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Abstract
Background and purpose: The aims of this study were to examine the psychometric prop-
erties of the Brief Assessment of Impaired Cognition (BASIC) case- finding instrument 
in clinical settings focusing on (i) test– retest reliability, (ii) the discriminative validity of 
BASIC and its components for identification of Alzheimer disease (AD) dementia and 
non- AD dementia, and (iii) the association of expert clinical rating of cognitive status with 
BASIC performance.
Methods: The test– retest reliability analysis was based on a sample of general practice 
patients (n = 59) retested with a mean interval of 19 days. Discriminative validity analyses 
and analysis of the association of cognitive status with BASIC performance were based 
on data from the primary validation study of BASIC in memory clinics.
Results: The test– retest reliability of BASIC was high (r = 0.861). No significant difference 
in discriminative validity was found for identification of AD dementia (sensitivity = 0.99, 
specificity = 0.98) and non- AD dementia (sensitivity = 0.90, specificity = 0.98). All com-
ponents of BASIC contributed to the high discriminative validity of both AD and non- AD 
dementia. BASIC performance was significantly correlated with expert clinical rating of 
the cognitive status of patients. A crude staging model for cognitive status using BASIC 
score intervals had superior classification accuracy (70%) compared to a Mini- Mental 
State Examination (MMSE) score range- based model (58% accuracy).
Conclusions: BASIC is a reliable and valid case- finding instrument for AD dementia and 
non- AD dementia in clinical settings. BASIC performance is significantly associated with 
the degree of cognitive impairment, and BASIC seems to be superior to MMSE for staging 
of impairment.
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INTRODUC TION

The projected increase in prevalence of dementia [1] and the pros-
pect of possible mechanism- based treatments for Alzheimer disease 
(AD) [2] accentuate the need for accurate and quick case- finding in-
struments for the identification of patients with possible dementia 
in general practice (GP) and other clinical settings. Currently used 
brief cognitive tests such as the Mini- Mental State Examination 
(MMSE) or Montreal Cognitive Assessment (MoCA) are both signifi-
cantly influenced by sociodemographic factors, thus complicating 
their application in clinical practice, as test performance should be 
individually adjusted for education and age [3, 4]. A further limitation 
of the MMSE is its low sensitivity for mild dementia [5] and lack of 
sensitivity for mild cognitive impairment (MCI) [6]. Despite these lim-
itations, the MMSE is widely used for monitoring cognitive decline in 
patients with dementia. The Brief Assessment of Impaired Cognition 
(BASIC) case- finding instrument integrates brief cognitive assess-
ment with self- report and informant report and can be easily admin-
istered in approximately 5 min. In a primary validation study, BASIC 
was found to have high discriminative validity for both dementia [7] 
and MCI [8]. In contrast to MMSE and MoCA, BASIC was found to 
be unaffected by education, and the impact of age and gender was 
too small to necessitate adjustment of performance. Subsequently, 
supportive results regarding the reliability and validity of BASIC 
have been reported [9]. An additional advantage of BASIC is that 
it does not include many questions related to cultural values but 
mainly includes common questions about daily life [9]. BASIC has 
been translated into English and Mandarin Chinese without need for 
any cultural adaptions [9], and translation into other major European 
languages is pending.

The aim of the present study was to further examine the psycho-
metric properties of BASIC focusing on (i) the test– retest reliability 
of BASIC and its components, (ii) the discriminative validity of BASIC 
and its components for identification of subgroups of dementia, and 
(iii) the association of expert clinical rating of cognitive status with 
BASIC performance.

METHODS

BASIC was developed as a brief, efficient, and valid case- finding in-
strument for dementia and cognitive impairment in clinical settings. 
BASIC consists of four components: (i) Self- Report (range = 0– 6 
points), (ii) Supermarket Fluency (range = 0– 5 points by interval scor-
ing), (iii) Category Cued Memory Test (CCMT; range = 0– 8 points), 
and (iv) Informant Report (range = 0– 6 points). The total BASIC 
score is obtained by summing the scores of the four components 
into a composite score (range = 0– 25 points). According to previous 
validation studies [7, 8], a cutoff score of 19/20 provides optimal dis-
crimination between patients with dementia and sociodemographi-
cally matched control participants, and 21/22 between patients with 
MCI and control participants. All patients were tested at the time of 
admission to a memory clinic but prior to diagnosis. Expert clinical 

diagnosis was established some weeks after admission and used as 
gold standard in the discriminative validity analyses.

