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BACKGROUND: Accumulating evidence points to the
superiority of the MoCA over the MMSE as a cognitive
screening tool. To facilitate the transition from the MMSE
to the MoCA in clinical and research settings, authors
have developed MMSE-MoCA conversion tables. However, it is unknown whether a conversion table generated
from Alzheimer’s disease (AD) patients would apply to
patients with other dementia subtypes like vascular dementia or frontotemporal dementia. Furthermore, the reliability and accuracy of MMSE-MoCA conversion tables has
not been properly evaluated.
METHOD: We retrospectively examined the MMSEMoCA relationship in a large multicenter sample gathered
from 3 Memory Clinics in Quebec, Canada (1492
patients). We produced an MMSE-MoCA conversion table
using the equi-percentile method with log-linear smoothing. We then cross-validated our conversion table with the
ADNI dataset (1202 patients) and evaluated its accuracy
for future predictions.
RESULTS: The MMSE-MoCA conversion table is consistent with previously published tables and has an intra-class
correlation of 0.633 with the ADNI sample. However, we
found that the MMSE-MoCA relationship is significantly
modified by diagnosis (P < .01), with dementia subtypes
associated with a dysexecutive syndrome showing a trend
towards higher MMSE than other dementia syndromes for
a given MoCA score. The large width of 95% confidence
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interval (CI) for a new prediction suggests questionable
reliability for clinical use.
CONCLUSION: In this study, we validated a conversion
table between MMSE and MoCA using a large multicenter
sample. Our results suggest caution in interpreting the
tables in heterogeneous clinical populations, as the
MMSE-MoCA relationship may be different across dementia subtypes. J Am Geriatr Soc 65:1067–1072, 2017.
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n the verge of an Alzheimer’s disease (AD) epidemic,1
it is becoming increasingly important to develop and
validate cost-effective tools to improve dementia screening
in the aging population. Even with the emergence of
sophisticated imaging technologies and biomarkers, brief
cognitive screening tests remain a core component of
dementia diagnosis, as they are quick and useful tools to
assess overall cognition. The Mini-Mental State Examination (MMSE)2 is currently the most widely applied test for
dementia screening, being validated by over 100 studies.3
However, the MMSE has a very poor sensitivity for the
early stages of AD—especially in young or highly educated
patients—missing up to 50% of AD diagnoses.3–5 The
MMSE was in fact initially designed to assess psychiatric
disorders and not AD in the ambulatory setting. Moreover,
the MMSE is under copyright restrictions and is no longer
freely available, potentially limiting its routine use in clinical and research settings.6,7 As a result, the Montreal Cognitive Assessment (MoCA)8 is increasingly used in the
dementia field. The MoCA was specifically designed to
improve the diagnosis of AD at the mild cognitive impairment (MCI) stage, and hence has better sensitivity in this
population.8–13
Transiting from the MMSE to the MoCA is, however,
complicated by the fact that the MMSE has established
itself over the years as a standard measure of cognition,
both in research and in the clinic. Since the MoCA is
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globally a more difficult test, scores have never been
regarded as being equivalent. A reliable conversion algorithm between both screening tests to ensure continuity in
various settings would facilitate smooth transition from
MMSE to MoCA. Previous authors have attempted to provide an MMSE-MoCA conversion table over the last
years.10,14–18 These studies were however generally smallsampled—especially in the lower MoCA scores—and did
not appropriately reflect the clinical heterogeneity encountered in memory clinics. Moreover, none assessed whether
MMSE-MoCA associations was different according to
dementia subtype. One cannot assume that the conversion
table will be a one-size-fits-all; indeed, cognitive domains
are differently weighted in MMSE and MoCA scores, and
the relation may differ between predominantly dysexecutive syndromes (e.g., vascular dementia) vs. predominantly
amnestic syndromes (e.g., AD). Furthermore, as clinicians,
if we are to use a conversion table to predict an MMSE
score based on a MoCA score, the main question that has
to be answered is: how likely will my prediction be
wrong?
Therefore, the current study attempted to validate an
MMSE-MoCA conversion table in a large multicenter
cohort encompassing a wide variety of dementia subtypes.
We also cross-validated our results with data from the Alzheimer’s Disease Neuroimaging Initiative (ADNI), a multicenter observational study whose data is publicly available
to the scientific community.

