for the TCSA

primary task and a score below 22.5 for the 
TCSAsecondary task were indicators of MCI.
Conclusions The TCSA appears to be efficacious for 
the detection of cognitive impairment in older adults. 
It demonstrates the potential for large- scale cognition 
screening in community service settings.

InTroduCTIon
By 2050, it is expected that the number of 
people with Alzheimer’s disease (AD) and 
related dementia (ADRD) may exceed 131 
million worldwide.1 AD’s incidence rate and 
morbidity have steadily increased to become 
the fifth leading cause of death among urban 
and rural residents in China.2 Delivering clin-
ical treatment and care to this population 
has become a public health concern. Unfor-
tunately, no effective medical treatments 
are available to cure ADRD at this time.3 4 

However, early screening and detection can 
help promote lifestyle changes, which can 
reduce the risks of cognitive decline.5 6 There-
fore, a reliable screening tool to detect mild 
cognitive impairment (MCI), a stage where 
interventions can be delivered to postpone 
disease onset, is needed.

Currently, several tests are used for the 
clinical assessment of MCI, such as positron 
emission tomography imaging, structural 
magnetic resonance imaging (MRI) and 
genetic biomarkers in the peripheral blood 
and cerebrospinal fluid.5 7 8 However, these 
clinical tests are limited by their high cost, 
inaccessibility and invasiveness. For now, 
paper- based neurocognitive screening scales 
remain the most commonly used tools.

Established cognition screening scales 
such as the Mini- Mental State Examination 
(MMSE),9 the Montreal Cognitive Assess-
ment (MoCA),10 the Mini- Cog Test,11 the 
General Practitioner Assessment of Cognition 
(GPCOG)12 and the Brief Alzheimer Screen 
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Figure 1 Flowchart of study enrolment. ADL, Activities of 
Daily Living; CDR, Clinical Dementia Rating scale; C- MoCA, 
Chinese Version of Montreal Cognitive Assessment; HCs, 
healthy controls; MCI, mild cognitive impairment; MMSE, 
Mini- Mental State Examination; TCSA, Thoven Cognitive 
Self- Assessment.

(BAS)13 are commonly used to screen for dementia in 
the community. Challenges with the application of these 
screening tools include the demand for qualified asses-
sors and other implementation resources. Furthermore, 
the accuracy of results in many of these screening tools is 
affected by the cultural background of the participants, 
especially in non- English- speaking countries.14 One plau-
sible way to overcome these limitations is the utilisation of 
a self- administered online cognitive test.

Several computerised cognitive tests have been applied 
to older adults over the past few years. Two examples, the 
Computer- Administered Neuropsychological Screen for 
Mild Cognitive Impairment (CANS- MCI) and the Auto-
matic Neuropsychological Assessment Metrics (ANAM) 
battery, were designed as self- administered screening 
tests for MCI.15 16 However, the longer administration 
time makes them less suitable for screening compared 
with the MMSE, although their self- evaluated formats are 
more suitable for large- scale assessment and research.17 
The MemTrax, another technology- based assessment tool 
for MCI, has improved its administration time. However, 
it only captures episodic memory, which makes it insuf-
ficient to identify subtle impairments at the very early 
stage of cognitive dysfunction.18 As a result, a quick and 
comprehensive cognitive online test to identify individ-
uals with cognitive deficits in the earliest stages of the 
disease has not yet been developed.

This gap in the literature led us to design a time- saving 
and comprehensive cognition assessment tool called the 
Thoven Cognitive Self- Assessment (TCSA). The objective 
of this study was to show the details of this tool as well as 
the validity and reliability of the TCSA.

METHods
study population
Subjects were recruited between November 2020 and 
February 2021 from outpatients at the Shanghai Mental 
Health Center and in the community in Shanghai, China. 
A total of 164 participants were assessed: 13 were excluded, 
and 151 individuals were included in the final analysis. 
Participants were then placed in different groups: an 
MCI group (n=46), a dementia group (n=44) and healthy 
controls (HCs) (n=61). Participants were excluded if 
they withdrew consent (n=4), had depression (n=3) or 
could not understand the instructions or were unable to 
complete the practice run for the assessment (n=6). A 
small sample of participants (n=5 for each group) were 
chosen by simple randomisation to complete the TCSA 
tasks 3 weeks later for test–retest reliability analysis. The 
remaining participants did not take any other tests. The 
flowchart for this study is shown in figure 1. HCs were 
selected by convenience sampling from the commu-
nity. Inclusion criteria for all participants included the 
following: (1) men and women at least 65 years old, 
(2) the ability to speak Chinese, and (3) the ability to 
understand verbal and written directions because the 
touchscreen- based cognitive assessment task involved 

visual- auditory functions. Exclusion criteria included the 
following: (1) psychiatric disorders other than dementia 
or cognitive decline due to traumatic, substance use or 
medical causes; (2) severe visual deficits (such as droopy 
eyelid, cataracts, detached retinas, glaucoma, extremely 
small pupils, etc); and (3) auditory impairments that 
prevented participants from hearing instructions clearly.