Study participants

The participants for the present study were recruited from a GP set-
ting and from a memory clinic setting (Table 1).

The study was carried out in accordance with the Code of Ethics 
of the World Medical Association Declaration of Helsinki for exper-
iments involving humans (reference nos. 20034442 and 17026283) 
and approved by the Danish Data Protection Agency (P- 2020- 685 
and RH- 2018- 34). Ethical approval by the institutional review board 
was not relevant in this study, as the intervention was too limited 
to qualify as a health science research project as defined in the 
committee act. Written informed consent was obtained from all 
participants.

Test– retest reliability

Data for the test– retest reliability analysis were collected in five 
GP clinics in the Capital Region of Denmark as part of an ongoing 
validation study of BASIC and the BASIC Questionnaire (BASIC- Q) 
[8] in a GP setting. A prestudy power calculation [10] indicated 
that ≥35 participants with cognitive impairment should be in-
cluded to assess the discriminative validity of BASIC, so an age 
limit of ≥70 years was chosen to ensure a sufficient proportion of 
participants with cognitive impairment. Two hundred seventy- five 
primary care patients were enrolled between September 2021 
and October 2022, 59 of whom were included in the test– retest 
analysis.

Inclusion criteria for primary care patients were age ≥ 70 years 
and being fluent in Danish. We excluded patients not fluent in 
Danish, patients with impaired eyesight or hearing invalidating as-
sessment, and patients with a prior diagnosis of dementia, but some 
of the included patients had subjective memory complaints. BASIC 
was administered to patients by trained GP medical doctors and 
nurses. Two to 4 weeks after the first assessment, BASIC was ad-
ministered again by a trained study nurse in the same GP clinic. The 
temporal distance between first and second assessment was prag-
matically determined by the time it took the study nurse to contact 
the patient and set up a meeting. The first assessment included only 
BASIC and BASIC- Q, and the second assessment also included a 
comprehensive neuropsychological test battery.

Discriminative validity for dementia subgroups

Data for the examination of the discriminative validity for dementia 
subgroups were derived from the primary validation study of BASIC 
in five Danish memory clinics, involving a clinical sample of patients 
referred from general practice for diagnostic evaluation (n = 293) 
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and a control sample recruited among participating patients' rela-
tives and volunteers from ongoing research projects at the involved 
memory clinics (n = 135) [7]. As previously described, we selected 
sociodemographically matched dementia (n = 122) and control sam-
ples (n = 109) from larger samples to minimize the possible impact of 
sociodemographic variables on the discriminative validity analyses. 
After further exclusion of five patients with mixed dementia, the 
dementia sample was split into an AD dementia subsample (n = 67) 
and a non- AD dementia subsample (n = 50) consisting of patients 
with vascular dementia (n = 19), Lewy body dementia (n = 8), fronto-
temporal dementia (n = 8), dementia not otherwise specified (n = 5), 
Parkinson disease dementia (n = 4), alcohol- related dementia (n = 3), 
and other causes of dementia (n = 3; Table 1). Diagnosis was based on 
an extensive diagnostic workup including clinical assessments, labo-
ratory tests, structural neuroimaging, and additional investigations 
as previously described [7]. AD dementia was diagnosed according 
to the National Institute of Aging and Alzheimer's Association work-
group criteria [11], and clinical research criteria were used for spe-
cific subgroups of non- AD dementia disorders [12– 15].

Association of clinical rating of cognitive status with 
BASIC performance

Data for the analysis of the association of clinical rating of cognitive 
status with BASIC performance were also derived from the primary 
validation study of BASIC in Danish memory clinics. The cognitive 
status of the patients was assessed and categorized by senior spe-
cialists in neurology, psychiatry, or geriatrics at the involved memory 
clinics at the time of diagnosis and recorded in the Danish Quality 
Database for Dementia (DANDEM) [16]. Dementia was categorized 
as mild, moderate, or severe according to International Classification 
of Diseases, 10th Revision criteria [17]. DANDEM was established 
in January 2016 to monitor and improve the quality of diagnosis for 
patients referred to memory clinics in the Danish secondary health 
care sector for diagnostic evaluation of dementia. The specialists 
categorizing the cognitive status of the patients were blinded to 