METHODS
Patient Selection
In the Province of Quebec (Canada), cholinesterase inhibitors reimbursement by health authorities requires an
MMSE score between 10 and 26. Since clinicians prefer to
use the MoCA for diagnostic purposes, most patients end
up undergoing both tests during clinical evaluation. We
retrospectively reviewed all cases seen at our academic
memory clinic where both MMSE and MoCA were performed on the same day. We contacted our colleagues
from other academic memory clinics in Quebec (CB, TF,
GL in Sherbrooke; SG and ZN in Montreal) to gather
additional cases. We included 1492 patients who had
undergone MMSE and MoCA on the same day. Since participating clinics were all tertiary-care academic memory
clinics, our sample encompassed a wide range of cognitive
disorders, including AD, MCI, vascular dementia, frontotemporal dementia (FTD), primary progressive aphasia,
Parkinson’s disease dementia, corticobasal syndrome, progressive supranuclear palsy, a wide range of psychiatric
disorders, and subjective memory complaints (See Table 1
for patients’ characteristics). Following state-of-the-art
diagnostic criteria, all diagnoses were made by dementia
experts (behavioural neurologists, geriatric psychiatrists,
neuropsychiatrists).
To validate our conversion table on other samples, we
searched the ADNI database (ADNI 1, 2 and ADNI-GO)
for more patients with both MMSE and MoCA scores at
the same follow-up visits. Data were downloaded from the
October 2015 release (http://adni.loni.ucla.edu). We
included 1202 patients who had an MMSE and a MoCA
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Table 1. Characteristics of the Sample
Group

N

ADNI total
CN
SMC
EMCI
LMCI
AD
Qc total
CN/SMC
MCI
AD
Vascular
Psychiatric
Others

1202
323
105
309
314
150
1492
95
244
445
193
131
384

Age

73
74
72
71
73
75
69
64
72
73
74
62
65

(7)
(6)
(6)
(7)
(7)
(8)
(11)
(10)
(9)
(9)
(10)
(11)
(12)

Gender

Education

652/550
160/163
43/62
171/138
189/125
89/61
709/783
72/23
119/125
187/258
100/93
56/75
175/209

16.2
16.4
16.8
16.0
16.1
15.8
11.6
13.6
11.1
11.2
10.5
11.9
12.2

(2.7)
(2.6)
(2.5)
(2.7)
(2.9)
(2.6)
(4.6)
(3.8)
(4.8)
(4.6)
(4.5)
(4.5)
(4.5)

Data is mean (SD) for age and education. Gender is male/female.
AD = Alzheimer’s disease; CN = cognitively normal; EMCI = early mild
cognitive impairment; LMCI = late mild cognitive impairment;
MCI = mild cognitive impairment; SMC = subjective memory complaint.

during the same visit. Diagnoses included AD, late- and
early-MCI, subjective memory complaints and healthy controls (See Table 2). ADNI is a multi-site, multi-study program funded by a public and private partnership to
investigate whether the combination of neuroimaging, biological markers, and clinical and neuropsychological
assessments can accurately track progression of AD.19
Data are publicly available to the scientific community for
analyses. Informed consent is collected through the participating ADNI sites. The ADNI-GO and ADNI-2 studies
were conducted according to Good Clinical Practice guidelines, US 21CFR Part 50—Protection of Human Subjects,
and Part 56— Institutional Review Boards (IRBs)/Research
Ethics Boards (REBs), and pursuant to state and federal
HIPAA regulations. Also, the study protocols were
approved by each site’s IRB/REB. At the entry visit into
ADNI, cohort subjects received an initial diagnosis according to certain definitions: AD dementia subjects had
MMSE scores between 20 and 26 (inclusive), Clinical
Dementia Rating Scale (CDR) scores of either 0.5 or 1.0,
and all met National Institute of Neurological and Communicative Disorders and Stroke/Alzheimer’s Disease and
Related Disorders Association (NINDS-ADRA) criteria for
probable AD. MCI subjects had a memory complaint, and
MMSE scores between 24 and 30, objective memory loss
as measured by education-adjusted scores on the Wechsler
Memory Scale (WMS) Logical Memory II, CDR score of
0.5, absence of significant levels of impairment in other
cognitive domains, essentially preserved activities of daily
living, and an absence of dementia. The distribution of
MMSE and MoCA scores in the sample is shown in Figure S1.