Diagnoses of dementia (including Alzheimer’s disease, 
vascular dementia, and mixed dementia) made by geri-
atric psychiatry directors were based on the Diagnostic 
and Statistical Manual of Mental Disorders–Fifth edition 
(DSM- 5)19 criteria; MCI was diagnosed by geriatric 
psychiatrists based on the criteria given by Petersen and 
colleagues,20 including (1) memory concerns, usually 
stated by the patient, preferably corroborated by an infor-
mant; (2) objective memory impairment for age; (3) 
essentially normal general cognitive function as judged 
by the physician; (4) normal activities of daily living as 
judged by the physician; and (5) no dementia. Specific 
neuropsychological cut- off scores were not used to diag-
nose MCI. The assessment included comprehensive 
history, physical examination, functional assessment, 
behavioural scores and depression screening (Geriatric 
Depression Scale (GDS) score greater than 7). Partici-
pants were determined to be HCs if they demonstrated 
no evidence of cognitive decline as compared with their 
baseline cognitive functions on a clinical interview and 
assessment. A detailed medical, social and family history 
was obtained from each participant.

Measures
All participants completed a paper- based cognitive assess-
ment before the touchscreen- based cognitive assessments 
were administered.
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Paper-based cognitive assessments
All participants completed a series of tests including 
the following subtests: the Chinese Version of Montreal 
Cognitive Assessment (C- MoCA), the Mini- Mental State 
Examination (MMSE), the Activities of Daily Living 
(ADL, maximum score of 56)21 and the Clinical Dementia 
Rating scale (CDR).22

The MMSE and C- MoCA were used to determine global 
cognition. Both of them are scored within a range of 0–30 
points (higher scores indicating better function). The 
ADL consists of 14 items assessing the level of physical 
functioning. Scores ranged from 14 to 56, with higher 
scores representing a higher level of independence. The 
CDR assesses the severity of dementia and was used for our 
study. CDR classifies scores as the following: 0 (no cogni-
tive decline), 0.5 (questionable), 1 (mild), 2 (moderate) 
and 3 (severe cognitive decline).

Thoven Cognitive self-Assessment (TCsA)
The TCSA was developed using HTML5 technology and 
adapted to the WeChat mobile application (Shenzhen 
Tencent Computer Systems, Shenzhen, Guangdong, 
China) for self- administration. Data were stored on a 
cloud server (Ali Cloud) located in China and licensed 
from Thoven (Thoven Technology, Shanghai, China).

In the development of TCSA, an item pool of tests 
was constructed from the literature, previous cognitive 
assessment scales and by consulting experts in the field of 
geriatric psychiatry and neurology. The content validity 
was conducted through expert judgement. Two indepen-
dent reviews were carried out by a panel of three experts 
from the fields of psychology, geriatric psychiatry and 
neurology to select tests that were appropriate, accurate 
and interpretable. The acceptance, rejection or modifi-
cation of an item was based on majority opinion. A flow 
chart of the selection process and included modules is 
presented in the online supplemental Figure 1.

The TCSA test consisted of two parts: a primary 
screening section and a secondary screening section. The 
primary screening section was completed in 1–3 min with 
a total score of 11 points. The total score of the secondary 
screening section is 30, and most participants finished it in 
about 9 min (ranging from 8 to 10 min). Five major assess-
ment modules covering nine tasks were developed to assess 
cognition that included the following: (1) working and 
episodic memory tests with the visual, audio and audiovi-
sual examination, which included episodic image recog-
nition, turnover cards and memory gas station, as well 
as an episodic memory recall test called ‘episodic image 
recall’; (2) attention and reaction- time tests including 
Musical Metronome and Shult Grid; (3) examinations of 
calculation; (4) a language test called ‘scratch- off ticket’; 
and (5) orientation to time and place tests. A description 
of all tasks and actions with the outcomes, measures and 
main cognitive functions assessed through these actions is 
shown in the online supplemental Table 1.

To begin, participants touched the Start button on the 
screen to log into the system. Then, they were required 

to provide information, including phone number, name, 
birth date, gender and years of education. Before the 
actual TCSA test was administered, the test was explained 
in detail and a test introduction video was given to partic-
ipants. This included not only the test itself but also the 
instruction and count- down pages to let the participant 
get accustomed to the layout of the site and the initial 
actions needed before the start of the test.

statistical analysis
Statistical analysis was performed using SPSS V.22. 
Normal distributed variables were presented as mean and 
SD. Non- normal distributed variables were presented as 
median and IQR (25% percentile–75% percentile). Sex 
was presented as number (n) and percentage (%). We 
used the analysis of variance (ANOVA), Kruskal- Wallis test 
and χ2 test to make demographic comparisons between 
the three groups. To examine the performance differ-
ences in cognitive tests, neuropsychological tests and 
TCSA scores among the three groups, analysis of covari-
ance was used while adjusting for demographic variables 
that differed statistically among the three groups.