their BASIC results, but not to MMSE performance. In DANDEM, 
178 patients with dementia and 36 patients with MCI from the pri-
mary validation study could be identified (Table 1). As only six pa-
tients were classified in the "severe dementia" category, a combined 
"moderate to severe dementia" category was established. To extend 
the range of cognitive status, the full control sample from the pri-
mary validation study was included in the analysis. Thus, the analysis 
of the association of clinical rating of cognitive status with BASIC 
performance was based on four groups of participants: (i) control 
participants (n = 135), (ii) MCI (n = 36), (iii) mild dementia (n = 105), 
and (iv) moderate to severe dementia (n = 73).

Data analysis

Test– retest reliability and the association of BASIC performance 
with clinical rating of cognitive status were evaluated using the 
Pearson product– moment correlation coefficient. Effect sizes were 
calculated as Hedges g [18] with the assistance of an online Excel 
worksheet (www.cem.org/effec t- size- calcu lator). Effect sizes of 
0.2– 0.5 were considered small, >0.5– 0.8 were considered medium, 
and effect sizes > 0.8 were considered large. Discriminative valid-
ity was assessed by calculating sensitivity and specificity using the 
cutoff score of 19/20 on the BASIC previously found to provide 
optimal discrimination between patients with dementia and control 
participants [7], and using the clinical diagnoses of AD dementia and 
non- AD dementias as gold standard. Receiver operating character-
istic (ROC) curves for BASIC and its components discriminating (i) 
between patients with AD dementia and control subjects, and (ii) 
between patients with non- AD dementia and control subjects were 
constructed, and the areas under the curve (AUCs) were calculated 
and compared. Online clinical research calculators (www.vassa 
rstats.net) were used to calculate 95% confidence intervals (CIs) for 
sensitivity and specificity and for the comparison of the AUCs de-
rived from two independent samples using the approach by Hanley 
and McNeil [19]. The diagnostic classification performance of BASIC 
and its components was further estimated by calculating odds ratios 

TA B L E  1  Participant characteristics

Analysis Participants Age, years Female/male

Test– retest reliability General practice patients, n = 59 78.3 (5.60) 31/28

Discriminative validity for dementia subgroups AD dementia, n = 67a 76.9 (4.74) 46/21

Non- AD dementia, n = 50a 75.2 (5.09) 21/29

Matched controls, n = 109b 75.1 (4.84) 65/44

Association of cognitive status with BASIC 
performance [DANDEM]

Full control sample, n = 135c 73.6 (5.41) 87/48

Mild cognitive impairment, n = 36 74.3 (4.77) 9/27

Dementia, n = 178d 79.0 (6.30) 96/82

Note: Age is reported as mean (SD). Data for the test– retest reliability analysis were collected in 2021– 2022. All other data were collected in 
2018– 2019.
The AD dementia and non- AD dementia samplesa are subsets of the dementia sample.d

The sociodemographically matched control sampleb is a subset of the full control sample.c

Abbreviations: AD, Alzheimer disease; BASIC, Brief Assessment of Impaired Cognition; DANDEM, Danish Quality Database for Dementia.
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(ORs) using binary logistic regression. The OR represents the change 
in odds of being in one of two diagnostic categories when the value 
of the independent (predictor) variable increases by 1 unit. The op-
timal cutoff score for BASIC and MMSE for discrimination between 
"mild dementia" and "moderate to severe dementia" in the staging 
model for cognitive status was determined by manually adjusting the 
cutoff score between the two subgroups until the overall correct 
classification rate (correctly classified participants/all participants) 
was maximized. All other analyses were performed with SPSS sta-
tistical software (v25, SPSS, Chicago, IL, USA); p < 0.05 (two- tailed) 
was considered significant.

RESULTS

Test– retest reliability

The test– retest reliability coefficient of BASIC (r = 0.861, p < 0.001) 
was significant, indicating that the instrument has good reliability 
(Table 2).