MMSE and MoCA Testing
The MMSE and the MoCA are both brief multidomain
cognitive screening tests with a score range of 0–30.
MMSE items include orientation, memory, recall, naming
objects, attention, following verbal and written commands,
writing a sentence, and copying a figure. MoCA items
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Table 2. MMSE-MoCA Conversion Table
95% CI For a New Prediction
MoCA

Predicted MMSE

MoCA?MMSE
30
29
28
27
26
25
24
23
22
21
20
19
18
17
16
15

Inferior Limit

Superior Limit

28.1
26.8
27.0
26.5
26.4
25.4
25.0
24.0
23.6
22.8
22.2
21.7
20.5
19.6
19.4
17.9

30
30
30
30
30
30
30
30
30
30
29.7
29.2
29.2
28.9
27.9
28.1

Predicted MoCA

MMSE?MoCA
30
29
28
27
26
25
24
23
22
21
20

to dementia subtype (AD, vascular, psychiatric, others).
We used a linear and quadratic model to statistically compare the different subgroups’ curves. All analyses were carried out in SAS version 9.2.

RESULTS
30
30
29
29
28
28
28
27
27
26
25
25
24
24
23
22

95% CI For a New Prediction
MMSE
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28
26
23
21
20
18
16
15
13
12
11

Inferior Limit

Superior Limit

21.8
19.6
17.5
15.4
13.3
11.5
9.1
5.4
6.3
3.1
2.3

30
30
30
28.4
26.8
25.0
24.1
24.6
20.9
21.5
19.9

Accuracy and Reliability of the MMSE-Moca
Conversion Table
Using the equipercentile method with log-linear smoothing
on the Quebec sample, we produced tables for the conversion from MMSE to MoCA, and from MoCA to MMSE
(See Table 2). It appears that the MoCA?MMSE conversion is much more accurate than the MMSE?MoCA conversion. Indeed, when predicting MoCA scores from
MMSE sores, the observed MMSE score is in a 1 range
of the score predicted from the MoCA less than 50% of
cases, with a mean deviation of more than 2 points. Conversely, the MoCA?MMSE conversion table has a better
accuracy, especially when the MoCA is in the 23 to 30
range (>70% observed MMSE scores in a  1 range of
predicted score, mean deviation ﬃ1 point). When MoCA
is <20, the conversion table becomes less accurate, with
<50% of observed scores in a 1 range of the predicted
score and a mean deviation of ﬃ2 points. We also calculated 95% CI for a new prediction (See Table 2). When
predicting MMSE from the MoCA in a new patient, the
95% CI spans 6.0 MMSE points on average (4.7 when
MoCA ≥20 and 8.8 when MoCA <20). The MMSE?
MoCA conversion table is less accurate, with 95% CI of
14 MoCA points on average (12 when MMSE ≥25 and 17
when MMSE <25). Finally, the MMSE-MoCA conversion
table showed an intra-class correlation of 0.633 with the
ADNI sample.

Consistency with Other Published MMSE-Moca
Conversion Tables
include orientation, drawing figures, processing speed,
naming objects, memory, recall, attention, vigilance,
repetition, verbal fluency, and abstraction (available online
at http://www.mocatest.org). The MoCA adds one point
for those whose educational level is 12 or fewer years. In
this study, we used raw MoCA scores (not corrected for
education).

We retrieved the MoCA?MMSE conversion tables previously published in peer-reviewed articles10,14–18 and compared them to our Quebec and ADNI tables. The tables
are well matched for the higher spectrum of MoCA scores,
and slightly diverge in the lower MoCA scores, where
sample sizes are small (See Figure S2). Overall, we found a
mean difference of 0.8 MMSE points between our conversion table and the average of other published tables.

Statistical Analyses
The equipercentile equating method with log-linear
smoothing20 was performed on the MoCA and MMSE to
develop a score conversion table between these scales. The
analysis was performed using the “equate” library in
the SAS 9.2 R statistical program (SAS Institute). To assess
the accuracy and validity of the prediction table, we
looked at how the observed MMSE/MoCA scores differed
from the predicted scores in the Quebec sample. We also
calculated 95% confidence interval (CI) for a new prediction and calculated intra-class correlation with the ADNI
sample. The superior limit of the 95% CI was blocked at
30/30 to facilitate clinical interpretation. In order to look
at potential modifying factors, we split the data according

Is the MMSE-Moca Relationship Consistent Across
Dementia Subtypes?
In order to look at potential modifying factor of diagnosis,
we split the data in four diagnostic groups (AD, vascular,
psychiatric, others). When modelling curves either through
a linear or quadratic model, we observed significant differences (P < .01) in MMSE-MoCA relationship across diagnosis subgroups. We therefore generated an MMSE-MoCA
conversion table that is specific for the main dementia subtypes (AD, vascular, psychiatric, others; See Figure 3).
Some diagnostic groups were too small to model through
this approach, but did not seem to fit the MMSE-MoCA
relationship. For instance, frontotemporal dementia
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Figure 1. MMSE-MoCA conversion table according to dementia subtype. [Color figure can be viewed at wileyonlinelibrary.com].