Partial correlation analysis was used to assess correla-
tion between the C- MoCA scores and TCSA scores, while 
controlling for age and years of education. Pairwise 
comparison of receiver operating characteristic (ROC) 
curves tested the equality of two or more ROC areas 
obtained from applying two or more test modalities to the 
same subject. It was calculated to compare the area under 
curve (AUC) of the two screening tests (TCSA vs MMSE).

ROC curves were used to obtain the sensitivity and spec-
ificity of the TCSA to determine whether it can be a useful 
instrument for differentiating (1) patients with MCI from 
HCs, (2) patients with MCI from those with dementia and 
(3) cognitively impaired subjects (patients with MCI and 
dementia) from HCs. The cut- off point was identified as 
the value corresponding to the maximum value of Youd-
en’s index, calculated as (sensitivity+specificity–1). The 
AUC with 95% confidence interval (CI) for the TCSA 
score was used to measure its accuracy to differentiate 
patients with and without cognitive impairment.

Cronbach’s α coefficient reliabilities were calculated 
to analyse the internal consistency of the scale items. 
Cronbach’s alpha values of 0.6 or higher were considered 
acceptable.23 Test–retest reliability was demonstrated by 
measuring the TCSA on two separate occasions (3 weeks 
apart) for a small sample of subjects (n=15) chosen by 
simple randomisation.5 It was evaluated using partial 
correlation analysis. Statistical significance was set at 
p<0.05.

rEsuLTs
demographic and clinical characteristics
There was no significant difference in age or gender 
between the HC group, the MCI group and the dementia 
group, but an educational level difference was found 
between the three groups (F=24.98, p<0.001). The control 

https://dx.doi.org/10.1136/gpsych-2022-100837
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Table 1 Demographics and clinical characteristics of the participants

Patients with MCI
(n=46)

Patients with dementia
(n=44)

HCs
(n=61) χ2/F P value

Clinical demographic data (mean (SD))

Age 73.07 (9.96) 73.30 (8.72) 72.44 (6.07) 0.16 0.857

Years of education 7.58 (5.21) 11.80 (4.52) 13.72 (3.80) 24.98 <0.001

Gender, male, n (%) 22 (47.8) 17 (38.6) 22 (36.1) 4.15 0.386

Global cognitive scales (mean (SD))

C- MoCA score 18.84 (4.97) 10.74 (6.04) 26.09 (2.81) 136.90 <0.001

MMSE score 21.51 (5.61) 14.90 (6.96) 25.35 (5.95) 23.51 <0.001

Functional status (mean (SD))

ADL score 16.00 (3.54) 19.12 (8.68) 14.13 (0.52) 3.35 0.042

CDR score 0.52 (0.10) 1.61 (0.52) 0.00 (0.00) 497.24 <0.001

Gender was calculated by χ2 test, statistic value: χ2. Others were calculated by ANCOVA, analysis of covariance, statistic value: F.
All values, except gender, are expressed as mean (SD).
ADL, Activities of Daily Living; CDR, Clinical Dementia Rating scale; C- MoCA, Chinese Version of Montreal Cognitive Assessment; HCs, 
healthy controls; MCI, mild cognitive impairment; MMSE, Mini- Mental State Examination.

Figure 2 Thoven Cognitive Self- Assessment test total 
scores for MCI, dementia and HC groups. Data are expressed 
as mean (SD). Significance levels are indicated on the upper 
portion of the figure (*p<0.05, **p<0.01). MCI, mild cognitive 
impairment; HCs, healthy controls.

group had a significantly higher mean (SD) MMSE scores 
(25.35 (5.95) vs 21.51 (5.61) vs 14.90 (6.96), F=23.51, 
p<0.001) and C- MoCA scores (26.09 (2.81) vs 18.84 (4.97) 
vs 10.74 (6.04), F=136.90, p<0.001) than the MCI group 
and the dementia group. The control group also showed 
significantly lower ADL and CDR scores (table 1).

discriminant validity: between-group differences on test 
parameters
The HC group showed significantly higher mean primary 
screening task scores (8.58 (1.76) vs 5.40 (2.67) vs 2.74 
(2.11), F=75.40, p<0.001) and secondary screening task 
scores (23.02 (3.31) vs 17.95 (4.93) vs 11.93 (5.50), 
F=76.46, p<0.001) than the MCI or dementia groups, as 
shown in figure 2.

As shown in table 2, the one- way ANOVA tests yielded a 
significant difference in the score for different cognitive 
domains among the three groups. There was no signif-
icant difference found for working memory (Z=3.11, 
p=0.211) among the groups. TCSA was found to be more 
sensitive than the MMSE in discriminating MCI from HC, 
as reflected by the AUC scores. The AUC for the TCSApri-

mary task was found to be superior to the MMSE, in differen-
tiating MCI from HC, irrespective of the educational level 
(over or under 12 years) of subjects.24 The TCSAsecondary task 
performance over the MMSE was more evident for older 
adults who had over 12 years of formal education, with 
an AUC of 0.759 (95% CI: 0.56 to 0.96) vs 0.685 (95% CI: 
0.46 to 0.91).