The test– retest coefficients of the four components of BASIC 
were all significant, indicating that each component contributed to 
the reliability of the instrument. The mean interval between test and 
retest was 19 days (SD = 11.3). Mean performance on BASIC and its 
components was slightly higher at retest, indicating a possible small 
practice effect. In the test– retest sample, 41 participants (69.5%) 
had memory complaints and 18 participants (30.5%) were without 
memory complaints. In the subsample with memory complaints, the 
test– retest reliability of BASIC was only slightly lower (r = 0.817, 
p < 0.001) compared to the full sample despite the smaller sample 
size, and the test– retest coefficients of the components of BASIC 
all remained significant (Table S1). In the subsample without mem-
ory complaints, however, the test– retest reliability of BASIC and its 
components was low, possibly due to restriction of range, as all 18 
participants had BASIC scores in the 20– 25 range.

Discriminative validity for dementia subgroups

Significant differences with large effect sizes were present between 
the matched control sample and the AD dementia subsample on BASIC 
(t [174] = 28.08, p < 0.001, g = 4.34) and its components: Self- Report (t 
[174] = 7.72, p < 0.001, g = 1.20), Supermarket Fluency (t [174] = 14.36, 
p < 0.001, g = 2.22), CCMT (t [174] = 11.85, p < 0.001, g = 1.83), and 
Informant Report (t [174] = 28.10, p < 0.001, g = 4.34; Table 3).

Similar significant differences and effect sizes were found when 
comparing the performance of the matched control sample and the 
non- AD dementia subsample on BASIC (t [157] = 23.58, p < 0.001, 
g = 4.01), Self- Report (t [157] = 8.10, p < 0.001, g = 1.38), Supermarket 
Fluency (t [157] = 13.80, p < 0.001, g = 2.35), CCMT (t [157] = 7.75, 
p < 0.001, g = 1.31), and Informant Report (t [157] = 22.56, p < 0.001, 
g = 3.84; Table 4).

At a cutoff score of 19/20, BASIC had excellent sensitivity (0.99, 
95% CI = 0.91– 1.00) for AD dementia and high sensitivity (0.90, 95% 
CI = 0.77– 0.96) for non- AD dementia. As the control group was the 
same in the two comparisons, specificity (0.98, 95% CI = 0.93– 1.00) 
was identical. Using the AUC as a general index of discriminative 
validity, BASIC was highly accurate in differentiating control partic-
ipants from both patients with AD (AUC = 1.00) and patients with 
non- AD dementia (AUC = 0.99). Comparison of the areas of the two 
ROC curves showed no significant difference (z = 0.65, p = 0.51).

All four components of BASIC contributed significantly to differ-
entiating both patients with AD dementia from control participants 
and patients with non- AD dementia from control participants. In the 
AD dementia versus matched controls condition, the classification 
accuracy was excellent for Informant Report (AUC = 1.00), high for 
CCMT (AUC = 0.92) and Supermarket Fluency (AUC = 0.91), and 
moderate for Self- Report (AUC = 0.78; Table 3 and Figure 1).

In the non- AD dementia versus matched controls condition, the 
classification accuracy was again excellent for Informant Report 
(AUC = 0.98), high for Supermarket Fluency (AUC = 0.92), and mod-
erate for Self- Report (AUC = 0.81) and CCMT (AUC = 0.78; Table 4 
and Figure 2).

Association of expert clinical rating of cognitive status 
with BASIC performance

BASIC performance was significantly correlated with the cognitive 
status of the participants (r = 0.849, p < 0.001; Figure 3).

In comparison, the correlation of MMSE performance with cogni-
tive status was 0.729 (p < 0.001; Figure S1). According to the primary 
validation of BASIC, the optimal cutoff score is 21/22 for discrimina-
tion between control participants and MCI, and 19/20 for discrimi-
nation between control participants and dementia [7, 8]. We further 
identified 13/14 as the optimal cutoff score for discrimination between 
"mild dementia" and "moderate to severe dementia" based on the dis-
tribution of BASIC scores in the DANDEM dementia sample. We there-
fore propose the following BASIC score interval- based crude staging 
model for cognitive status: 22– 25 points = intact cognition, 20– 21 

TA B L E  2  Test– retest reliability of BASIC and its components

Component 
(score range)

Primary test, 
mean (SD)

Retest, 
mean (SD)

Test– retest 
correlation

BASIC (0– 25) 19.7 (3.94) 20.3 (3.95) 0.861*

Self- report (0– 6) 4.3 (1.36) 4.5 (1.25) 0.724*

Supermarket 
fluency (0– 5)

4.0 (1.19) 4.2 (1.34) 0.780*

Category cued 
memory test 
(0– 8)

7.3 (1.42) 7.5 (0.95) 0.637*

Informant report 
(0– 6)

4.0 (1.64) 4.2 (1.78) 0.826*

Note: Correlations are computed as Pearson product– moment 
correlations (n = 59).
Abbreviation: BASIC, Brief Assessment of Impaired Cognition.
*p < 0.001.
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points = MCI, 14– 19 points = mild dementia, 0– 13 points = moderate 
to severe dementia (Table 5). This staging model classified 70% of the 
participants correctly using blinded expert clinical rating as reference.

