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Abstract

Objectives: We aimed to compare and link the total scores of the Mini-Mental State Examination (MMSE) and Montreal Cognitive
Assessment (MoCA), two common global cognitive screeners. Methods: 2,325 memory clinic patients (63.2 ± 8.6 years; 43% female) with a
variety of diagnoses, including subjective cognitive decline, mild cognitive impairment, and dementia due to various etiologies completed the
MMSE andMoCA concurrently. We described both screeners, including at the item level. Then, using linear regressions, we investigated how
age, sex, education, and diagnosis affected total scores on both instruments. Next, in linear mixed models, we treated the
two screeners as repeated measures and analyzed the influence of these characteristics on the relationship between the instruments’
total scores. Finally, we linked total scores using equipercentile equating, accounting for relevant patient characteristics.Results:MMSE scores
(mean ± standard deviation: 25.0 ± 4.6) were higher than MoCA scores (21.2 ± 5.4), and MMSE items generally showed less variation than
MoCA items. Both instruments’ scores were individually influenced by age, sex, education, and diagnosis. The relationship between the
screeners was moderated by age (estimate=−0.01, 95% confidence interval = [−0.03, −0.00]), education (0.14 [0.10, 0.18]), and diagnosis.
These were accounted for when producing crosswalk tables based on equipercentile equating. Conclusions: Accounting for the influence of
patient characteristics, we created crosswalk tables to convert MMSE scores to MoCA scores, and vice versa. These tables may facilitate
collaboration between clinicians and researchers and could allow larger, pooled analyses of global cognitive functioning in older adults.
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Introduction

Dementia is a syndrome caused by impairment in multiple
cognitive domains, such as memory, language, executive function-
ing, or visuoconstruction. It is caused by several neurodegenerative
diseases, of which Alzheimer’s disease is the most prevalent
(Scheltens et al., 2021). Cognitive impairment does not emerge
overnight, but rather develops gradually over many years, passing
through a stage of mild cognitive impairment (MCI) and
eventually culminating in dementia. Although we are yet to find
a cure for any of the neurodegenerative diseases causing dementia,
detecting dementia in the earliest possible stage is important for
adequate treatment and patient management (Robinson et al.,
2015). Brief cognitive screening instruments with good accuracy for
detecting cognitive impairment are essential for initial diagnostic

evaluation. Currently, the most widely used screeners are the Mini-
Mental State Examination (MMSE; Folstein et al., 1975) and the
Montreal Cognitive Assessment (MoCA; Nasreddine et al., 2005).

Developed in 1975, the MMSE is a household name for
cognitive screening. It was originally developed to evaluate
cognition in elderly psychiatric patients and has a strong emphasis
on orientation, language comprehension and production, and
memory recall. A meta-analysis showed that the MMSE might
contribute especially well to dementia diagnosis in settings where
dementia prevalence is low (Creavin et al., 2016), e.g., in primary
care settings. However, this makes the MMSE potentially less
suitable for memory clinics. In the nearly 50 years since the
MMSE’s introduction, our understanding of Alzheimer’s disease
has changed substantially. Consequently, the MMSE has become
outdated and ill-equipped for answering today’s clinical and
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research questions. Accordingly, an important drawback is that the
MMSE does not seem to pick up subtle cognitive deficits (Bergeron
et al., 2017; Galasko et al., 1990; Mitchell, 2009; Naugle & Kawczak,
1989; Tombaugh &McIntyre, 1992), rendering it less useful for the
detection of MCI.

The MoCA was introduced in 2005 with the specific goal of
being able to detect MCI as well (Nasreddine et al., 2005).
Compared to the MMSE, the MoCA focuses less on orientation,
assesses memory encoding and retrieval in more detail, and
introduces executive tasks. Further, the MoCA has a “Memory
Index Score” (MIS), that can be calculated based on the free, cued,
and multiple choice recall of five words. The MIS may provide
additional insight into the memory performance of the patient or
participant. Studies have shown that the MoCA is more sensitive
and has better diagnostic accuracy for distinguishing unimpaired
from impaired cognition than the MMSE (Jia et al., 2021; Pinto
et al., 2019; Trzepacz et al., 2015), although it is less specific
(Larner, 2012). On the other hand, a recent meta-analysis
concluded that the quality of evidence from just seven studies
was too low to make recommendations about the clinical utility of
the MoCA for the detection of dementia (Davis et al., 2021).

