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Abstract 
Background: Measuring cognition in clinical practice is clearly essential to the appropriate char-
acterisation of patients’ clinical status and to the development of a personalised care plan. The 
Screen for Cognitive Impairment in Psychiatry (SCIP) has been developed in order to provide a 
brief and accessible tool allowing the evaluation of cognitive function in psychiatric conditions. 
Objective: We present a validation of a French version of the SCIP. Method: Translation from Eng-
lish into French is carried out using the accepted back-translation method. Seventy-two healthy 
volunteers are characterised by demographic questionnaires and a neuropsychological battery. 
The French version of the SCIP is then administered on two separate occasions separated by at 
least a one-week interval. Results: High internal consistencies as well as strong correlations with 
comparable neuropsychological tests are obtained. A normalised Cronbach’s α = 0.66 is obtained. 
Conclusions: The French version of the SCIP (SCIP-F) yields results comparable to the English ver-
sion. The SCIP represents an essential tool for the preliminary evaluation of cognition. Its charac-
teristics, brevity and the lack of need for a technological platform, allow for its integration into 
clinical practice. Further testing of SCIP-F in various psychiatric conditions will yield valuable in-
formation on its potential in clinical settings. 
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1. Introduction 
The notion that cognitive functions contribute to functional outcomes has become increasingly apparent in vari-
ous psychiatric disorders. Impaired functional outcomes are predicted by decreased cognitive performance in 
schizophrenia [1] [2], bipolar disorder [3]-[5], attention deficit disorder [6] [7], and Alzheimer’s disease [8]. 
Cognitive impairment has also been associated with decreased treatment adherence in psychotic disorders [9] 
and non-psychiatric illnesses [10]. Furthermore, cognitive deficits are associated with reductions in work per-
formance [11], and daily activities [12] [13], as well as with deterioration of self-care in medical illness [12]. 
Various health practitioners and clinicians rely on the assessment of cognitive functioning to improve diagnostic 
accuracy, to assess the evolution of disorders, and, sometimes, to measure the response to medication.  

Cognitive functioning is classically assessed via comprehensive neuropsychological testing. This mode of as-
sessment remains the gold standard against which other evaluations of cognition are measured. Unfortunately, 
access to traditional neuropsychological testing is limited by a number of constraints: the availability of neuro-
psychologists, the time required for testing, as well as the associated costs. As new data reveals the importance 
of measuring cognitive functioning in psychiatric disorders, researchers have explored ways in which to screen 
for putative cognitive deficits, which may guide decision-making as to the necessity for classical methods of as-
sessment of cognition. A plethora of computer assisted neuropsychological batteries has been developed [14] 
[15]; however these require expensive equipment and are usually administered by staff in a dedicated space. As 
a result, computerized testing has not yet been routinely incorporated in clinical practice. 

A major challenge has been the development of brief, easily mastered tests that can be used as screening tools 
to determine the need for more in-depth neuropsychological assessment, can be administered by clinicians from 
various backgrounds, are inexpensive, and can be administered in different clinical settings. Examples of such 
tests currently used in clinical practice are the Mini-Mental State Examination (MME; [16]) and the Montreal 
Cognitive Assessment (MoCA; [17]). These tests are used primarily to screen for severe cognitive deficits, and 
do not have the sensitivity to measure subtle changes found in schizophrenia or mood disorder [18]. Other 
screening tests, which have been developed, are the Neurobehavioral Cognitive Status Examination (NCSE; 
[19]), the Repeatable Battery for the Assessment of Neuropsychological Status (RBANS; [20]), and the Brief 
Assessment of Cognition in Schizophrenia (BACS; [21]). These screening tools have been developed for spe-
cific populations such as the elderly and patients afflicted with schizophrenia and may not be applicable for the 
general psychiatric population. More importantly, although nominally brief, the RBANS and the BACS require 
40 minutes or more to administer. 

In 2005, Scott Purdon developed the Screen for Cognitive Impairment in Psychiatry (SCIP), an assessment 
tool that possessed a number of advantages with respect to other instruments [22]. This test is intended for ad-
ministration by a clinician with a minimum of training, and requires, on average, no more than 15 minutes to 
complete. Because it is a simple paper and pencil test, it is inexpensive and can be used in different settings, in-
cluding at the patient’s bedside. Three different versions of the SCIP have been developed [22], allowing for re-
testing and thus for following the impact of illness or medication on cognitive function. These features have 
made this test an instrument of interest for clinicians who wish to screen for potential cognitive deficits and di-
rect their patients to the appropriate resources. German [23], Spanish [24], and Japanese [25] versions have al-
ready been validated. The Spanish version has been tested in psychosis and schizophrenia [26] [27], and in bi-
polar disorder [28]. 

A cognitive test should possess several qualities [29]. It should be valid, providing results that correlate with 
classical neuropsychological testing. It should be reliable, offering similar results for the same subject. The de-
gree of practice effect, that is the improvement of result in the same individual because of prior exposure, should 
be minimal. The original English version of the SCIP possesses these characteristics. It shows no main effect of 
sex; although a difference was found on one of the five subtests in one of the versions of the SCIP. An effect of 
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practice is observed on the working memory, verbal fluency and visuomotor subtests in the original English ver-
sion. Globally, the SCIP does not replace a complete neuropsychological battery, but can be a useful tool for 
screening cognitive impairment in psychiatric populations and following therapeutic effects. 

Objectives 
The need for a screen of cognitive function in French has led us to develop a validated French version of the 
SCIP. We report in this paper the results of this validation. 