(n = 26) was the diagnostic subgroup with the highest
mean difference between predicted and actual MMSE
score (2.31), with a trend towards a higher MMSE than
predicted from the MoCA (equal or higher in 19/26 cases).
A similar trend was observed in patients with Parkinson’s
disease (mean difference 1.95, 17/22 with equal or better
MMSE than predicted from MoCA) and normal pressure
hydrocephalus (mean difference 1.97, 32/46 with equal or
better MMSE than predicted from MoCA). Overall,
dementia subtypes associated with a dysexecutive syndrome (vascular dementia, Parkinson’s disease, normal
pressure hydrocephalus, frontotemporal dementia) showed
a trend towards higher MMSE scores than other dementia
subtypes (e.g., AD) for a given MoCA score (not significant). This is consistent with our MMSE-MoCA tables
stratified by diagnosis (See Figure 3), which shows that the
vascular dementia spectrum generally predicts a higher
MMSE score than other dementia syndromes for a given
MoCA score.

DISCUSSION
In this study, we aimed to validate an MMSE-MoCA conversion table using retrospective data from four academic
memory clinics in Quebec. This will allow comparability
of cognitive staging data in longitudinal studies of MCI or
dementing illnesses, and potentially to impute data in
heterogeneous research cohorts (some patients having only
MMSE, and others only MoCA scores). Our table is similar to previously published tables and shows good intraclass correlation with the ADNI sample. On the other
hand, large 95% CI for new predictions suggest questionable reliability for clinical use. For instance, a MoCA score
of 20/30 would predict an MMSE score of 26, with a
95% CI between 22 and 30 (See Table 2)—a width that is
clinically very significant. Encouragingly however, the conversion table is more reliable at higher levels of function,
that is where clinical and research settings need it the most
(MMSE usually being preferred at lower levels of function).21 Finally, we showed that the MMSE-MoCA relationship might differ according to dementia subtype,
which potentially limits its use in heterogeneous clinical

populations. Specifically, dementia subtypes associated
with a dysexecutive syndrome generally have a higher
MMSE than predicted from the MoCA. This might be due
to the fact that the MoCA contains more executive tasks
than the MMSE, hence dysexecutive patients can get lower
scores on MoCA with a relatively preserved MMSE.
Authors have suggested that the nature of a cognitive measure (emphasis on certain cognitive domains) impacts its
ability to capture clinical deterioration in a given dementia
syndrome: for instance, MMSE-matched AD and FTD
patients significantly differ in other measures of disease
severity such as the Functional Assessment Questionnaire
(FAQ), Neuropsychiatric Inventory (NPI), and Clinical
Dementia Rating Scales (CDRs).22,23 Likewise, although
the MMSE and MoCA test similar neuropsychological
constructs, their differential weighting of cognitive
domains should prevent us to convert scores using the
same scale in all types of neurocognitive syndromes.
Accumulating evidence suggests that the MoCA is
superior to the MMSE for the screening of AD or other
dementias at the MCI stage. Among the advantages of the
MoCA over the MMSE: a higher ceiling that helps better
detecting the early stages of the disease, especially among
young and/or educated patients;11,21,24–26 availability of
three equivalent alternate versions to minimize re-test
effects;27 future availability of an online version that will
help gathering automatic calculations of processing speed
for executive subtests (http://www.mocatest.org/electronictests); and its free open-access availability.6,7 On the other
hand, MMSE is generally preferred to the MoCA for cognitive staging visits due to its presumed lower floor effect.
Moreover, executive subtests—most notably verbal
fluency, but also trail-making and clock drawing—can be
discouraging to patients with severe cognitive deficits,
hence clinicians instinctively chose easier tests like the
MMSE in this population. Nonetheless, multiple studies
have shown that the MoCA in fact does not have a significant floor effect even in moderate to advanced stages of
dementia.28–30
Our study has limitations. First and foremost, we must
highlight the scarcity of data for MoCA scores below 20
both in our samples (See Figure 1) and other published
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studies. This is explained by the fact that, as mentioned
above, the MoCA is mostly used for screening and diagnostic purposes (e.g., in the first visits), whereas the
MMSE is generally preferred for cognitive staging in follow-up visits. Further research is needed to evaluate the
value of the MoCA for the cognitive staging of patients in
follow-up visits. Moreover, the retrospective design of the
study implies potential biases. For instance, since there
was no a priori determined method for the administration
order of the tests, there may be a systematic preference for
a specific order in some centers (e.g., always starting with
the MoCA). In our experience, patients tend to perform
better on the first test compared to the second, probably
due to decreasing attention over time. This in turn may
induce a systematic bias in the MMSE-MoCA relationship.
Unfortunately, administration order was not available for
most of the data gathered in this effort.

