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[ Abstract] Objective To explore the influencing factors associated with cognitive dysfunction in the elderly with type 2 diabetes
mellitus (T2DM). Methods A total of 204 hospitalized T2DM old patients ( =60 years old) admitted in our department from June
2017 to May 2018 were enrolled in the study. According to the result of Montreal Cognitive Assessment (MoCA) test, they were divided
into the cognitive dysfunction group (n=98) and normal cognitive function group (n=106). The indicators of physical examination
and laboratory tests were collected. The estimated glomerular filtration rate ( eGFR) was calculated by using the Chronic Kidney
Disease Epidemiology Collaboration ( CKD-EPI) equation. SPSS statistics 19.0 was used for data analysis, and Chi-square test,
Student’s ¢ test or Mann-Whitney U test was employed for comparison between the groups. Multivariate logistic regression analysis was
used to assess the risk factors for cognitive dysfunction. Results The cognitive dysfunction group was older in age [ (68.4+7.7) vs
(66.0+6.7)years ], and had significantly higher proportions of the patients with osteoporosis [ 35. 71%(35/98) vs 19. 81%(21/106) ]
and eGFR <60 ml/(min + 1.73 m*) [26.53% (26/98) vs 12.26% (13/106) ], but lower MoCA score [ (20.36+4.07) uvs
(27.02+1.49) ] and shorter educational duration [ (8.85£4.14) ws (12.35+3.30) years ] when compared with the normal cognitive
function group (all P<0.05). Multivariate logistic regression analysis showed that age (OR=1.05, 95%CI 1.01-1.10; P=0.011)
and eGFR <60ml/(min - 1.73m*) (OR=2.15, 95%CI 1.08-4.26; P=0.029) were independent risk factors for cognitive dysfunc-
tion. Conclusions Age and eGFR <60ml/(min - 1.73m”) are risk factors for cognitive dysfunction in the elderly with T2DM. So,
controlling blood glucose and monitoring renal function are helpful to prevent the occurrence and progress of cognitive dysfunction.
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Table 1 Comparison of clinical data between two groups
Cognitive dysfuntion group Non-cognitive dysfunction group
Ttem /X2 P value
(n=98) (n=106)
Age(years, x+s) 68.4+7.7 66.0+6.7 -2.43 0.029
Gender( male/female, n) 51/47 63/43 1.13 0.288
Length of education( year, x+s) 8.85+4. 14 12.35+3.30 4.88 0. 000
Duration of diabetes mellitus(year, x+s) 14.60+9. 15 15.57+8.37 0.79 0.429
BMI(kg/m?, x+s) 25.87+3.89 26.27+3.29 0.79 0.430
HbAlc( %, x+s) 8.81+1.84 8.47+1.74 -1.36 0.176
TG(mmol/L, x+s) 1.79+1. 15 2.10+1.51 1.27 0.207
TC(mmol/L, x+s) 4.36x1.06 4.23+0.96 -0.91 0. 365
LDL-C(mmol/L, x+s) 2.62+0. 88 2.58+0.79 -0.37 0.711
HDL-C( mmol/L, xs) 1. 18+0. 34 1.10+0. 28 -1.87 0. 063
SCr( pmol/L, x+s) 74.02+30. 39 70.08+23.49 -1.03 0.304
UACR[mg/g, M(Q,, Q3)] 16.4(7.95,51.45) 16.1(8.65,65.80) -0.75 0.454
eGFR[ ml/(min + 1.73m?) ,n(%) ]
=90 43(43.87) 60(56.60) 3.30 0. 069
60~ 89 29(29.60) 33(31.13) 0.01 0.936
<60 26(26.53) 13(12.26) 5.89 0.015
IRILM(Q,, Q3)] 4.77(2.85,9.28) 4.97(2.19,8.95) -0. 66 0.511
CRP[mg/L, M(Q,, Q3) ] 2.51(1.68,4.66) 2.46(1.69,4.21) -0.06 0. 949
IL-6[ pg/ml, M(Q;, Q3) ] 4.71(3.26,9.71) 3.87(2.44,7.96) -1.83 0. 067
MoCA (score, x+s) 20.36+4.07 27.02+1.49 15.27 0. 000
Diabetic neuropathy[ n( %) ] 36(36.73) 32(30.19) 0.89 0. 345
Diabetic retinopathy[ n( %) ] 34(34.69) 37(34.91) 2.83 0.726
Osteoporosis[ n( %) ] 35(35.71) 21(19.81) 6.55 0.010

BMI: body mass index; HbAlc: glycosylated hemoglobin Alc; TG triglycerides; TC: total cholesterol; LDL-C: low-density lipoprotein cholesterol ;

HDL-C: high-density lipoprotein cholesterol; SCr; serum creatinine; UACR ; urine albumin/creatinine ratio; eGFR; estimated glomerular filtration rate;

IRI; insulin resistance index; CRP: C-reactive protein; IL-6; interleukin-6; MoCA ; Montreal Cognitive Assessment Scale.
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Table 2 Multivariate logistic regression analysis of risk factors associated with cognitive dysfunction of type 2 diabetes mellitus patients

Factor B SE Wald X* OR(95%CI) P value
Age 0. 052 0. 021 6.42 1.05(1.01-1.10) 0.011
eGFR<60 ml/(min + 1.73 m?) 0.764 0. 349 4.794 2.15(1.08-4.26) 0. 029
Gender 0. 106 0.308 0.119 1.12(0.61-2.03) 0.730
Osteoporosis 0.390 0.431 0. 820 1.47(0.64-3.44) 0.365

eGFR: estimated glomerular filtration rate.
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