Internal consistency was assessed using the Cronbach’s 
α coefficient. The Cronbach’s α of 0.88 suggests relatively 
high internal consistency.

Concurrent validity and test–retest reliability
Concurrent validity was evaluated by presenting the 
partial correlation coefficient with age and years of 
education as the control factors between TCSA subtests 
and the C- MoCA scores. Memory and language factors 
were moderately correlated with scores from paper- based 
tests which ranged from 0.41 to 0.49 (p<0.001). The 
factors that measured attention and orientation were 
strongly correlated with the C- MoCA test results (r=0.74 
and 0.87 respectively, p<0.001). The correlation coeffi-
cient between TCSA and C- MoCA total scores was 0.87 
(p<0.001) (online supplemental Table 2).

Test–retest reliability was demonstrated by measuring 
the total scores of the TCSA primary and secondary 
tests on two separate occasions among a small sample of 
subjects (five dementia patients, five MCI patients and 
five HCs) 3 weeks apart. Pearson’s correlation coefficient 

https://dx.doi.org/10.1136/gpsych-2022-100837
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Table 2 TCSA subtests: mean scores by diagnosis, and AUC scores for MMSE and TCSA for differentiating HC from MCI by 
education

Items
MCI
(n=46)

Dementia
(n=44)

HC
(n=61) Z P value

Primary screening task (median (IQR))

Episodic image recognition (6) 2 (0–4) 0 (0–0) 5 (3–5) 62.93 <0.001

Shult Grid (3) 3 (2–3) 2 (1–3) 3 (3–3) 29.88 <0.001

Episodic image recall (2) 1 (0–1) 0 (0–1) 2 (1–2) 36.68 <0.001

Secondary screening task (median (IQR))

Language (6) 2 (0–4) 0 (0–0) 4 (3–5) 67.43 <0.001

Orientation (5) 5 (4–5) 2 (1–4) 5 (4–5) 58.96 <0.001

Calculation (5) 5 (4–5) 5 (3–5) 5 (5–5) 10.85 <0.001

Short- term memory (5) 1 (0.3–2) 1 (0–1.8) 2 (1–4) 33.32 <0.001

Attention (5) 4 (2–4) 3 (1–3) 5 (4–5) 51.17 <0.001

Working memory (2) 1 (0–1) 1 (0–1) 1 (0–2) 3.11 0.211

Naming (2) 2 (1–2) 2 (1–2) 2 (2–2) 11.08 <0.001

Group (MCI and HC, n=107) Screening variables Area under curve
(95% CI)

P value

Education <12 years, n=48 MMSE total score 0.660 (0.38 to 0.94) 0.202

TCSAprimary task total score 0.757 (0.57 to 0.94) 0.040

TCSAsecondary task total score 0.637 (0.43 to 0.85) 0.274

Education >=12 years, n=59 MMSE total score 0.685 (0.46 to 0.91) 0.109

TCSAprimary task total score 0.778 (0.59 to 0.96) 0.016

TCSAsecondary task total score 0.759 (0.56 to 0.96) 0.025

Task scores were calculated by Kruskal- Wallis test, statistic value: Z.
Values are means (SD) or medians (IQR); the score of each task shown in the column after the name of the test.
AUC, area under curve; HC, healthy control; MCI, mild cognitive impairment; MMSE, Mini- Mental State Examination; TCSA, Thoven Cognitive 
Self- Assessment.

showed good test–retest correlation for primary (r=0.85) 
and secondary tasks (r=0.88).

discriminant validity: roC
The results of the ROC analyses, which assessed the ability 
of TCSA to discriminate between HC and MCI groups, 
and between MCI and dementia groups, are presented 
in figure 3.

For the primary task, to distinguish MCI participants 
from healthy older adults, the area under the curve 
(AUC) was found to be 0.813 (95% CI: 0.71 to 0.92). A 
cut- off value of TCSAprimary task of 7.5 (a phonemic advan-
tage) indicated 71.4% specificity, 82.5% sensitivity, 71.1% 
positive predictive values (PPV) and 82.4% negative 
predictive values (NPV). To distinguish MCI subjects 
from patients with dementia, the AUC was found to be 
0.873 (95% CI: 0.79 to 0.95). An optimal statistical cut- 
off of TCSAprimary task was achieved at 3.5 (85.7% sensitivity, 
73.2% specificity, 73.3% PPV, 83.8% NPV). To distinguish 
cognitive impairment participants (MCI+dementia) from 
HCs, the AUC was found to be 0.937 (95% CI: 0.90 to 
0.98). An optimal statistical TCSAprimary task cut- off score was 
achieved at 4.5 (85.3% sensitivity, 85.4% specificity, 83.1% 
PPV, 88.4% NPV) as shown in figure 3A.