CONCLUSION
As accumulating evidence points to the superiority of the
MoCA over the MMSE as a cognitive screening tool, we
validated an MMSE-MoCA conversion table to allow
comparability of cognitive staging data in longitudinal
studies of MCI or dementing illnesses. The MMSE?
MoCA conversion table should be used with caution in
clinical practice, since it shows questionable reliability and
may not apply equally to every dementia subtype.

ACKNOWLEDGMENTS
We wish to thank Audrey Paradis for formatting the
manuscript and Kelsey Flynn for her precious help in gathering the data.
Financial Disclosure: Funding: Vanier Graduate Scholarship of the Canadian Institutes of Health Research
(CIHR), Societe Alzheimer de Quebec.
Conflict of Interest: Dr. Ziad Nasreddine MD FRCPC
is the author of the MoCA. He is also the founder and
director of the MoCA Clinic & Institute (Montreal,
Canada).
Author Contributions: DB and RJrL elaborated the
study concept and design. All authors contributed to data
acquisition. DB and RJrL analysed and interpreted the
data. DB drafted the initial version of the manuscript. All
authors participated to the preparation of the paper and
approved the final version of the manuscript.
Sponsor’s Role: The study sponsors did not have a
role in design, methods, subject recruitment, data collections, analysis, and preparation of paper.

REFERENCES
1. Alzheimer’s Association. Alzheimer’s disease facts and figures. Alzheimers
Dement 2015;2015:332–384.
2. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”. A practical
method for grading the cognitive state of patients for the clinician. J Psychiatr Res 1975;12:189–198.
3. Arevalo-Rodriguez I, Smailagic N, Roque IFM et al. Mini-Mental State
Examination (MMSE) for the detection of Alzheimer’s disease and other
dementias in people with mild cognitive impairment (MCI). Cochrane
Database Syst Rev 2015;CD010783.
4. Naugle RI, Kawczak K. Limitations of the mini-mental state examination.
Cleve Clin J Med 1989;56:277–281.