As the MMSE and MoCA are used in parallel and serve similar
purposes, situations may arise where clinicians and researchers
need to crosswalk scores from one instrument to the other, for
example, when clinicians obtain test scores from an external
provider who uses the other screener, or when researchers model
longitudinal global cognitive performance and want to use
historically acquired scores on one screener in conjunction with
newly acquired scores on the other. To do this, it is necessary to
know to what extent the two screeners are alike in a memory-clinic
population and how well the scores on both screeners can be
compared. Previous efforts to link scores of the MMSE and MoCA
in Alzheimer’s disease and dementia populations (Bergeron et al.,
2017; Roalf et al., 2013), as well as in other diseases (Saczynski et al.,
2015; van Steenoven et al., 2014), have provided conversions from
MoCA to MMSE scores, although they do not mention accounting
for potentially relevant patient characteristics like age and education
in their crosswalk tables.

In this study, we aimed to examine to what extent the MMSE
and MoCA yield equivalent assessments of global cognition in a
single, large, and diagnostically diverse memory clinic population.
First, we describe total and item-level scores for both screeners
in our sample. Next, we investigate how total scores of both
screeners are affected by age, sex, education, and diagnosis.
Further, we analyze how the scores of the two screeners relate
to each other, and how this relationship may be influenced by
age, sex, education, and diagnosis. Finally, we created crosswalk
tables that allow scores to be converted between the two
screeners in both directions.

Methods

Participants and procedures

We included consecutive participants from the Amsterdam
Dementia Cohort (van der Flier & Scheltens, 2018), which
comprises individuals who visited the outpatient memory clinic of
Alzheimer Center Amsterdam for extensive dementia screening.
The screening procedures include medical history, neurological
examination, neuropsychological assessment, magnetic resonance
imaging, and lumbar puncture (van der Flier & Scheltens, 2018).
Diagnoses are made at baseline in multidisciplinary consensus
meetings following the initial visit and in accordance with research

criteria for subjective cognitive decline (SCD; Jessen et al., 2014),
MCI ( Petersen et al., 2014), Alzheimer’s disease dementia (AD
dementia; McKhann et al., 2011), frontotemporal dementia (FTD;
Rascovsky et al., 2011), vascular dementia (VD; Román et al.,
1993), dementia with Lewy bodies (McKeith et al., 2017; DLB;
McKeith et al., 2005), primary progressive aphasia (PPA;
Gorno-Tempini et al., 2011), and primary psychiatric disorder
(PPD; American Psychiatric Association, 2013). In addition,
patients who received a diagnosis of dementia due to a different
etiology were grouped, as were patients who had a non-
dementia neurologic diagnosis. From the Amsterdam Dementia
Cohort, we selected participants with any of these diagnoses and
who concurrently completed the MMSE andMoCA during their
initial visit between May 2018 and November 2023. We did not
select participants whose diagnosis remained undetermined
after the initial visit. This study was approved by the medical
ethical review board of VU University Medical Center. All
participants provided written informed consent prior to
undergoing study procedures, in accordance with the Declaration
of Helsinki.

Materials

Screeners

The MMSE includes items assessing orientation, memory recall,
object naming, attention, understanding of verbal and written
commands, writing, and visuoconstruction (Folstein et al., 1975).
The Montreal Cognitive Assessment (MoCA) includes items
assessing orientation, visuoconstruction, processing speed, picture
naming, memory recall, attention, vigilance, verbal fluency, mental
flexibility, and abstraction (Nasreddine et al., 2005). A Memory
Index Score can be computed from the memory tasks within the
MoCA as a separate score reflecting memory performance. We
used official Dutch translations of the MMSE (by Kok & Verhey,
2002) and MoCA version 8.1.