2. Material and Methods 
2.1. Participants 
This study was approved by the Institutional Review Board of the Institut de Santé Mentale de Montréal 
(IUSMM) following established guidelines. All participants provided written informed consent after study pro-
cedures were explained. The work described was carried out in accordance with The Code of Ethics of the 
World Medical Association (Declaration of Helsinki) for experiments involving humans. 

Seventy-two individuals with a college level education who were fluent in French participated in this study. 
Inclusion criteria included the capacity to give informed consent and the absence of psychiatric, neurological 
illness, or other conditions which could be expected to affect cognitive function. Participants were recruited 
through posters displayed in a local university, the IUSMM and the website of the IUSMM. Participants who 
could not attend two testing sessions of the SCIP were also excluded. 

2.2. Instrument 
2.2.1. Screen for Cognitive Impairment in Psychiatry 
The SCIP is composed of five subscales that assess short and long term verbal learning memory, working mem-
ory, verbal fluency, and psychomotor velocity [22]. Similar subscales exist in validated neuropsychological tests. 
Three alternative versions of the SCIP have been developed. 

The verbal learning and delayed recall subtest (Verbal Learning Test, VLT) consists of a list of ten words 
which is read three times to the participant, who is asked to repeat the words in any order following each reading 
(Verbal Learning Test-Immediate Recall, VLT-I). After five minutes, the subject is once again asked to recall as 
many of the words in the list as possible (Verbal Learning Test-Delayed Recall, VLT-D) without it being read 
beforehand. The three different versions of this subtest include different series of words. The score of the VLT-I 
and VLT-D is equivalent to the number of words remembered during every trial. The verbal learning and de-
layed recall subscale is based on the Rey Auditory Verbal Learning Test (RAVLT; [30]). 

The working memory subscale using triads of consonants is similar to the Brown-Peterson Consonant Tri-
gram test (CTT; [31]). It consists of a sequence of 3 consonants that are read to the participant, followed by a 
given number. Before repeating the three consonants, the participant must count backwards from the given 
number for a specific period of time of 0, 3, 9, or 18 seconds. This subscale assesses working memory using an 
interference task, and is scored based on the number of consonants remembered. Twenty-four randomly distrib-
uted triads of consonants have been included in the SCIP, 8 for every version of the SCIP. The first 2 triads have 
no delay or interference (the subject has to repeat the sequence of consonants immediately and without per-
forming any interfering task), while the remaining 6 have been divided into pairs, each of which having a dif-
fering delay of 3, 9, or 18 seconds.  

The Verbal Fluency Test (VFT) consists of generating as many words as possible that start with a given letter, 
during a 30 seconds lapse of time. Each version of the SCIP has 2 specific letters and the score is based on the 
total number of words produced. This task is similar to the Controlled Oral Word Association Test (COWAT; 
[32]). The Information Processing Speed (Visuomotor Tracking Test, VMT) subtest requires the participant to 
write the Morse code version of a series of letters within 1 minute. This task requires copying the Morse charac-
ters in blank spaces as fast as possible. The score is based on the number of accurate codes generated. 

2.2.2. Psychometric Assessment 
To estimate intellectual functioning level, participants completed the four subtests (Blocs, Matrix, Similarities, 
and Vocabulary) of the Wechsler Abbreviated Scale for Intelligence (WASI; [33]). Some subtests from the 
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Wechsler Adult Intelligence Scale [34] were administered including those contributing to the Speed Processing 
Index (SPI) (Digit-Symbol Coding and Symbol Search) and of the Working Memory Index (WMI) (Digit Span 
and Letter-Number Sequencing) in order to examine their relationship with the VMT and WMT subtests of the 
SCIP, respectively. The Verbal Fluency subtest from the Delis-Kaplan Executive Functions System (D-KEFS; 
[35]), which is very similar to the VFT in its administration, was used. Finally, participants completed the Cali-
fornia Verbal Learning Test (CVLT; [36]), a test assessing verbal learning and memory in which a wordlist is 
read five times and participants have to recall immediately after each reading as many words as they can. They 
must repeat the list in a free recall then a cued recall, right after the five readings and 20 to 30 minutes after-
wards. 

2.2.3. French Version of the Screen for Cognitive Impairment in Psychiatry 
The SCIP was translated to French following the inverse translation design. The scale and instructions were 
translated by a bilingual psychiatrist (S. V. Tourjman) from Quebec, Canada, whose mother tongue is English 
and by a neuropsychologist (Josée Gagné) whose mother tongue is French. A first back translation was carried 
out by a bilingual research assistant (Mara Du Bow) whose mother tongue is English. Discrepancies were scarce 
and addressed by consensus. A second back translation was carried out by a bilingual psychiatrist from Quebec 
(René Desautels), whose mother tongue is French. Both individuals involved in the back translation were blind 
to the original English version. The final French translation of the 3 versions of the SCIP was compared to the 
original English versions, and no differences in the meaning of the different items or the subtests instructions 
have been found. All the words employed for VLT were literally translated. For the VFT the letter “W” was re-
placed by the letter V, since the letter W is not employed as often in French as in English. The number of words 
generated from the letters in each of the French versions was comparable to the other French versions as well as 
to the English version. 

