
Ê
Ê

8. Pointer SD, Rickstrew J, Slaughter JC, Vaezi MF, Silver HJ. Dietary 
carbohydrate intake, insulin resistance and gastro-oesophageal reflux 
disease: A pilot study in European-and African-American obese 
women. Aliment Pharmacol Ther 2016;44(9):976–88. PMID: 27582035. 
PMCID: PMC5048546 [Available on 2017-11-01]. http://doi.org/ 
10.1111/apt.13784. 

9. Park JH, Park DI, Kim HJ, et al. Metabolic syndrome is associated 
with erosive esophagitis. World J Gastroenterol. 2008;14(35):5442-7. 
PMCID: PMC2744163. https://doi/org/10.3748/wjg.14.5442. 

10. Fujiwara M, Eguchi Y, Fukumori N, et al. The symptoms of 
gastroesophageal reflux disease correlate with high body mass index, 
the aspartate aminotransferase/alanine aminotransferase ratio and 
insulin resistance in Japanese patients with non-alcoholic fatty liver 
disease. Intern Med. 2015;54(24):3099-104. PMID: 26666594. https:// 
doi.org/10.2169/internalmedicine.54.4297. 

11. Abdullah M, Makmun D, Syam AF, et al. Prevalence, risk factors and 
socio-epidemiological study of gastroesophageal reflux disease: An 
urban population based study in Indonesia. Asian J. Epidemiol. 
2016;9(1-3):18-23. Available online: http://www.scialert.net/ 
qredirect.php?doi=aje.2016.18.23&linkid=pdf. 

12. Mungan Z. Prevalence and demographic determinants of 
gastroesophageal reflux disease (GERD) in the Turkish general 
population: A population-based cross-sectional study. Turk J 
Gastroenterol 2012;23(4):323-32. https://doi.org/10.4318/tjg.2012.0352.  

13. Fujiwara Y, Arakawa T. Epidemiology and clinical characteristics of 
GERD in the Japanese population. J Gastroenterol. 2009;44(6):518-34. 
PMID: 19365600. https://doi.org/10.1007/s00535-009-0047-5. 

14. Çela L, Kraja B, Hoti K, et al. Lifestyle characteristics and 
gastroesophageal reflux disease: A population-based study in 
Albania. Gastroenterol Res Pract. 2013;2013: 93672. PMCID: 
PMC3595718. https://doi.org/10.1155/2013/936792. 

15. Syam AF, Hapsari PFC, Makmun D. The prevalence and risk factors 
of GERD among Indonesian medical doctors. Makara J Health Res. 
2016;20(2):35-40. https://doi.org/ 10.7454/msk.v20i2.5740. 

16. Hsu CS, Wang PC, Chen JH, et al. Increasing insulin resistance is 
associated with increased severity and prevalence of gastro-
oesophageal reflux disease. Aliment Pharmacol Ther. 2011;34(8):994-
1004. PMID: 21848629. https://doi.org/ 10.1111/j.1365-2036.2011.04817.x. 

17. Gado AS, Ebeid BA, Abdelmohsen AM, Axon A. Prevalence of reflux 
esophagitis among patients undergoing endoscopy in a secondary 
referral hospital in Giza, Egypt. AJM. 2015;51(2):89-94. 
https://doi.org/10.1016/j.ajme.2013.09.002. 

18. Jung HK. Epidemiology of gastroesophageal reflux disease in Asia: A 
systematic review. J Neurogastroenterol Motil. 2011;17(1):14-27. 
PMID: 21369488. PMCID: PMC3042214. https://doi.org/10.5056/ 
jnm.2011.17.1.14.  

19. Kamal M, Elbahrawy A, Monem MA, et al. Study of insulin resistance 
in patients with variable grades of gastroesophageal reflux diseases. 
Nature and Science. 2016;14(9):150-6. Available online: http://www. 
sciencepub.net/nature/ns140916/21_31173nsj140916_150_156.pdf. 