The MMSE and MoCA were administered consecutively, in
that order, as part of the routine procedure in the diagnostic
workup by medical doctors who were trained in administration of
both instruments; both instruments were administered by the same
doctor during the same session. Where tasks overlapped (serial
sevens, orientation), these were only asked once and used for
scoring both instruments.

Total scores for both screeners range 0–30, with higher scores
representing better global cognitive functioning. On the MoCA,
one point is added for those with 12 or fewer years of education,
unless they already scored the maximum of 30 points (Nasreddine
et al., 2005). The MIS ranges 0–15 and is based on the recall of
five words, where free recall is awarded three, cued recall two, and
multiple choice recall one point. Item-level data were recorded
from November 2018 onward and were available from n= 1,956
patients (84.1%) on the MMSE, and n= 1,999 (86.0%) on
the MoCA.

To mark impaired cognitive functioning, the MMSE uses a
conventional cutoff of < 24 (Folstein et al., 1975), while a
conventional cutoff of < 26 has been suggested for the
MoCA (Nasreddine et al., 2005). Normative data for the MMSE,
provided through the Advanced Neuropsychological Diagnostic
Infrastructure (de Vent et al., 2016), and MoCA (Kessels et al.,
2022), adjusted for age, sex, and education, exist for the Dutch
population and may be used to classify scores as impaired
(i.e., when < 2.5% of people with the same age, sex, and education
would have the same score or lower).
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Education

Educational attainment was self-reported by the patient and/or
their study partner and classified according to the 7-point
standardized Dutch education system of Verhage (Verhage,
1964). We converted this to years of education.

Statistical analyses

All analyses were run in R version 4.3.2 (R Core Team, 2023).
Differences between diagnostic groups in age, education, and sex
were investigated using linear or logistic regressions as appropriate,
with post-hoc adjustments for multiple testing employing the
Tukey’s Honest Significant Difference method. The correlation
betweenMMSE andMoCA was tested using Pearson’s correlation,
in the entire sample and in each diagnostic group separately.

Ceiling effects were described and classified as excessive
when > 15% attained the maximum score, according to existing
guidelines (Terwee et al., 2007), both in the whole sample and in
each diagnostic group. We further tabulated how often scores on
the MMSE and MoCA fell above or below both conventional and
age, sex, and education (i.e., norm)-adjusted cutoffs. Agreement
between cutoffs was determined using kappa values, where a
kappa < 0.40 was considered to indicate poor agreement, a kappa
between 0.40 and 0.75 to indicate fair to good agreement, and a
kappa of ≥ 0.75 to indicate excellent agreement.

The influence of age, sex, education, and diagnosis on MMSE
and MoCA total scores was analyzed in separate, univariate linear
regressions with the screener serving as the outcome, and each
characteristic as the predictor. A multivariate model combining all
characteristics was also run. Next, we investigated howMMSE and
MoCA scores related to each other in linear mixed models where
MMSE and MoCA were treated as repeated assessments. We then
investigated interactions between the screener (MMSE or MoCA)
and age, sex, education, and diagnosis in separate models. A model
containing all interactions was also run.

We performed equipercentile equating between MMSE and
MoCA scores, using the frequency estimation technique and
including as covariates the patient characteristics that significantly
interacted with the relationship between the two screeners.
Standard errors were estimated over 500 bootstrap samples.
This process was performed twice: once to equate MoCA scores to
rawMMSE scores, and once to equate MMSE scores to rawMoCA
scores. The resulting equated scores were rounded to the closest
integer to correspond to possible total scores.

Results

We selected 2,325 patients (63.2 ± 8.6 years; 43% women; median
education 10 years) out of 2,502 with concurrent MMSE and
MoCA, excluding 177 (7%) because they did not receive a
definitive diagnosis following the initial visit. Table 1 shows the
baseline characteristics of the total sample, as well as each
diagnostic group. Diagnostic groups differed in terms of age (with
PPD, SCD and FTD patients being the youngest), education
(withMCI patients receiving most education), and sex distribution
(with DLB patients being predominantly male; see Table 1).