2.3. Testing Procedure 
Participants completed questionnaires in order to capture demographic data. A traditional neuropsychological 
battery was administered. The neuropsychological tests used were selected by two of the authors (MB, MNC) 
who are neuropsychologists and researchers in the field of cognitive development. Participants were tested with 
the SCIP on two occasions separated by at least a one-week interval. The order of testing was random and in-
cluded all six possible permutations of the different versions of the SCIP (version 1:2, 1:3, 2:1, 2:3, 3:1, 3:2). 
Evaluations were administered by a psychology undergraduate student and a clinical assistant with training as a 
physician after observing several evaluations administered by a neuropsychologist and then being supervised 
until judged autonomous. 

2.4. Statistical Analyses 
Data analyses were performed using the Statistical Package for the Social Sciences Version 9.3 (SAS Institute 
Inc., Cary, NC). The three alternative forms of the SCIP were analysed with regards to consistency, practice ef-
fects, and comparability with results on the classical neuropsychological battery. The three versions of the SCIP 
were compared considering only those that were passed during the first assessment. Gender differences were 
analyzed with multivariate mixed analyses of variance. Univariate analyses of variance were performed when 
main effects emerged as being significant. Cronbach’s alpha coefficient was calculated in order to determine the 
internal consistency between the subtests. Test-retest reliability was assessed calculating the intra-class correla-
tion coefficient (ICC) between the first and the second administration of equivalent SCIP versions. To verify the 
internal validity of the SCIP, we performed a factor analysis, using the principal component analysis method 
with a varimax rotation. Finally, Pearson’s correlation coefficient between the SCIP total score and the global z 
score from the neuropsychological battery was calculated. For all analyses, the statistical threshold was set at p < 
0.05. 

3. Results 
All participants were able to complete the SCIP. Demographic data are presented in Table 1. The average age 
was 26 and spanned from 18 to 48 years of age. Most of the sample had a college or more advanced diploma and  
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Table 1. Demographics.                                                                                            

Descriptive  

Age, M (Range) 26 (18 - 48) 

Years of schooling, M (Range) 17 (12 - 27) 

Sex (Men/Women), % 35/37 

Ethnicity, White, % 76.4 

Right-handed, % 82.86 

Single, % 81.94 

Employed, % 22.2 

Student, % 77.8 

Education 
High school diploma, % 8.3 

College, % 50 

Undergraduate degree 34.7 

Graduate degree 6.9 

 
the majority were students. 

3.1. Screen for Cognitive Impairment in Psychiatry Versions 
No significant differences in the subjects’global performance were found between the three versions of the SCIP 
(p > 0.05). 

3.2. Sex Differences 
Results yielded interactions between sex and SCIP version (p < 0.05), showing a significant difference between 
ratings for the version 1, where women scored higher than men. No differences were found for the versions 2 
and 3 of the SCIP between men and women. Considering sex as separate groups, men scored lower on the ver-
sion 1 compared to versions 2 and 3 of the SCIP, which were equivalent. Women showed no significant differ-
ences between the 3 versions of the SCIP.  

When gender and subtests were evaluated, it was found that for the subtest VLT-I, men scored similarly for 
the versions 2 and 3, but lower for the version 1. Men also scored lower than women for VLT-I. For VLT-D, 
men scored lower for version 3 compared to versions 1 and 2, where they scored similarly. Men also scored 
lower than women on this subtest. WMT showed no effect of gender or version, so this subtest can be consid-
ered as equivalent between the 3 versions and for both genders. For VFT, an effect of version was observed 
where participants of both genders scored higher in the version 2, but no differences between the sexes were 
observed. VMT was higher for women in all the different versions, but no effect of version was detected. 

3.3. Practice Effect 
No effect of practice for the subtests VLT-I (F(1,59) = 0.02, p = 0.9), VLT-D (F(1,6) = 1.01, p = 0.3), and VFT 
(F(1,6) = 1.44, p = 0.2) were observed. By contrast, significant differences for WMT (F(1,6) = 14.50, p < 0.01) and 
VMT (F(1,6) = 9.54, p < 0.01) were found, where higher scores were observed in favour of the versions adminis-
tered at time 2. 

3.4. Test-Retest Reliability 
Test retest reliability between the first and the second administration of the SCIP was assessed with the calcula-
tion of the ICCs core, which yielded a high score. The ICCs ranged from 0 to 6 for the WMT subscale to 0 to 8 
to the VMT subscale. The sum of the subscale scores achieved an ICC of 0.9. The ICCs also showed high scores 
for VLT-I (ICC = 0.7), WMT and VLT-D (ICC = 0.8), VMT (ICC = 0.8) and VFT (ICC = 0.7). 
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3.5. Internal Coherence 
Using a varimax rotation analysis of the main components, 2 factors were obtained for version 1 and 2, with 4 
(VLT-I, VLT-D, VMT, WMT) and 3 (VLT-I, VLT-D, VMT) subtests respectively loading heavily on factor 1. 
Only one factor comprising of all SCIP subtests was found for version 3. Taking all versions as a whole all sub-
tests load onto one factor suggesting coherence between them. 

3.6. Internal Consistency 
Results yielded Cronbach’s alpha coefficients of 0.44 for VLT-I, 0.46 for VLT-D, 0.50 for VMT, 0.71 for VFT, 
and 0.50 for WMT. A weak correlation between the total scores and VFT Cronbach’s alpha coefficient was 
found, and the rejection of this subtest, increased the Cronbach’s alpha coefficient to 0.73. Normalised alpha’s 
yielded a score of 0.66.  

3.7. Standardized Scores 
Z scores were calculated by dividing the difference between the obtained scores and the expected score by the 
standard deviation. Mean Z scores for the SCIP were not different from the expected score of zero implying that 
the sample tested was comparable to the original normative data for the SCIP (Table 2). 