For the secondary task scores, to distinguish MCI partic-
ipants from healthy older adults, the AUC was found to 
be 0.809 (95% CI: 0.70 to 0.91). An optimal statistical cut- 
off value of TCSAsecondary task was achieved at 22.5 (75.0% 
sensitivity, 71.4% specificity, 72.0% PPV, 75.9% NPV). To 
distinguish MCI subjects from patients with dementia, the 
AUC was found to be 0.878 (95% CI: 0.80 to 0.96). An 
ideal statistical TCSAsecondary task cut- off was achieved at 14.5 
(89.3% sensitivity, 63.4% specificity, 77.6% PPV, 81.3% 
NPV). To distinguish cognitive impairment participants 
(MCI+dementia) from HCs, the AUC was found to be 
0.942 (95% CI: 0.90 to 0.98). An optimal cut- off TCSAsec-

ondary task score was 18.5 (82.4% sensitivity, 95.1% specificity, 
97.6% PPV, 73.8% NPV) as shown in figure 3B.

dIsCussIon
Main findings
The current study demonstrated a newly developed 
two- step progressive touchscreen- based cognitive assess-
ment tool called the TCSA and investigated its validity 
and accuracy for the early detection of cognitive impair-
ment in older adults. Overall, the TCSA showed good 
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Figure 3 ROC curves for the TCSA scores. (A) Receiver 
operating characteristic curve for the cognitive screening 
tool to discriminate between the (1) MCI and HC groups, 
(2) MCI and dementia groups, and (3) cognitive impairment 
(MCI+dementia) and HC groups through the primary 
screening total score. (B) Receiver operating characteristic 
curve for the cognitive screening tool to discriminate between 
the (1) MCI and HC groups, (2) MCI and dementia groups, (3) 
cognitive impairment (MCI+dementia) and HC groups through 
the secondary screening total score. HC, healthy control; 
MCI, mild cognitive impairment; ROC, receiver operating 
characteristic; TCSA, Thoven Cognitive Self- Assessment.

discriminant validity in distinguishing participants with 
cognitive impairment from healthy controls. We found 
evidence that the touchscreen- based cognitive test prob-
ably had better discriminant validity than the MMSE in 
participants with higher education levels. The results 
of the ROC analyses indicated that the two tasks of the 
TCSA to measure cognition had discriminant validity, 
respectively. This brief and comprehensive cognitive test 
is feasible and suitable for screening patients with cogni-
tive impairment in the Chinese community.

Numerous attempts have been made to develop cogni-
tive function tests based on a touchscreen battery.25–28 
Such tests can be carried out at home without an exam-
iner and data can be stored digitally and simultaneously 
in the computer during testing. However, there are 
several disadvantages associated with using a computer. 
First, previous assessment tools did not offer tailored 
questions to participants depending on their cognitive 

status. Second, several tablet- based tests only measure 
some specific cognition features, such as attention tests 
or memory tests.29 30 Third, longer administration time 
makes it less suitable for older people.16 In the present 
study, the TCSA consisted of two parts: TCSAprimary task and 
TCSAsecondary task. The primary (taking about 1–3 min to 
complete) and secondary screening tasks (taking about 
8–10 min to complete) were conducted on a mobile 
phone that automatically executes the test.

The TCSAprimary task is similar to a widely used screening 
tool called the Mini- Cog that needs 3–5 min to finish. 
However, the questions on the Mini- Cog may be too 
simple for MCI patients, which can easily lead to a ‘ceiling 
effect’. One meta- analysis study found that the Mini- Cog 
had a sensitivity of 63.4% and a specificity of 65.4% in 
distinguishing MCI.31 In this study, the TCSAprimary task 
had a sensitivity of 82.5% and a specificity of 71.4% for 
MCI, with a score cut- off of 7.5 indicating significant 
impairment. Although it is not definitive to conclude the 
TCSAprimary task is better than the Mini- Cog given different 
study samples used, the TCSA does offer an alternative 
tool, that is, short and easy to access, for MCI screening. 
The TCSAsecondary task was shorter than the time needed to 
complete the MMSE or C- MoCA. Previous studies suggest 
the MMSE had a sensitivity of 0.62 (95% CI: 0.52 to 0.71) 
and a specificity of 0.87 (95% CI: 0.80 to 0.92) for MCI.32 
In this study, AUC values for the MMSE in differenti-
ating MCI from HC were 0.660 and 0.685, respectively, 
for those with a 12- year education or longer and those 
with less than 12 years of education. The total scores of 
secondary tasks and touch screen- based cognitive assess-
ment tool (CAT) showed better accuracy than the MMSE 
in differentiating MCI from HC. However, comparing 
the TCSA to the MMSE, which are not gold standards for 
diagnosing MCI or dementia, subjects with MCI showed 
lower education levels which may also have created bias.

Our method successfully distinguished subjects with 
MCI from HCs and patients with dementia, with AUCs of 
0.813 and 0.873. Both the TCSAprimary task and TCSAsecondary 

task could differentiate MCI from dementia and HCs. In 
order to shorten the tests used to identify MCI, we recom-
mend using the TCSAprimary task to distinguish them from 
HCs. Then, participants with who met the threshold for 
cognitive impairment in TCSAprimary task were prompted to 
take the TCSAsecondary task to receive a more in- depth assess-
ment. Therefore, TCSA has the advantage that it can 
provide comprehensive cognitive assessment and is able 
to shorten the tests used to identify probable cognitive 
impairment.