Describing the screeners

In the entire sample, the mean MMSE total score was 25.0 ± 4.6,
while the mean MoCA total score was 21.2 ± 5.4. Both MMSE and
MoCA scores were highest in SCD and lowest in AD dementia.
Scores on both screeners were similar between the different types Ta
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of dementia, except that they were lower in ADdementia than in all
other types of dementia (see Table 1). MoCA-MIS largely differed
in the same direction between groups as the MoCA total score.
However, whereas theMoCA total score differed betweenMCI and
FTD, DLB, VD, PPA and other types of dementia, MoCA-MIS did
not. Conversely, while MoCA total scores did not differ between
MCI and other neurological disorders, MoCA-MIS did. All
pairwise differences are shown in detail in Supplemental Table 1.
Total scores onMMSE andMoCA correlated strongly in the whole
sample (r= 0.86, 95% confidence interval [95%CI] = [0.85, 0.87],
p< .001), and differed by diagnostic group. Particularly, the
correlation was lower among individuals with SCD (r= 0.56, 95%
CI= [0.50, 0.61]) andMCI patients (r= 0.55, 95%CI= [0.46, 0.63]).
All correlations by diagnostic group are shown in Supplemental
Table 2.

MoCA scores were lower than MMSE scores across all
diagnostic groups. Score distributions are shown in Figure 1,
revealing that patients in most diagnostic groups achieved scores
along almost the full score span on both screeners. A total of
230 patients (9.9%) scored at the ceiling of the MMSE, while only
33 (1.4%) scored at the ceiling of the MoCA. Among SCD patients,
the MMSE showed a ceiling effect with 152 (24.7%) scoring
30 points. The MoCA did not show this effect: 26 SCD (4.2%)
scored 30 points on the MoCA. The number of patients scoring
at the ceiling in each diagnostic group are displayed in
Supplemental Table 3. Based on the conventional cutoffs, 653

patients (28.1%) performed abnormally on the MMSE, while
1,807 patients (77.7%) performed abnormally on the MoCA.
Agreement between conventional cutoffs was 50.3%, with a
kappa of 0.20, indicating poor agreement. Using norm-adjusted
cutoffs, 1,168 patients (50.6%) performed abnormally on the
MMSE and 654 patients (28.3%) on the MoCA. Agreement
between norm-adjusted cutoffs was 73.8%, with a kappa of 0.48,
indicating fair agreement. A breakdown of classifications
according to both cutoffs by diagnosis is shown in detail in
Supplemental Table 3.

Regarding item-level analyses, we observed that whereas the
MMSE has several items where patients across all groups got full or
nearly full credit (e.g., immediate recall, object naming, stage
commands), most items of the MoCA showed more variation and
had a larger proportion of patients who got no or almost no points
(e.g., cube drawing, spontaneous delayed recall, and phonetic
fluency). A visualization of the number and proportion of patients
for each response option by diagnostic group is displayed in
Supplemental Figure 1 and shown in Supplemental Tables 4 (for
MMSE) and 5 (for MoCA).

Influence of patient characteristics

Older individuals had lowerMMSE and lowerMoCA scores, as did
women and individuals with fewer years of education. Compared
with individuals with SCD, all patients with other diagnoses had
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significantly lower scores. The age effect disappeared when
including diagnosis in the same model. These results are shown
in Supplemental Table 6.

Age (estimate (B)=−0.03, 95%CI = [−0.04, −0.02]), sex
(B=−0.25, 95%CI = [−0.47, −0.02]), education (B= 0.15, 95%CI
= [0.12, 0.19]) and diagnosis individuallymodified the relationship
between MMSE and MoCA scores. When combined into a single
model, age (B=−0.01, 95%CI = [−0.03, −0.00]), education
(B= 0.14, 95%CI = [0.10, 0.18]), and diagnosis interacted
significantly with the screener, but sex did not (B=−0.16, 95%
CI = [−0.38, 0.05]; see Table 2). The full models are shown in
Supplemental Table 7.

Linking

Equipercentile equating of MMSE and MoCA scores was
performed, accounting for age, sex, education, and diagnosis.
The resulting crosswalk tables are shown in Table 3 and a
visualization of the equated scores is shown in Supplemental
Figure 1. R scripts to crosswalk scores from one screener to the
other can be made available upon request from the corresponding
author.