3.8. Correlations with Neuropsychological Testing 
The SCIP was correlated with scores on traditional neuropsychological tests. As expected, the three versions of 
the SCIP correlated with most of the neuropsychological tests administered, such as subtests of the Wechsler 
Adult Intelligence Scale (WAIS-III), the California Verbal Learning Test and Verbal fluency of the Delis-Kap- 
lan Executive Functions System, (see Table 3), since the SCIP score consists of the sum of the same functions 
tested by these tests. Total score for the SCIP version 1 was significantly correlated to all but the following tests 
of the neuropsychological battery: sequences, symbols, list b. The SCIP version 2 total score was related to all 
but the recognition false positives score of the neuropsychological battery. Finally, the total score of the SCIP 3 
was related to all but the arithmetic and similarities subtest and to the working memory subscale.  

3.9. Validity 
Next, the correlations of interest are reported in Table 4 showing how each score of the SCIP correlated with 
existing neuropsychological tests that measure the same abilities. As expected, in all three versions of the SCIP, 
VLT-I correlated with Recall 5 and Immediate Free Recall of the CVLT and VLT-D correlated with Delayed 
Free Recall and Delayed Cues Recall assessing learning abilities of a list of words and its retention after a de-
layed recall.  

WMT is supposed to be a measure of working memory and indeed all versions correlated with Digit Span of 
the WAIS-III but surprisingly version 1 did not correlate with Letter-Number Sequence, while versions 2 and 3 
did. However, all 3 versions correlated with the Working Memory Index of the WAIS-III. VFT is supposed to 
assess verbal fluency abilities. Indeed, it correlated with all three version of the Verbal Fluency test from the 
D-KEFS. Finally, all three versions of VMT, which is supposed to assess visuo-motor processing speed, corre-
lated with Digit Symbol Coding, and with PSI, though only version 3 of VLT correlated with Symbol Search 
subtest. Not other asks of the SCIP correlated with some of the neuropsychological subtests, which is not sur-
prising since some of these functions have relations together. 

 
Table 2. Standardized scores for the French validation of the screen for cognitive impairment in psychiatry (SCIP-F).                                                                              

 Mean SD P* 

SCIP 1 −0.07 0.8 0.6 

SCIP 2 0.08 0.7 0.48 

SCIP 3 0.03 0.7 0.8 
*Z score is thus not different from expected score of Z = 0. 
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Table 3. Correlations between French validation of the screen for cognitive impairment in psychiatry (SCIP-F) standardized 
scores and neuropsychological battery results.                                                                              

 SCIP-F 1 SCIP-F 2 SCIP-F 3 

Block Design 0.565*** 0.312* 0.319* 

Digit Span 0.412** 0.540*** 0.367* 

Vocabulary 0.446*** 0.610*** 0.413** 

Matrix Reasoning 0.505*** 0.361* 0.388* 

Letter-Number Sequencing 0.123 0.434** 0.368* 

Digit-Symbol Coding 0.371* 0.525*** 0.401** 

Arithmetic 0.482** 0.402** 0.251 

Similarities 0.407* 0.292† 0.272† 

Information 0.542*** 0.375* 0.315* 

Symbol Search 0.289* 0.348* 0.513*** 

Performance IQ 0.640*** 0.500*** 0.504*** 

Verbal IQ 0.486** 0.527*** 0.382* 

Working Memory Index 0.351* 0.456** 0.292† 

Processing Speed index 0.550*** 0.561*** 0.517*** 

Verbal Fluency 0.446** 0.518*** 0.419** 

Trial 5 (California Verbal Learning Test) 0.585*** 0.656*** 0.703*** 

Trial B (California Verbal Learning Test) 0.371* 0.297† 0.445** 

Immediate Free Recall dv 0.612*** 0.605*** 0.606*** 

Immediate Cued Recall dv 0.576*** 0.532*** 0.620*** 

Delayed Free Recall dv 0.676*** 0.603*** 0.567*** 

Delayed Cued Recall dv 0.558*** 0.586*** 0.579*** 

Recognition Hits dv 0.290† 0.482** 0.4661** 

Recognition False Alarm dv −0.327* −0.370* −0.382* 

Recognition False Positive dv 0.327* 0.370* 0.382* 

Note: †p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.00. 

4. Discussion 
The present study successfully validated a French version of the Screen for Cognitive Impairment in Psychiatry 
(SCIP-F). The Z scores of the SCIP-F are comparable to the scores obtained in the original English versions of 
the SCIP despite a greater heterogeneity in the sample confirming comparability of the French and English ver-
sions of the SCIP. The main advantages of the SCIP compared to traditional neuropsychological batteries are the 
ease and rapidity of administration of the test (around 15 minutes), and the requirement of inexpensive materials 
(pencil, paper and clock) that can be used in different settings without special requirements. The feasibility of 
using the SCIP-F in clinical settings is currently being evaluated in several clinical populations.  