20. Li CH, Hsieh TC, Hsiao TH, et al. Different risk factors between 
reflux symptoms and mucosal injury in gastroesophageal reflux 
disease. Kaohsiung J Med Sci. 2015;31(6):320-7. PMID: 26043412. 
https://doi.org/10.1016/j.kjms.2015.02.007. 

21. Gosal F, Waleleng BJ, Pandelaki K. Hubungan kadar TNF α, nilai 
HOMA-IR dan pelemakan hati sederhana nonalkoholik pada pelajar 
SMA dengan obesitas. J Indon Med Assoc. 2013; 63(1):27-31. 

22. Nasution IR, Setiati S, Trisnohadi HB, Oemardi M. Insulin resistance 
and metabolic syndrome in elderly women living in nursing homes. 
Acta Med Indones. 2006;38(1):17-22. PMID: 16479027. 

23. Esteghamati A, Ashraf H, Khalilzadeh O, et al. Optimal cut-off of 
homeostasis model assessment of insulin resistance (HOMA-IR) for 
the diagnosis of metabolic syndrome: Third national surveillance of 
risk factors of non-communicable diseases in Iran (SuRFNCD-2007). 
Nutri Metab (London). 2010;7:26. PMID: 20374655. PMCID: 
PMC2857836. https://doi.org/10.1186/1743-7075-7-26. 

24. Gayoso-Diz P, Otero-González A, Rodriguez-Alvarez MX, et al. 
Insulin resistance (HOMA-IR) cut off values and the metabolic 
syndrome in a general adult population: Effect of gender and age: 
EPIRCE cross sectional study. BMC Endocr Disord. 2013;13:47. PMID: 
24131857. PMCID: PMC4016563. https://doi.org/ 10.1186/1472-6823-
13-47. 

25. Wallace TM, Levy JC, Matthews DR. Use and abuse of HOMA 
modeling. Diabetes Care. 2004;27(6):1487-95. PMID: 15161807. 

26. Tai CM, Lee YC, Tu HP, et al. The relationship between visceral 
adiposity and the risk of erosive esophagitis in severely obese 
Chinese patients. Obesity. 2010;18(11): 2165–9. https://doi.org/ 
10.1038/oby.2010.143. 

27. Saragih RH, Rey I. FSSG scale system in comparison with GERD 
questionnaires in predicting endoscopic findings with reflux 
esophagitis. INA-JGHE. 2012;14(3):136-40. 

28. Rieder F, Biancani P, Hatnett K, Yerian L, Falk GW. Inflammatory 
mediators in gastroesophageal reflux disease: Impact on esophageal 
motility, fibrosis, and carcinogenesis. Am J Physiol Gastrointest Liver 
Physiol. 2010;298(5):G571–81. PMCID: PMC2867418. https://doi.org/ 
10.1152/ajpgi.00454.2009. 

29. Nam SY, Choi IJ, Ryu KH, et al. The effect of abdominal visceral fat, 
circulating inflammatory cytokines and leptin levels on reflux 
esophagitis. J Neurogastroenterol Motil. 2015;21(2):247-52. PMCID: 
PMC4398239. https://doi.org/10.5056/jnm14114. 

30. Shoelson SE, Lee J, Goldfine AB. Inflammation and insulin resistance. 
J Clin Invest. 2006;116(7):1793-1801. PMID: 16823477. PMCID: 
PMC1483173. https://doi.org/10.1172/JCI29069. 

31. Porwal NB, Ghildiyal A, Singh S, et al. Circulating interleukins (IL6)-
An early predictor of insulin resistance. AJMS. 2016;7(6):20-5. 
https://doi.org/10.3126/ajms.v7i6.15250.  

32. Chen J, Wildman RP, Hamm L, et al. Association between 
inflammation and insulin resistance in U.S. nondiabetic adults. 
Diabetes Care. 2004; 27(12):2960–5. PMID: 15562214. 