Discussion

In this study, we demonstrated how MMSE and MoCA scores
compare: scores on both screeners are influenced by age, sex,
education, and diagnosis, but these factors also affect how the two
relate with one another. MoCA scores were lower than MMSE
scores across all diagnostic groups, and they were somewhat less
often classified as impaired. We provide a crosswalk table to link
the scores of both screeners, accounting for the differential effects
of age, education, and diagnosis, so that scores obtained with one
may be used to infer scores on the other.

Conceptually, the MMSE is the ‘easier’ of the two screeners: it
takes less time to complete, has fewer instructions, and may be less
burdensome to the patient. As a result, MMSE scores were higher
across all diagnostic groups, with approximately one in ten patients
scoring at the ceiling of the scale. At the same time, we observed

that MMSE scores in all diagnostic groups ranged across nearly the
entire score range, aligning with previous research that showed
that MMSE scores are specific nor sensitive for dementia-related
diagnoses (Galasko et al., 1990; Mitchell, 2009). Conversely, the
MoCA includes more advanced executive and visuospatial tasks,
and a more elaborate assessment of memory. MoCA scores were
generally lower and the total score range was somewhat more
restricted than that of theMMSE. Moreover, only about one in one
hundred patients attained a ceiling score. Still, the question
remains whether MoCA scores are simply lower than MMSE
scores across the board, or whether they represent a better, more
fine-grained assessment of general cognitive functioning.

As one possible answer, several MMSE items showed a limited
range in scores across diagnoses, with most patients getting all or
most points available. These items included immediate recall,
object naming, reading a sentence, and following stage commands.
This implies that these items are unlikely to yield a meaningful
signal for cognitive impairment, at least in a memory clinic setting,
because all ormost patients with various diagnoses performwell on
those tasks. At the same time, performance on other items seemed
markedly lower in certain diagnostic groups, which might aid
differential diagnosis. For example, relatively more patients with
Alzheimer’s disease dementia or dementia with Lewy bodies had
difficulty performing the serial sevens task, compared to patients
with FTD or primary progressive aphasia. In contrast, many
MoCA items showed a larger variability of scores, including some
items that even a proportion of otherwise cognitively unimpaired

Table 2. Estimates of patient characteristics’ influence on the relationship
between MMSE and MoCA total scores

Characteristic Estimate [95%CI]

Age in years −0.01 [−0.03, −0.00]
Female sex −0.16 [−0.38, 0.05]
Education in years 0.14 [0.10, 0.18]
Diagnosis
MCI −0.93 [−1.31, −0.50]
AD dementia −1.46 [−1.80, −1.18]
FTD −2.08 [−2.69, −1.47]
DLB −1.71 [−2.25, −1.16]
VD −1.63 [−2.39, −0.87]
PPA −2.16 [−2.91, −1.40]
Other dementia −0.94 [−1.63, −0.25]
Other neurology −0.63 [−1.15, −0.12]
PPD −0.87 [−1.24, −0.51]

Note: All estimates derived from a single linear mixed model. Displaying the interactions of
each characteristic with the screener variable (MMSE or MoCA). The reference for screener
was MMSE (i.e., showing estimate for MoCA); the reference for diagnosis was SCD (i.e.,
showing each diagnosis compared to SCD). AD= Alzheimer’s disease, B= estimate,
DLB= dementia with Lewy bodies, FTD= frontotemporal dementia, MCI =mild cognitive
impairment, MMSE=Mini-Mental State Examination, MoCA = Montreal Cognitive
Assessment, PPA= primary progressive aphasia, PPD= primary psychiatric diagnosis,
SCD= subjective cognitive decline, VD= vascular dementia, 95%CI= 95% confidence
interval.