The primary validation study of BASIC also involved the MMSE. 
The optimal MMSE cutoff score was 28/29 for discrimination 

between control participants and MCI and 26/27 for discrimina-
tion between control participants and dementia [7, 8]. We further 
identified 20/21 as the optimal cutoff score for discrimination be-
tween "mild dementia" and "moderate to severe dementia" based on 
the distribution of BASIC scores in DANDEM. For comparison, we 

TA B L E  3  Classification performance of BASIC and its components for differentiating AD dementia (n = 67) from matched control 
participants (n = 109)

Component
Controls, 
mean (SD)

AD dementia, 
mean (SD)

Effect size 
(g) AUC (95% CI) OR (95% CI) p

BASIC 23.5 (1.44) 13.2 (3.36) 4.34 1.00 (1.00– 1.00) 6.14 (2.11– 17.90) 0.001

Self- report 5.3 (0.90) 3.9 (1.43) 1.20 0.78 (0.70– 0.85) 2.68 (1.92– 3.73) <0.001

Supermarket fluency 4.7 (0.67) 2.5 (1.35) 2.22 0.91 (0.86– 0.96) 5.74 (3.57– 9.25) <0.001

Category cued memory test 7.7 (0.56) 5.0 (2.29) 1.83 0.92 (0.87– 0.96) 7.91 (4.07– 15.36) <0.001

Informant report 5.8 (0.46) 1.8 (1.38) 4.34 1.00 (0.99– 1.00) 49.54 
(6.93– 354.17)

<0.001

Abbreviations: AD, Alzheimer disease; AUC, area under the receiver operating characteristic curve; BASIC, Brief Assessment of Impaired Cognition; 
CI, confidence interval; OR, odds ratio.

TA B L E  4  Classification performance of BASIC and its components for differentiating non- AD dementia (n = 50) from matched control 
participants (n = 109)

Component
Controls, 
mean (SD)

Non- AD dementia, 
mean (SD)

Effect size 
(g) AUC (95% CI) OR (95% CI) p

BASIC 23.5 (1.44) 14.5 (3.41) 4.01 0.99 (0.98– 1.00) 3.32 (2.02– 5.47) 0.001

Self- report 5.3 (0.90) 3.6 (1.63) 1.38 0.81 (0.73– 0.88) 2.89 (1.98– 4.21) <0.001

Supermarket fluency 4.7 (0.67) 2.5 (1.33) 2.35 0.92 (0.87– 0.97) 5.68 (3.40– 9.50) <0.001

Category cued memory test 7.7 (0.56) 6.4 (1.60) 1.31 0.78 (0.69– 0.86) 3.87 (2.33– 6.43) <0.001

Informant report 5.8 (0.46) 1.9 (1.68) 3.84 0.98 (0.96– 1.00) 21.22 
(6.27– 71.86)

<0.001

Abbreviations: AD, Alzheimer disease; AUC, area under the receiver operating characteristic curve; BASIC, Brief Assessment of Impaired Cognition; 
CI, confidence interval; OR, odds ratio.

F I G U R E  1  Receiver operating 
characteristics (ROCs) of the components 
of Brief Assessment of Impaired Cognition 
as a case- finding tool for Alzheimer 
disease dementia.
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examined this MMSE score interval- based staging model for cog-
nitive status: 29– 30 points = intact cognition, 27– 28 points = MCI, 
21– 26 points = mild dementia, 0– 20 points = moderate to severe 
dementia. The model classified 58% of the participants correctly 
using nonblinded expert clinical rating as reference (Figure S1 and 
Table S2). We further examined a previously proposed staging model 
on our current sample based on mapping MMSE scores [20] onto 
Clinical Dementia Rating (CDR) categories [21] and found that it clas-
sified only 48% of the participants correctly (data not shown).