In the present study, all older participants recruited 
completed the whole task and there were no dropouts or 
immediate adverse effects being reported. Participants 
in this study reported that taking the MMSE was boring 
like taking an examination, while the TCSA was more 
fun, like playing a game. Although our application did 
provide examples and an introduction video for first time 
users, elderly participants still had difficulty in finding 
important buttons (eg, ‘next step’ and ‘cancel’). For that, 
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we suggest that large font, clear buttons and high- contrast 
texts are needed, and that caregivers can also help.

There was a significant correlation between the 
touchscreen- based subtests and paper- based tests, namely, 
the C- MoCA. The C- MoCA is considered a valid means of 
screening for MCI and dementia,33 34 despite the different 
testing platforms. The TCSA is also comprised of several 
subdomains, such as attention, and orientation to time 
and space, which are also found to be related to C- MoCA 
score. The total score of the TCSAsecondary task had the 
highest correlation coefficient (0.87), supporting high 
concurrent validity of the total score with the C- MoCA. 
Because of this, the TCSA should also be considered 
valid. Furthermore, based on the results of our test–retest 
results, the TCSA is a stable test that is not affected by 
learning effect. These findings offer promise that the 
TCSA can be used to augment clinical diagnostic assess-
ments. It still needs to be noted that the TCSA is only a 
screening test to indicate the possible presence of cogni-
tive impairment, not a diagnostic tool or measurement of 
cognitive dysfunction.

Limitations
This study also had several limitations. First, the sample 
size was small in this feasibility study. Second, the MCI 
group was heterogeneous. The diagnosis of MCI can be 
quite challenging and needs more comprehensive neuro-
psychological assessments. It may have created bias in 
MCI participants with low levels of education. Third, the 
cross- sectional design of the study also limits the gener-
alisability of our findings. Further studies are needed to 
increase the statistical power by using large and multisite 
samples, testing the effectiveness of the TCSA in differen-
tiating between HCs, patients with different MCI subtypes 
and patients with various neurodegenerative diseases. 
Future studies should also assess the TCSA at different 
time points in a normal ageing population and those with 
dementia of differing severity.

Implications
In conclusion, this study demonstrated that the TCSA 
is an easily self- administered screening tool for early 
cognitive impairment. In addition to its validity and reli-
ability, it is easy to use and time- saving. The novel two- 
step screening model adapted in the TCSA allows rapid 
screening among healthy people and a more compre-
hensive assessment of those at risk for dementia. A more 
comprehensive range of tests would be incorporated in 
the next phase to improve the precision of this cognitive 
function measurement.

Author affiliations
1Department of Geriatric Psychiatry, Shanghai Mental Health Center, Shanghai Jiao 
Tong University School of Medicine, Shanghai, China
2School of Social Work, Michigan State University, East Lansing, Michigan, USA
3Department of Psychiatry, Shanghai Changning Mental Health Center, Shanghai, 
China
4Department of Psychiatry, Shanghai Mental Health Center, Shanghai Jiao Tong 
University School of Medicine, Shanghai, China

Acknowledgements We would like to thank Yijie Du and Yi Zhang, from the 
Shanghai Thoven Intelligent Technology Co., Ltd, for providing free full versions of 
the TCSA tool and their contribution.

Contributors JN and YY contributed equally to this paper. XL, LS and KJ shared 
joint correspondence in this work. JN performed statistical analysis and drafted 
the main manuscript text. YY, YG,WJ, AA and JY acquired the data. LRP and 
FS performed data analysis and interpretation. XL, LS and KJ were involved in 
study conception, participated in design and coordination, and helped to draft 
the manuscript. All the authors helped to draft the manuscript and gave critical 
comments. All the authors are acknowledged.

Funding This study was funded by Key R&D Program of China (Grant number: 
2017YFC1310500). Shanghai Municipal Health Commission project (Grant number: 
202040500), Shanghai public health projects (Grant number: GWV- 9.2).The 
funding sources had no role in the design and conduct of the study; collection, 
management, analysis, and interpretation of the data; preparation, review, or 
approval of the manuscript; and decision to submit the manuscript for publication.

Competing interests All authors declare no conflict of interest.

Patient consent for publication Consent obtained from parent(s)/guardian(s).

Ethics approval The protocol was approved by the Shanghai Mental Health Center 
ethical standards committe（No. 2019- 70). Participants gave informed consent to 
participate in the study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

data availability statement Data are available upon reasonable request.

supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

orCId id
Jing Nie http://orcid.org/0000-0002-9102-2488

rEFErEnCEs
 1 Livingston G, Sommerlad A, Orgeta V, et al. Dementia prevention, 

intervention, and care. Lancet 2017;390:2673–734. 
 2 Ren R, Qi J, Lin S, et al. The China Alzheimer report 2022. Gen 

Psychiatr 2022;35:e100751. 
 3 Tisher A, Salardini A. A comprehensive update on treatment of 

dementia. Semin Neurol 2019;39:167–78. 
 4 Norton S, Matthews FE, Barnes DE, et al. Potential for primary 

prevention of Alzheimer’s disease: an analysis of population- based 
data. Lancet Neurol 2014;13:788–94. 