Table 3. Equated scores for both MMSE and MoCA

Raw score

MMSE to MoCA MoCA to MMSE

Predicted Equated Predicted Equated

1 0.5 [0.1, 0.9] 1 4.5 [2.7, 6.3] 4
2 0.5 [0.0, 1.1] 1 6.1 [4.4, 7.8] 6
3 0.6 [−0.1, 1.3] 1 7.4 [5.8, 8.9] 7
4 0.9 [0.0, 1.8] 1 8.5 [7.1, 9.9] 8
5 1.3 [0.2, 2.5] 1 9.6 [8.2, 10.9] 10
6 1.9 [0.6, 3.3] 2 10.6 [9.4, 11.9] 11
7 2.7 [1.3, 4.2] 3 11.7 [10.5, 12.9] 12
8 3.6 [2.1, 5.1] 4 12.8 [11.7, 13.9] 13
9 4.5 [3.1, 5.9] 5 13.9 [12.8, 15.0] 14
10 5.5 [4.1, 6.8] 5 15.0 [14.0, 16.0] 15
11 6.4 [5.1, 7.6] 6 16.1 [15.1, 17.0] 16
12 7.3 [6.1, 8.5] 7 17.1 [16.3, 18.0] 17
13 8.2 [7.1, 9.3] 8 18.2 [17.4, 18.9] 18
14 9.1 [8.0, 10.2] 9 19.1 [18.4, 19.8] 19
15 10.0 [9.0, 11.0] 10 20.1 [19.4, 20.7] 20
16 10.9 [9.9, 11.9] 11 21.0 [20.4, 21.5] 21
17 11.9 [11.0, 12.8] 12 21.8 [21.4, 22.3] 22
18 12.8 [12.0, 13.7] 13 22.7 [22.3, 23.1] 23
19 13.9 [13.1, 14.6] 14 23.6 [23.2, 23.9] 24
20 14.9 [14.2, 15.6] 15 24.4 [24.0, 24.7] 24
21 16.0 [15.4, 16.7] 16 25.2 [24.9, 25.5] 25
22 17.2 [16.6, 17.7] 17 26.0 [25.7, 26.2] 26
23 18.4 [17.9, 18.9] 18 26.7 [26.5, 27.0] 27
24 19.6 [19.1, 20.0] 20 27.5 [27.3, 27.7] 28
25 20.8 [20.4, 21.2] 21 28.2 [28.0, 28.4] 28
26 22.0 [21.7, 22.4] 22 28.9 [28.7, 29.0] 29
27 23.3 [23.0, 23.6] 23 29.4 [29.3, 29.6] 29
28 24.7 [24.4, 25.0] 25 29.9 [29.8, 30.0] 30
29 26.2 [26.0, 26.4] 26 30.2 [30.2, 30.3] 30
30 28.2 [28.0, 28.4] 28 30.4 [30.4, 30.4] 30

Note: The “Predicted” column shows the predicted score on the second screener
corresponding to the raw score on the first screener, based on equipercentile equating with
age, education, and diagnosis as covariates. Data displayed as estimate [95% confidence
interval]. The “Equated” column shows the predicted score rounded to the nearest integer.
MMSE=Mini-Mental State Examination, MoCA = Montreal Cognitive Assessment.
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individuals have difficulty with (e.g., phonetic fluency and
spontaneous delayed memory recall). Consequently, one could
say that the MoCA is more challenging, rendering it potentially
better able to detect more subtle cognitive impairments. Like the
MMSE, some MoCA items also seemed more impaired in specific
diagnostic groups. A confrontation naming task – like the one in
the MMSE, but with three animals instead of two objects – proved
especially characteristic of primary progressive aphasia, and very
few patients with Alzheimer’s disease dementia spontaneously
recalled three or more out of five words after a short delay. As such,
it seems both instruments can reveal cognitive impairments among
those with different dementia diagnoses that are potentially
characteristic to specific etiologies, although the MoCA might be
better suitable for detecting more subtle cognitive impairments
than the MMSE. We did not find studies that have previously
compared the MMSE and MoCA at the item-level.