MMSE-MOCA CONVERSION TABLE

1071

5. Galasko D, Klauber MR, Hofstetter CR et al. The mini-mental state examination in the early diagnosis of Alzheimer’s disease. Arch Neurol
1990;47:49–52.
6. Newman JC. Copyright and bedside cognitive testing: Why we need alternatives to the mini-mental state examination. JAMA Intern Med
2015;175:1459–1460.
7. Newman JC, Feldman R. Copyright and open access at the bedside. N Engl
J Med 2011;365:2447–2449.
8. Nasreddine ZS, Phillips NA, Bedirian V et al. The Montreal cognitive
assessment, MoCA: A brief screening tool for mild cognitive impairment. J
Am Geriatr Soc 2005;53:695–699.
9. Freitas S, Simoes MR, Alves L et al. Montreal cognitive assessment: Validation study for mild cognitive impairment and Alzheimer disease. Alzheimer
Dis Assoc Disord 2013;27:37–43.
10. Roalf DR, Moberg PJ, Xie SX et al. Comparative accuracies of two common screening instruments for classification of Alzheimer’s disease, mild
cognitive impairment, and healthy aging. Alzheimers Dement 2013;9:529–
537.
11. Appels BA, Scherder E. The diagnostic accuracy of dementia-screening
instruments with an administration time of 10 to 45 minutes for use in secondary care: A systematic review. Am J Alzheimers Dis Other Demen
2010;25:301–316.
12. Tsoi KK, Chan JY, Hirai HW et al. Cognitive tests to detect dementia: A
systematic review and meta-analysis. JAMA Intern Med 2015;175:1450–
1458.
13. Davis DH, Creavin ST, Yip JL et al. Montreal cognitive assessment for the
diagnosis of Alzheimer’s disease and other dementias. Cochrane Database
Syst Rev 2015;CD010775.
14. Trzepacz PT, Hochstetler H, Wang S et al. Relationship between the Montreal cognitive assessment and mini-mental state examination for assessment
of mild cognitive impairment in older adults. BMC Geriatr 2015;15:107.
15. van Steenoven I, Aarsland D, Hurtig H et al. Conversion between minimental state examination, montreal cognitive assessment, and dementia rating scale-2 scores in Parkinson’s disease. Mov Disord 2014;29:1809–1815.
16. Saczynski JS, Inouye SK, Guess J et al. The Montreal cognitive assessment:
Creating a crosswalk with the mini-mental state examination. J Am Geriatr
Soc 2015;63:2370–2374.
17. Falkowski JA, Hynan LS, Krishnan K et al. Conversion of MoCA to
MMSE scores. Alzheimers Dement (Amst) 2015;1:125.
18. Lawton M, Kasten M, May MT et al. Validation of conversion between
mini-mental state examination and montreal cognitive assessment. Mov
Disord 2016;31:593–596.
19. Weiner MW, Veitch DP. Introduction to special issue: Overview of Alzheimer’s Disease neuroimaging initiative. Alzheimers Dement 2015;11:730–733.
20. Kolen MJ, Brennan RL. Test Equating, Scaling, and Linking. Springer, Berlin, Germany, 2004.
21. Cullen B, O’Neill B, Evans JJ et al. A review of screening tests for cognitive
impairment. J Neurol Neurosurg Psychiatry 2007;78:790–799.
22. Deutsch MB, Liang LJ, Jimenez EE et al. Are we comparing frontotemporal dementia and Alzheimer disease patients with the right measures? Int
Psychogeriatr 2016;28:1481–1485.
23. Rosen HJ, Narvaez JM, Hallam B et al. Neuropsychological and functional
measures of severity in Alzheimer disease, frontotemporal dementia, and
semantic dementia. Alzheimer Dis Assoc Disord 2004;18:202–207.
24. Nazem S, Siderowf AD, Duda JE et al. Montreal cognitive assessment performance in patients with Parkinson’s disease with “normal” global cognition according to mini-mental state examination score. J Am Geriatr Soc
2009;57:304–308.
25. Whitney KA, Mossbarger B, Herman SM et al. Is the montreal cognitive
assessment superior to the mini-mental state examination in detecting subtle cognitive impairment among middle-aged outpatient U.S. Military veterans? Arch Clin Neuropsychol 2012;27:742–748.
26. Pendlebury ST, Cuthbertson FC, Welch SJ et al. Underestimation of cognitive impairment by Mini-Mental State Examination versus the Montreal
Cognitive Assessment in patients with transient ischemic attack and stroke:
A population-based study. Stroke 2010;41:1290–1293.
27. Costa AS, Fimm B, Friesen P et al. Alternate-form reliability of the Montreal cognitive assessment screening test in a clinical setting. Dement Geriatr Cogn Disord 2012;33:379–384.
28. Biundo R, Weis L, Bostantjopoulou S et al. MMSE and MoCA in Parkinson’s disease and dementia with Lewy bodies: A multicenter 1-year followup study. J Neural Transm (Vienna) 2016;123:431–438.
29. Freitas S, Prieto G, Simoes MR et al. Psychometric properties of the Montreal cognitive assessment (MoCA): An analysis using the Rasch model.
Clin Neuropsychol 2014;28:65–83.
30. Wang CS, Pai MC, Chen PL et al. Montreal cognitive assessment and
mini-mental state examination performance in patients with mild-to-

1072

D. BERGERON ET AL.

moderate dementia with Lewy bodies, Alzheimer’s disease, and normal participants in Taiwan. Int Psychogeriatr 2013;25:1839–1848.

SUPPORTING INFORMATION
Additional Supporting Information may be found in the
online version of this article:
Figure S1. Distribution of MMSE and MoCA scores
in the ADNI and Quebec samples.
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Figure S2. Comparison of published MMSE-MoCA
conversion tables. AD = Alzheimer’s disease; HC = healthy
controls; MCI = mild cognitive impairment; PD = Parkinson’s disease.
Please note: Wiley-Blackwell is not responsible for the
content, accuracy, errors, or functionality of any supporting materials supplied by the authors. Any queries (other
than missing material) should be directed to the corresponding author for the article.