 5 Frisoni GB, Boccardi M, Barkhof F, et al. Strategic roadmap for an 
early diagnosis of Alzheimer’s disease based on biomarkers. Lancet 
Neurol 2017;16:661–76. 

 6 Qiu J, Zhao L, Xiao S, et al. Efficacy of comprehensive cognitive 
health management for Shanghai community older adults with mild 
cognitive impairment. Gen Psychiatr 2022;35:e100532. 

 7 Dickerson BC, Sperling RA, Hyman BT, et al. Clinical prediction of 
Alzheimer disease dementia across the spectrum of mild cognitive 
impairment. Arch Gen Psychiatry 2007;64:1443–50. 

 8 Nie J, Fang Y, Chen Y, et al. Characteristics of dysregulated 
proinflammatory cytokines and cognitive dysfunction in late- life 
depression and amnestic mild cognitive impairment. Front Immunol 
2021;12:803633. 

 9 Li X, Dai J, Zhao S, et al. Comparison of the value of Mini- Cog 
and MMSE screening in the rapid identification of Chinese 
outpatients with mild cognitive impairment. Medicine (Baltimore) 
2018;97:e10966. 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-9102-2488
http://dx.doi.org/10.1016/S0140-6736(17)31363-6
http://dx.doi.org/10.1136/gpsych-2022-100751
http://dx.doi.org/10.1136/gpsych-2022-100751
http://dx.doi.org/10.1055/s-0039-1683408
http://dx.doi.org/10.1016/S1474-4422(14)70136-X
http://dx.doi.org/10.1016/S1474-4422(17)30159-X
http://dx.doi.org/10.1016/S1474-4422(17)30159-X
http://dx.doi.org/10.1136/gpsych-2021-100532
http://dx.doi.org/10.1001/archpsyc.64.12.1443
http://dx.doi.org/10.3389/fimmu.2021.803633
http://dx.doi.org/10.1097/MD.0000000000010966


8 Nie J, et al. General Psychiatry 2023;36:e100837. doi:10.1136/gpsych-2022-100837

General Psychiatry

Jing Nie is a PhD student in the Department of Geriatric Psychiatry at the Shanghai Mental Health Center, 
Shanghai Jiao Tong University School of Medicine in China. She obtained a bachelor’s degree in clinical 
medicine from the Xuzhou Medical College and a master’s degree from Shanghai Jiao Tong University, China 
in 2020. Her main research interests include the longitudinal study on cognitively impaired/demented elderly 
adults.

 10 Nasreddine ZS, Phillips NA, Bédirian V, et al. The Montreal cognitive 
assessment, MoCA: a brief screening tool for mild cognitive 
impairment. J Am Geriatr Soc 2005;53:695–9. 

 11 Borson S, Scanlan JM, Chen P, et al. The Mini- Cog as a screen for 
dementia: validation in a population- based sample. J Am Geriatr Soc 
2003;51:1451–4. 

 12 Brodaty H, Kemp NM, Low L- F. Characteristics of the GPCOG, a 
screening tool for cognitive impairment. Int J Geriatr Psychiatry 
2004;19:870–4. 

 13 Mendiondo MS, Ashford JW, Kryscio RJ, et al. Designing a brief 
Alzheimer screen (BAS). J Alzheimers Dis 2003;5:391–8. 

 14 Abd Razak MA, Ahmad NA, Chan YY, et al. Validity of screening 
tools for dementia and mild cognitive impairment among the 
elderly in primary health care: a systematic review. Public Health 
2019;169:84–92. 

 15 Zygouris S, Tsolaki M. Computerized cognitive testing for older 
adults: a review. Am J Alzheimers Dis Other Demen 2015;30:13–28. 

 16 Levinson D, Reeves D, Watson J, et al. Automated 
neuropsychological assessment metrics (anam) measures of 
cognitive effects of Alzheimer’s disease. Arch Clin Neuropsychol 
2005;20:403–8. 

 17 Ahmed S, de Jager C, Wilcock G. A comparison of screening tools 
for the assessment of mild cognitive impairment: preliminary findings. 
Neurocase 2012;18:336–51. 

 18 Ashford JW, Tarpin- Bernard F, Ashford CB, et al. A computerized 
continuous- recognition task for measurement of episodic memory. J 
Alzheimers Dis 2019;69:385–99. 

 19 Battle DE. Diagnostic and statistical manual of mental disorders 
(DSM). Codas 2013;25:191–2. 

 20 Petersen RC, Parisi JE, Dickson DW, et al. Neuropathologic features 
of amnestic mild cognitive impairment. Arch Neurol 2006;63:665–72. 

 21 Lim Y- H, Baek Y, Kang SJ, et al. Clinical application of the 
experimental ADL test for patients with cognitive impairment: pilot 
study. Sci Rep 2021;11:356. 