Both instruments appear to be influenced by educational
attainment, age, and sex, in addition to diagnosis. Those who
received fewer years of formal education performed systematically
lower than those with more years of education, even with the extra
point added to the MoCA total score for those with 12 or fewer
years of education. An education effect has been described before
for both screeners (Crum et al., 1993; Gagnon et al., 2013; Kessels
et al., 2022; Zamarian et al., 2021). Furthermore, women had lower
scores than men. A previous study found that only MoCA scores,
not MMSE scores, were lower in women (Engedal et al., 2021).
While MMSE andMoCA scores decreased with age, this effect was
negligible when accounting for the other patient characteristics. It
should be noted here that our sample was relatively young, with a
mean age of 63 years. Even though approximately a quarter of the
sample was over 70 years old, the effects of age might be different
among even older individuals. Aside from influencing the total
scores on each individual screener, age, education, and diagnosis
also moderated the relationship between the two. MoCA scores
were lower with older age, compared to MMSE scores, and higher
with more formal education. Finally, the differences between
diagnostic groups were larger for MoCA scores than for MMSE
scores.

As a result, for the linking of the total scores on both screeners,
it is important to account for these differential effects. It seems that
previous efforts to link MMSE and MoCA scores did not account
for characteristics that we have found to be relevant, like age and
education (Bergeron et al., 2017; Roalf et al., 2013; Saczynski et al.,
2015; van Steenoven et al., 2014). Another potential issue is the
directionality of the crosswalk table: using aMoCA score to predict
an MMSE score is not the same as using an MMSE score to predict
a MoCA score. Particularly, in three of the four aforementioned
tables, MoCA scores of 28–30 corresponded with an MMSE score
of 30 (Bergeron et al., 2017; Roalf et al., 2013; Saczynski et al., 2015;
van Steenoven et al., 2014), whichmeans that anMMSE score of 30
cannot be converted to a MoCA score as it corresponds to three
possible values. Thus, crosswalk tables that allow conversions in
both directions are needed. Bergeron et al. (2017) previously
provided a bidirectional cross-walk table, although their actual
MMSE scores did not go below 20, thus disallowing conversion
from an MMSE score of < 20. Comparing the cross-walk tables
from Bergeron et al. (2017) to the ones presented here, the MoCA
scores converted from the MMSE in our study are approximately
two points higher across the range of scores, while MMSE scores
converted from the MoCA were highly similar.

With the MMSE’s psychometric limitations, researchers and
clinicians might decide to adopt the MoCA instead to screen for

cognitive deficits. Yet, exchanging one instrument for the other can
create issues for the interpretation of historically acquired data
from the old instrument in relation to new data from the new
instrument. To facilitate this transition, the crosswalk tables we
present here enable users to interpret a new score on the MoCA in
relation to previously acquired scores on the MMSE, or to place
previously collected MMSE scores on the MoCA scale. One other
previous study has also provided crosswalk tables in both
directions, stratified by diagnosis (Roheger et al., 2022). While
this addresses some of the concerns raised in the previous
paragraph, our study included a wider variety of diagnoses,
including individuals without dementia. Thus, in this paper, we
publish crosswalk tables converting total scores across the entire
score range in both directions based on a large and diagnostically
diverse sample. These tables provide clinicians and researchers
with a robust conversion of total scores between the two screeners.

An important strength of this study was the large sample of
well-characterized memory clinic patients who completed both
screeners at the same visit. Particularly, our sample represented
various types of dementia, including a substantial number of
patients with rarer forms of dementia (such as FTD and primary
progressive aphasia). A limitation was that the overlapping
assignments (serial sevens, orientation) within both screeners
were performed only once, as a result of which the total scores are,
by definition, correlated. Furthermore, our sample was relatively
young and highly educated, and results thus do not generalize to
the entire global population. When using the crosswalk tables
presented here, clinicians and researchers should verify whether
the effects of age and education on the association between MMSE
and MoCA exist in their samples as well, especially outside of the
Netherlands, as education systems differ by country, and in older
populations.

In conclusion, we show that the MMSE and MoCA are both
influenced by patient characteristics including age, education, and
diagnosis, and differentially so. Our work allows a score on one to
be linked to a score on the other, in either direction, through the
use of crosswalk tables adjusted for relevant patient characteristics.
This allows data from both screeners to be analyzed jointly, thus
potentially fostering collaborations among clinicians and research-
ers, increasing sample sizes and lengthening follow up durations,
so previously collected data and data still to be collected can be
used optimally to answer new research questions as they arise.
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