DISCUSSION

This study examined the psychometric properties of BASIC and its 
four components in two clinical settings focusing on test– retest 
reliability, discriminative validity for dementia subgroups versus 

no dementia, and the association between expert clinical rating of 
cognitive status and BASIC performance. The test– retest reliability 
of BASIC in a primary care sample with a mean interval of 19 days 
was high (r = 0.861) and the reliability of its components generally 
indicated good temporal stability. Only the CCMT component had 
moderate reliability (0.637), possibly due to restriction of range, as 
the mean scores at both test and retest were close to the maximum 
CCMT score. In a small subsample of participants without memory 
complaints, the test– retest reliability of BASIC was low, again pos-
sibly due to restriction of range, indicating that BASIC has high reli-
ability in clinical samples, for which it is intended, but questionable 
reliability in a cognitively intact sample. It should be noted that the 
results on reliability presented here partly reflect interrater reli-
ability, as the first test was administered by GP medical doctors or 
nurses, and the second test was administered by a study nurse in the 
same GP setting. We believe, however, that the results are relevant 

F I G U R E  2  Receiver operating 
characteristics (ROCs) of the components 
of Brief Assessment of Impaired Cognition 
as a case- finding tool for non- Alzheimer 
disease dementia.

1 - Specificity
1,00,80,60,40,20,0

Se
ns

iti
vi

ty

1,0

0,8

0,6

0,4

0,2

0,0

ROC Curve

Informant report
Category cued memory test
Supermarket fluency
Self-report

Source of the Curve

F I G U R E  3  Association of expert 
clinical rating of cognitive status with 
Brief Assessment of Impaired Cognition 
(BASIC) performance. Linear association: 
BASIC score = 27.2– 4 × cognitive 
status (R2 = 0.718). MCI, mild cognitive 
impairment.
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to clinical practice, where case- finding instruments are often admin-
istered by different professionals at different occasions (e.g., first by 
GP staff before referral to a memory clinic and later by memory clinic 
staff at admission to the clinic). The reliability coefficients found in 
the present study are lower than the corresponding intraclass corre-
lation test– retest coefficients reported in a study of Chinese stroke 
patients (n = 56), ranging from 0.941 (BASIC total score) to 0.815 
(Supermarket Fluency) [9]. This may in part be explained by the large 
difference in the test– retest interval in our study (mean = 19 days) 
compared with the Chinese study (1– 2 days).

BASIC had excellent discriminative validity for identification 
of AD dementia versus no dementia (sensitivity = 0.99, spec-
ificity = 0.98) and high discriminative validity for identification of 
non- AD dementias such as vascular dementia, Lewy body dementia, 
or frontotemporal dementia versus no dementia (sensitivity = 0.90, 
specificity = 0.98). Comparison of AUCs showed no significant 
difference in the discriminative validity of BASIC for the two sub-
groups of dementia. All components of BASIC contributed to the 
high discriminative validity of the instrument for both AD dementia 
and non- AD dementia. Informant report performed better than any 
other component in identification of both subgroups of dementia 
(AUC = 0.98– 1.00). Supermarket Fluency performed relatively well 
in both comparisons (AUC = 0.91– 0.92), whereas the discriminative 
validity of Self- Report may be described as moderate (AUC = 0.78– 
0.81). The only major difference emerged for CCMT, performing rela-
tively well in the AD dementia versus control condition (AUC = 0.92) 
and less favorably in the non- AD dementia versus control condi-
tion (AUC = 0.78). This difference may reflect the finding that the 
cognitive profile of AD dementia (despite large heterogeneity) is 
generally more amnestic than the cognitive profile of non- AD de-
mentias [22]. The performance efficacy of Supermarket Fluency in 
both comparisons supports that it is a valid measure in both cortical 
and subcortical dementias. Supermarket Fluency broadly taps into 
cognitive domains such as semantic memory, executive function, 
and mental processing speed [23]. It should be noted that (unlike 
AUC values) the OR values for BASIC and its components are not 
directly comparable within each subgroup of dementia, as they rep-
resent the change in odds of being in the control group category 
when the value of the independent variable increases by 1 unit [24]. 