The validity of the SCIP-F is confirmed by the correlation of the subtests of the SCIP-F with related tasks in 
the neuropsychological battery. Thus the verbal learning tests are correlated with the CVLT, which is a validated 
test to assess verbal learning and memory. The WMT which tests working memory is correlated with the work-
ing memory index of the WAIS-III and the subtest of Digit Span, but version 1 did not correlate with Letter- 
Number Sequence though version 2 and 3 did. The verbal fluency task of the SCIP-F correlates with the verbal 
fluency subtest of the D-KEFS battery. Finally the visuomotor task is correlated with the Coding subtest of the 
WAIS-III which tests the same function, that is mainly visuo-motor processing speed. This task is also corre-
lated with the speed processing index on all versions, and with the symbol search task on version 3. Therefore,  
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Table 4. Correlations matrix for the French validation of the screen for cognitive impairment in psychiatry (SCIP-F) and the neuro-
psychological battery.                                                                                                        

 1 
VLT1 

1 
WMT 

1 
VFT 

1 
VLT2 

1 
VMT 

2 
VLT1 

2 
WMT 

2 
VFT 

2 
VLT2 

2 
VMT 

3 
VLT1 

3 
WMT 

3 
VFT 

3 
VLT2 

3 
VMT 

Block Design 0.434** 0.378* 0.179 0.443** 0.398* 0.233 0.081 0.002 0.343* 0.386* 0.080 −0.017 0.323* 0.237 0.436** 

Digit Span 0.360* 0.474** 0.170 0.182 0.148 0.263† 0.466 0.477** 0.221 0.352* 0.205 0.584*** 0.204 0.118 0.207 

Vocabulary 0.508** 0.491** −0.037 0.263 0.206 0.540*** 0.375* 0.289† 0.477** 0.315* 0.304 0.196 0.268 0.354• 0.284† 

Matrix  
Reasoning 0.311† 0.227 0.201 0.556*** 0.348* 0.177 0.421** 0.218 0.139 0.218 0.255 0.293† 0.277† 0.348* 0.180 

Letter-Number  
Sequencing 0.144 0.219 −0.037 −0.002 0.066 0.180 0.578** 0.198 0.178 0.259† 0.248 0.506*** 0.100 0.207 0.241 

Digit-Symbol  
Coding 0.168 0.288† 0.112 0.069 0.552*** 0.275† 0.267† 0.158 0.376* 0.705*** 0.125 0.307 0.118 0.160 0.643*** 

Arithmetic 0.370* 0.271 0.148 0.335* 0.437** 0.109 0.291† 0.502*** 0.193 0.211 0.072 0.304† 0.193 0.103 0.218 

Similarities 0.337* 0.113 0.206 0.293† 0.379* 0.200 0.149 0.144 0.307* 0.131 0.247 0.054 0.108 0.336• 0.167 

Information 0.371* 0.365* 0.308† 0.370* 0.314† 0.419** 0.259† 0.162 0.305* 0.070 0.211 0.140 0.293† 0.323• 0.129 

Symbol  
Search 0.351* 0.147 0.122 0.300† 0.028 0.178 0.184 0.376* 0.158 0.273† 0.315* 0.370* 0.120 0.317* 0.610*** 

Performance  
IQ 0.444** 0.383* 0.225 0.580*** 0.445** 0.378 0.219 0.116 0.472** 0.469** 0.315* 0.063 0.448** 0.461** 0.408** 

Verbal IQ 0.475 0.390* 0.094 0.288† 0.325* 0.417** 0.332* 0.267† 0.448** 0.239 0.319* 0.117 0.213 0.407** 0.236 

Working  
Memory  

Index 
0.302† 0.321* 0.061 0.170 0.227† 0.104 0.518*** 0.372* 0.189 0.284† 0.190 0.466** 0.056 0.128 0.201 

Processing  
Speed  
Index 

0.331* 0.383* 0.267 0.264 0.537*** 0.362• 0.247 0.211 0.386* 0.708*** 0.243 0.370* 0.298† 0.275† 0.579*** 

Verbal  
Fluency 0.413** 0.241 0.472** 0.171 0.178 0.260† 0.298† 0.444** 0.370* 0.315 0.198 0.082 0.602*** 0.266† 0.283† 

Recall 5  
(CVLT) 0.565*** 0.329* 0.200 0.542*** 0.269 0.479** 0.581*** 0.072 0.596*** 0.364* 0.691*** 0.182 0.332* 0.809*** 0.346* 

List B  
(CVLT) 0.455** 0.135 0.120 0.388* 0.118 0.271† 0.259† −0.003 0.348* 0.0395 0.510*** 0.114 0.160 0.429† 0.262† 

Immediate 
Free  

Recall dv 
0.420** 0.351* 0.368* 0.533*** 0.325* 0.455** 0.439** 0.004 0.601*** 0.453** 0.518*** 0.103 0.393* 0.700*** 0.325* 

Immediate  
cued  

recall dv 
0.417** 0.248 0.434** 0.555*** 0.238 0.267† 0.471** 0.073 0.504*** 0.376 0.556*** 0.176 0.410** 0.692*** 0.268† 

Delayed Free  
Recall dv 0.508** 0.374* 0.386* 0.591*** 0.347* 0.436 0.468** −0.016 0.582*** 0.478** 0.422** 0.132 0.346* 0.624*** 0.386* 

Delayed Cued  
Recall dv 0.415** 0.243 0.469** 0.495** 0.215 0.356* 0.491*** 0.025 0.605*** 0.377* 0.539*** 0.108 0.384* 0.669*** 0.253 

Recognition  
Hits dv 0.189 0.258 0.263 0.281† −0.037 0.446** 0.393** 0.104 0.396** 0.219 0.436** 0.225 0.349* 0.563*** 0.024 

Recognition  
False  

Alarm dv 
−0.179 −0.114 −0.290 −0.335* −0.160 −0.386* −0.058 0.114 −0.500*** −0.395** −0.212 −0.135 −0.352* −0.428** −0.189 

Recognition  
False  

Positive dv 
0.179 0.144 0.290 0.335* 0.160 0.386* 0.058 −0.114 0.500*** 0.395** 0.212 0.135 0.352* 0.428** 0.189 

Note: †p < 0.10; *p < 0.05; **p < 0.01; ***p < 0.001; Abbreviations: VLT: verbal learning task, WMT: nworking memory task, VFT: verbal fluency task, VMT: 
visuomotor task. 
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the SCIP-F yields good validity since all abilities that are supposed to be assessed by it correlate with well vali-
dated neuropsychological tests in their French version.  