 22 O’Bryant SE, Waring SC, Cullum CM, et al. Staging dementia using 
Clinical Dementia Rating Scale Sum of Boxes scores: a texas 
Alzheimer’s research consortium study. Arch Neurol 2008;65:1091–5. 

 23 Cronbach LJ. Coefficient alpha and the internal structure of tests. 
Psychometrika 1951;16:297–334. 

 24 O’Caoimh R, Gao Y, Gallagher PF, et al. Which part of the Quick mild 
cognitive impairment screen (Qmci) discriminates between normal 
cognition, mild cognitive impairment and dementia? Age Ageing 
2013;42:324–30. 

 25 Aslam RW, Bates V, Dundar Y, et al. A systematic review of the 
diagnostic accuracy of automated tests for cognitive impairment. Int 
J Geriatr Psychiatry 2018;33:561–75. 

 26 Takechi H, Yoshino H. Usefulness of CogEvo, a computerized 
cognitive assessment and training tool, for distinguishing patients 
with mild alzheimer’s disease and mild cognitive impairment 
from cognitively normal older people. Geriatr Gerontol Int 
2021;21:192–6. 

 27 Huang Y- P, Singh A, Chen S, et al. Validity of a novel touch screen 
tablet- based assessment for mild cognitive impairment and probable 
AD in older adults. Assessment 2019;26:1540–53. 

 28 Bissig D, Kaye J, Erten- Lyons D. Validation of SATURN, a free, 
electronic, self- administered cognitive screening test. Alzheimers 
Dement (N Y) 2020;6:e12116. 

 29 Ruano L, Sousa A, Severo M, et al. Development of a self- 
administered web- based test for longitudinal cognitive assessment. 
Sci Rep 2016;6:19114. 

 30 Liu X, Chen X, Zhou X, et al. Validity of the memtrax memory test 
compared to the Montreal Cognitive Assessment in the detection of 
mild cognitive impairment and dementia due to Alzheimer’s disease 
in a Chinese cohort. J Alzheimers Dis 2021;80:1257–67. 

 31 Mitchell AJ. A meta- analysis of the accuracy of the mini- mental 
state examination in the detection of dementia and mild cognitive 
impairment. J Psychiatr Res 2009;43:411–31. 

 32 Norris D, Clark MS, Shipley S. The mental status examination. Am 
Fam Physician 2016;94:635–41.

 33 De Roeck EE, De Deyn PP, Dierckx E, et al. Brief cognitive screening 
instruments for early detection of Alzheimer’s disease: a systematic 
review. Alzheimers Res Ther 2019;11:21. 

 34 Jia X, Wang Z, Huang F, et al. A comparison of the Mini- Mental 
State Examination (MMSE) with the Montreal Cognitive Assessment 
(MoCA) for mild cognitive impairment screening in Chinese middle- 
aged and older population: A cross- sectional study. BMC Psychiatry 
2021;21:485. 

http://dx.doi.org/10.1111/j.1532-5415.2005.53221.x
http://dx.doi.org/10.1046/j.1532-5415.2003.51465.x
http://dx.doi.org/10.1002/gps.1167
http://dx.doi.org/10.3233/jad-2003-5506
http://dx.doi.org/10.1016/j.puhe.2019.01.001
http://dx.doi.org/10.1177/1533317514522852
http://dx.doi.org/10.1016/j.acn.2004.09.001
http://dx.doi.org/10.1080/13554794.2011.608365
http://dx.doi.org/10.3233/JAD-190167
http://dx.doi.org/10.3233/JAD-190167
http://dx.doi.org/10.1590/s2317-17822013000200017
http://dx.doi.org/10.1001/archneur.63.5.665
http://dx.doi.org/10.1038/s41598-020-78289-z
http://dx.doi.org/10.1001/archneur.65.8.1091
http://dx.doi.org/10.1007/BF02310555
http://dx.doi.org/10.1093/ageing/aft044
http://dx.doi.org/10.1002/gps.4852
http://dx.doi.org/10.1002/gps.4852
http://dx.doi.org/10.1111/ggi.14110
http://dx.doi.org/10.1177/1073191117748395
http://dx.doi.org/10.1002/trc2.12116
http://dx.doi.org/10.1002/trc2.12116
http://dx.doi.org/10.1038/srep19114
http://dx.doi.org/10.3233/JAD-200936
http://dx.doi.org/10.1016/j.jpsychires.2008.04.014
http://dx.doi.org/10.1186/s13195-019-0474-3
http://dx.doi.org/10.1186/s12888-021-03495-6

	Newly self-­administered two-­step tool for screening cognitive function in an ageing Chinese population: an exploratory cross-­sectional study
	Abstract
	﻿Introduction﻿﻿﻿
	Methods
	Study population
	Measures
	Paper-based cognitive assessments
	Thoven Cognitive Self-Assessment (TCSA)
	Statistical analysis

	Results
	Demographic and clinical characteristics
	Discriminant validity: between-group differences on test parameters
	Concurrent validity and test–retest reliability
	Discriminant validity: ROC

	Discussion
	Main findings
	Limitations
	Implications

	References