The BASIC score, for instance, may increase 25 units (range = 0– 25), 
whereas the Supermarket Fluency score may increase only 5 units 
(range = 0– 5 by interval scoring). Comparison of OR values between 
the two subgroups of dementia, however, is meaningful. Due to the 
limited clinical sample size, we performed no further analyses on 
subgroups of dementia (e.g., vascular dementia vs. controls). BASIC 
was optimized for case- finding of all- cause dementia and cognitive 
impairment and not for identification of specific dementia disorders. 
BASIC was inspired by existing brief case- finding instruments such 
as the GPCOG [25] and BrainCheck [26], and has similar limitations 
regarding differential diagnosis. There is currently no evidence to 
support that BASIC is relevant for characterizing the cognitive pro-
files of patients with dementia or for differentiating between AD 
and non- AD dementia.

BASIC performance was significantly correlated with blinded ex-
pert clinical rating of the cognitive status of patients at the time of di-
agnosis (r = 0.849). In comparison, the correlation between MMSE and 
nonblinded expert clinical rating of cognitive status was 0.729. A crude 
staging model for cognitive status using BASIC score intervals (22– 25 
points = intact cognition, 20– 21 points = MCI, 14– 19 points = mild 
dementia, 0– 13 points = moderate to severe dementia) had an overall 
correct classification rate of 70% compared to a correct classification 
rate of 58% for a similar staging model using MMSE score intervals. A 
previously proposed staging model for dementia based on mapping 
MMSE scores onto CDR stages [20] did not perform any better in the 
present study. The results indicate that BASIC may be superior to the 
MMSE in staging of cognitive impairment. The results also reveal that, 
due to a large variation in the performance of patients with MCI, nei-
ther BASIC nor MMSE performs well in differentiating between MCI 
and mild dementia, and we do not recommend using these instru-
ments for discriminating between MCI and mild dementia.

Among the strengths of the present study are (i) the extensive 
diagnostic workup used for establishing a clinical diagnosis in the 
memory clinic sample used in the discriminative validity analyses; 
(ii) the careful sociodemographic matching of cases and controls, 
possibly minimizing the impact of sociodemographic variables on 
the discriminative validity results; and (iii) the expert clinical rating 
of the cognitive status of the participants. Among the limitations of 
the present study is the possible effect of interrater reliability on 
the reliability of test– retest results. Another limitation is that, so far, 
no cross- validation of BASIC in an independent sample has been 
performed. In the primary validation study, a longer, preliminary 
version of BASIC was tested, and items and components with high 
discriminative validity for dementia were identified by item analysis. 
This suggests that BASIC was optimized to differentiate between 
cases and control participants in the primary validation sample, and 
the results on discriminative validity presented here are likely to be 
inflated. A further limitation is that the analysis of the association 
of the clinical rating of the cognitive status of patients and BASIC 
performance was based on cross- sectional rather than longitudinal 
data. To further examine the ability of BASIC to monitor the progres-
sion of cognitive impairment in patients with dementia over time, 
longitudinal data spanning several years are needed.

TA B L E  5  Cross- tabulation of expert clinical rating of cognitive 
status versus BASIC score intervals

BASIC score interval

22– 25 20– 21 14– 19 0– 13

Intact cognition (control 
group)

122 11 2 0

Mild cognitive 
impairment

4 8 19 5

Mild dementia 2 5 64 34

Moderate to severe 
dementia

0 2 22 49

Abbreviation: BASIC, Brief Assessment of Impaired Cognition.
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CONLUSIONS

The results of the present study provide further evidence for the 
psychometric properties and clinical utility of BASIC. The results 
indicate that (i) the test– retest reliability of BASIC and its compo-
nents is high; (ii) the discriminant validity of BASIC and its compo-
nents is excellent for identification of AD dementia and high for 
identification of non- AD dementia; and (iii) BASIC performance 
is significantly associated with expert clinical rating of the cogni-
tive status of patients, and BASIC seems to be superior to MMSE 
for staging of cognitive impairment in memory clinic patients. As 
mentioned in the Introduction, MMSE is widely used for monitor-
ing cognitive decline in patients with dementia, but the results of 
the present study indicate that BASIC may be better suited for 
this purpose. Further validation of BASIC is ongoing in multiple 
GP clinics across Denmark, and its cross- cultural properties will be 
explored in multicultural memory clinic populations across major 
European countries.
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