Internal consistency showed good correlation between total scores and the subtests VLT-I, VLT-D, WMT and 
VFT, and a weaker correlation to VFT. Test-retest reliability showed a good correlation between the first and the 
second administrations of the SCIP-F. No practice effect was observed for VLT1, VLT2 and VFT subtests, but 
an improvement in the scores was obtained during the second administration for WMT and VMT, similarly to 
that seen in the Spanish version. Such practice effects are commonly reported in neuropsychological testing and 
must be taken into account in the design of studies focusing on cognition and on repeated testing in a clinical 
context. 

4.1. Limitations and Future Directions 
The SCIP does not cover important cognitive domains that are frequently affected in mental disorders. Moreover, 
the SCIP-F was administered by a non-psychiatrist physician rather than by psychiatrists for the English and the 
Spanish versions. Despite this limitation, results were comparable to the English version underscoring the ease 
of use of this instrument. Further research should address the relationship of performance on the SCIP to func-
tional outcomes, thus further elucidating the clinical utility of this instrument. 

4.2. Conclusion 
The SCIP-F has the potential to be a very useful test in screening psychiatric patients for cognitive deficits, as-
sisting clinicians in deciding who will benefit from a full neuropsychological assessment and in establishing an 
individualized treatment plan. It does not constitute nor can replace a complete and thorough neuropsychological 
exam. This study is performed by non psychiatrist professionals, so it provides information regarding the feasi-
bility of the administration by other professionals. In conclusion, the SCIP constitutes a fast and inexpensive 
cognitive screening tool and current evidence supports the use of alternative forms such as our successfully 
validated SCIP-F. 

Conflict of Interest 
This study was possible as a result of a grant from +Prend soins de toi+. 

References 
[1] Milev, P., Ho, B.C., Arndt, S. and Andreasen, N.C. (2005) Predictive Values of Neurocognition and Negative Symp- 

toms on Functional Outcome in Schizophrenia: A Longitudinal First-Episode Study with 7-Year Follow-Up. The 
American Journal of Psychiatry, 162, 495-506. http://dx.doi.org/10.1176/appi.ajp.162.3.495 

[2] Velligan, D.I., Mahurin, R.K., Diamond, P.L., Hazleton, B.C., Eckert, S.L. and Miller, A.L. (1997) The Functional 
Significance of Symptomatology and Cognitive Function in Schizophrenia. Schizophrenia Research, 25, 21-31.  
http://dx.doi.org/10.1016/S0920-9964(97)00010-8 

[3] Carlos, A., Zarate, J., Tohen, M., Land, M. and Cavanagh, S. (2000) Functional Impairment and Cognition in Bipolar 
Disorder. Psychiatric Quarterly, 71, 309-329. http://dx.doi.org/10.1023/A:1004632206684 

[4] Martinez-Aran, A., Penades, R., Vieta, E., Colom, F., Reinares, M., Benabarre, A., et al. (2002) Executive Function in 
Patients with Remitted Bipolar Disorder and Schizophrenia and Its Relationship with Functional Outcome. 
Psychotherapy and Psychosomatics, 71, 39-46. http://dx.doi.org/10.1159/000049342 

[5] Martinez-Aran, A., Vieta, E., Torrent, C., Sanchez-Moreno, J., Goikolea, J.M., Salamero, M., et al. (2007) Functional 
Outcome in Bipolar Disorder: The Role of Clinical and Cognitive Factors. Bipolar Disorders, 9, 103-113.  
http://dx.doi.org/10.1111/j.1399-5618.2007.00327.x 

[6] Biederman, J., Monuteaux, M.C., Doyle, A.E., Seidman, L.J., Wilens, T.E., Ferrero, F., et al. (2004) Impact of 
Executive Function Deficits and Attention-Deficit/Hyperactivity Disorder (ADHD) on Academic Outcomes in 
Children. Journal of Consulting and Clinical Psychology, 72, 757-766. http://dx.doi.org/10.1037/0022-006X.72.5.757 

[7] Thorell, L.B. (2007) Do Delay Aversion and Executive Function Deficits Make Distinct Contributions to the 
Functional Impact of ADHD Symptoms? A Study of Early Academic Skill Deficits. Journal of Child Psychology and 
Psychiatry, and Allied Disciplines, 48, 1061-1070. http://dx.doi.org/10.1111/j.1469-7610.2007.01777.x 

[8] Boyle, P.A., Malloy, P.F., Salloway, S., Cahn-Weiner, D.A., Cohen, R. and Cummings, J.L. (2003) Executive 
Dysfunction and Apathy Predict Functional Impairment in Alzheimer Disease. The American Journal of Geriatric 

http://dx.doi.org/10.1176/appi.ajp.162.3.495
http://dx.doi.org/10.1016/S0920-9964(97)00010-8
http://dx.doi.org/10.1023/A:1004632206684
http://dx.doi.org/10.1159/000049342
http://dx.doi.org/10.1111/j.1399-5618.2007.00327.x
http://dx.doi.org/10.1037/0022-006X.72.5.757
http://dx.doi.org/10.1111/j.1469-7610.2007.01777.x


S. V. Tourjman et al. 
 

 
116 

Psychiatry: Official Journal of the American Association for Geriatric Psychiatry, 11, 214-221.  
http://dx.doi.org/10.1097/00019442-200303000-00012 

[9] Vieta, E. (2005) Improving Treatment Adherence in Bipolar Disorder through Psychoeducation. The Journal of Cli- 
nical Psychiatry, 66, 24-29. 

[10] Alosco, M.L., Spitznagel, M.B., van Dulmen, M., Raz, N., Cohen, R., Sweet, L.H., et al. (2012) Cognitive Function 
and Treatment Adherence in Older Adults with Heart Failure. Psychosomatic Medicine, 74, 965-973.  
http://dx.doi.org/10.1097/PSY.0b013e318272ef2a 

[11] Bell, M.D. and Bryson, G. (2001) Work Rehabilitation in Schizophrenia: Does Cognitive Impairment Limit Im- 
provement? Schizophrenia Bulletin, 27, 269-279. http://dx.doi.org/10.1093/oxfordjournals.schbul.a006873 

[12] Cameron, J., Worrall-Carter, L., Page, K., Riegel, B., Lo, S.K. and Stewart, S. (2010) Does Cognitive Impairment 
Predict Poor Self-Care in Patients with Heart Failure? European Journal of Heart Failure, 12, 508-515.  
http://dx.doi.org/10.1093/eurjhf/hfq042 

[13] Pereira, F.S., Yassuda, M.S., Oliveira, A.M. and Forlenza, O.V. (2008) Executive Dysfunction Correlates with 
Impaired Functional Status in Older Adults with Varying Degrees of Cognitive Impairment. International 
Psychogeriatrics, 20, 1104-1115. http://dx.doi.org/10.1017/S1041610208007631 

[14] Fray, P.J. and Robbins, T.W. (1996) CANTAB Battery: Proposed Utility in Neurotoxicology. Neurotoxicology and 
Teratology, 18, 499-504. http://dx.doi.org/10.1016/0892-0362(96)00027-X 

[15] Pietrzak, R.H., Olver, J., Norman, T., Piskulic, D., Maruff, P. and Snyder, P.J. (2009) A Comparison of the CogState 
Schizophrenia Battery and the Measurement and Treatment Research to Improve Cognition in Schizophrenia 
(MATRICS) Battery in Assessing Cognitive Impairment in Chronic Schizophrenia. Journal of Clinical and 
Experimental Neuropsychology, 31, 848-859. http://dx.doi.org/10.1080/13803390802592458 

[16] Folstein, M.F., Folstein, S.E. and McHugh, P.R. (1975) Mini-Mental State. A Practical Method for Grading the 
Cognitive State of Patients for the Clinician. Journal of Psychiatric Research, 12, 189-198.  
http://dx.doi.org/10.1016/0022-3956(75)90026-6 

[17] Nasreddine, Z.S., Phillips, N.A., Bedirian, V., Charbonneau, S., Whitehead, V., Collin, I., et al. (2005) The Montreal 
Cognitive Assessment, MoCA: A Brief Screening Tool for Mild Cognitive Impairment. Journal of the American 
Geriatrics Society, 53, 695-699. http://dx.doi.org/10.1111/j.1532-5415.2005.53221.x 

[18] Alpert, J.E., Uebelacker, L.A., McLean, N.E., Abraham, M., Rosenbaum, J.F. and Fava, M. (1995) The Mini-Mental 
State Examination among Adult Outpatients with Major Depressive Disorder. Psychotherapy and Psychosomatics, 63, 
207-211. 

[19] Kiernan, R.J. (1995) Cognistat: The Neurobehavioral Cognitive Status Examination. Northern California Neurobe- 
havioral Group, San Francisco. http://dx.doi.org/10.1159/000288961 

[20] Randolph, C., Tierney, M.C., Mohr, E. and Chase, T.N. (1998) The Repeatable Battery for the Assessment of Neuro- 
psychological Status (RBANS): Preliminary Clinical Validity. Journal of Clinical and Experimental Neuropsychology, 
20, 310-319. http://dx.doi.org/10.1076/jcen.20.3.310.823 

[21] Keefe, R.S., Goldberg, T.E., Harvey, P.D., Gold, J.M., Poe, M.P. and Coughenour, L. (2004) The Brief Assessment of 
Cognition in Schizophrenia: Reliability, Sensitivity, and Comparison with a Standard Neurocognitive Battery. 
Schizophrenia Research, 68, 283-297. http://dx.doi.org/10.1016/j.schres.2003.09.011 

[22] Purdon, S.E. (2005) The Screen for Cognitive Impairment in Psychiatry (SCIP): Instructions and Three Alternative 
Forms. PNL Inc., Edmonton. 

[23] Czekaj, A., Uhlmann, C., Flammer, E., Purdon, S.E., Sachs, G. and Steinert, T. (2012) Klinische Klinische Prakti- 
kabilität der Erfassung kognitiver Beeinträchtigung“ bei Patienten der Allgemeinpsychiatrie (Screen for Cognitive 
Impairment in Psychiatry/SCIP) [Clinical Practicability of Measuring Cognitive Impairment in General Psychiatry 
Patients with the (Screen for Cognitive Impairment in Psychiatry/SCIP—German Version). Deutsche Gesellschaft für 
Psychiatrie und Psychotherapie, Psychosomatik und Nervenheilkunde (DGPPN), Berlin. 

[24] Pino, O., Guilera, G., Rojo, J.E., Gomez-Benito, J., Bernardo, M., Crespo-Facorro, B., et al. (2008) Spanish Version of 
the Screen for Cognitive Impairment in Psychiatry (SCIP-S): Psychometric Properties of a Brief Scale for Cognitive 
Evaluation in Schizophrenia. Schizophrenia Research, 99, 139-148. http://dx.doi.org/10.1016/j.schres.2007.09.012 

[25] Hirabayashi, E., Purdon, S.E., Masuya, J., Matsumoto, Y., Okada, S., Yamashiro, N., et al. (2006) The Japanese Version 
of the Screen for Cognitive Impairment in Psychiatry: A Preliminary Study. International Clinical Psychopharmacology, 
21, A10. http://dx.doi.org/10.1097/00004850-200607000-00034 

[26] Cuesta, M.J., Pino, O., Guilera, G., Rojo, J.E., Gomez-Benito, J., Purdon, S.E., et al. (2011) Brief Cognitive 
Assessment Instruments in Schizophrenia and Bipolar Patients, and Healthy Control Subjects: A Comparison Study 
between the Brief Cognitive Assessment Tool for Schizophrenia (B-CATS) and the Screen for Cognitive Impairment 
in Psychiatry (SCIP). Schizophrenia Research, 130, 137-142. http://dx.doi.org/10.1016/j.schres.2011.05.020 

http://dx.doi.org/10.1097/00019442-200303000-00012
http://dx.doi.org/10.1097/PSY.0b013e318272ef2a
http://dx.doi.org/10.1093/oxfordjournals.schbul.a006873
http://dx.doi.org/10.1093/eurjhf/hfq042
http://dx.doi.org/10.1017/S1041610208007631
http://dx.doi.org/10.1016/0892-0362(96)00027-X
http://dx.doi.org/10.1080/13803390802592458
http://dx.doi.org/10.1016/0022-3956(75)90026-6
http://dx.doi.org/10.1111/j.1532-5415.2005.53221.x
http://dx.doi.org/10.1159/000288961
http://dx.doi.org/10.1076/jcen.20.3.310.823
http://dx.doi.org/10.1016/j.schres.2003.09.011
http://dx.doi.org/10.1016/j.schres.2007.09.012
http://dx.doi.org/10.1097/00004850-200607000-00034
http://dx.doi.org/10.1016/j.schres.2011.05.020


S. V. Tourjman et al. 
 

 
117 

[27] Nieto, L., Cobo, J., Pousa, E., Blas-Navarro, J., Garcia-Pares, G., Palao, D., et al. (2012) Insight, Symptomatic 
Dimensions, and Cognition in Patients with Acute-Phase Psychosis. Comprehensive Psychiatry, 53, 502-508. 
http://dx.doi.org/10.1016/j.comppsych.2011.08.008 

[28] Guilera, G., Pino, O., Gomez-Benito, J., Rojo, J.E., Vieta, E., Tabares-Seisdedos, R., et al. (2009) Clinical Usefulness 
of the Screen for Cognitive Impairment in Psychiatry (SCIP-S) Scale in Patients with Type I Bipolar Disorder. Health 
and Quality of Life Outcomes, 7, 28. http://dx.doi.org/10.1186/1477-7525-7-28 

[29] Bland, J.M. and Altman, D.G. (2002) Validating Scales and Indexes. BMJ Statistics Notes, 9, 606-607. 
[30] Rey, A. (1964) L’examen clinique en psychologie (The Clinical Psychological Examination). Presse Universitaires de 

France, Paris. 
[31] Brown, J. (1958) Some Tests of the Decay Theory of Immediate Memory. Quarterly Journal of Experimental 

Psychology, 10, 12-21. http://dx.doi.org/10.1080/17470215808416249 
[32] Peterson, L.R. and Peterson, M.J. (1959) Short-Term Retention of Individual Verbal Items. Journal of Experimental 

Psychology, 58, 193-198. http://dx.doi.org/10.1037/h0049234 
[33] Wechsler, D. (1997) Wechsler Adult Intelligence Scale. Third Edition (WAIS-III), Psychological Corporation, San 

Antonio. 
[34] Wechsler, D. (1999) Wechsler Abbreviated Scale of Intelligence. Psychological Corporation, San Antonio. 
[35] Delis, D.C., Kaplan, E. and Kramer, J.H. (2001) Delis-Kaplan Executive Function System (D-KEFS). The Psychological 

Corporation, San Antonio. 
[36] Delis, D.C., Kramer, J.H., Kaplan, E. and Ober, B.A. (2000) California Verbal Learning Test. Second Edition, Psy- 

chological Corporation, San Antonio. 

http://dx.doi.org/10.1016/j.comppsych.2011.08.008
http://dx.doi.org/10.1186/1477-7525-7-28
http://dx.doi.org/10.1080/17470215808416249
http://dx.doi.org/10.1037/h0049234


S. V. Tourjman et al. 
 

 
118 

Abbreviations 
BACS = Brief Assessment of Cognition in Schizophrenia;  
COWAT = Controlled Oral Word Association Test; 
CTT = Brown-Peterson Consonant Trigram Test;  
CVLT = California Verbal Learning Test;  
D-KEFS = Delis-Kaplan Executive Functions System;  
ICC = Intraclass Correlation Coefficient  
IUSMM = Institut de Santé Mentale de Montréal;  
MME = Mini-Mental State Examination;  
MoCA = Montreal Cognitive Assessment;  
NCSE = Neurobehavioral Cognitive Status Examination;  
RAVLT = Rey Auditory Verbal Learning Test  
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