33. Fujikawa Y, Tominaga K, Fujii H, et al. High prevalence of 
gastroesophageal reflux symptoms in patients with non-alcoholic 
fatty liver disease associated with serum levels of triglyceride and 
cholesterol but not simple visceral obesity. Digestion. 2012;86(3):228–
37. PMID: 22964626. https://doi.org/10.1159/000341418. 

34. Fox CS, Massaro JM, Hoffmann U, et al. Abdominal visceral and 
subcutaneous adipose tissue compartments: Association with 
metabolic risk factors in the Framingham Heart Study. Circulation. 
2007:116(1):39-46. PMID: 17576866. https://doi.org/10.1161/ 
CIRCULATIONAHA.106.675355. 

35. Hayashi T, Boyko EJ, McNeely MJ, Leonetti DL, Kahn SE, Fujimoto 
WY. Visceral adiposity, not abdominal subcutaneous fat area, is 
associated with an increase in future insulin resistance in Japanese 
Americans. Diabetes. 2008;57(5):1269-74. PMID: 18299316. https;//doi. 
org/10.2337/db07-1378. 

 
 

Authors are required to accomplish, sign and submit scanned copies of the JAFES Author Form consisting of: (1) Authorship Certification, that all the requirements 
for authorship have been met by each author, and that the final version of the manuscript has been read and approved by all authors; (2) the Author Declaration, that 
the article represents original material that is not being considered for publication or has not been published or accepted for publication elsewhere; (3) the Statement 
of Copyright Transfer [accepted manuscripts become the permanent property of the JAFES and are licensed with an Attribution-Share Alike-Non-Commercial 
Creative Commons License. Articles may be shared and adapted for non-commercial purposes as long as they are properly cited]; and the ICMJE form for Disclosure 
of Potential Conflicts of Interest. For original articles, authors are required to submit a scanned copy of the Ethics Review Approval of their research as well as 
registration in trial registries as appropriate. For manuscripts reporting data from studies involving animals, authors are required to submit a scanned copy of the 
Institutional Animal Care and Use Committee approval. For Case Reports or Series, and Images in Endocrinology, consent forms, are required for the publication 
of information about patients; otherwise, authors declared that all means have been exhausted for securing such consent. Articles and any other material published in 
the JAFES represent the work of the author(s) and should not be construed to reflect the opinions of the Editors or the Publisher.

144 Differences in Insulin Resistance Levels Measured by HOMA-IR

www.asean-endocrinejournal.org Vol. 32 No. 2 November 2017

Laras Budiyani, et al

ONLINE FIRST | September 7, 2017 | https://doi.org/10.15605/jafes.032.02.07

________________________________________  

ISSN 0857-1074 
Printed in the Philippines 
Copyright © 2017 by the JAFES 
Received: June 27, 2017. Accepted: August 9, 2017. 
Published online first: September 6, 2017.ÊÊ
https://doi.org/10.15605/jafes.032.02.08Ê

Corresponding author: Louren R. Blanquisco, MD 
Section of Endocrinology Diabetes and Metabolism 
Department of Medicine, University of the Philippines Manila- 
Philippine General Hospital 
Taft Avenue, Ermita, Manila, Philippines 1000 
Tel. No: +632-554-8400 local 2230 
E-mail: lourenb@yahoo.com 
 

 

Factors Associated with Mild Cognitive Impairment  
among Elderly Filipinos with Type 2 Diabetes Mellitus 

 
Louren Blanquisco,1 Joshua Emmanuel Abejero,2 Bonifacio Buno II,3  

Laura Trajano-Acampado,1 Alvin Cenina,2 Darby Santiago3 

 
1Section of Endocrinology, Diabetes and Metabolism, Department of Medicine, University of the Philippines Manila-Philippine General Hospital 

2Department of Neurosciences, University of the Philippines Manila-Philippine General Hospital 
3Department of Ophthalmology and Visual Sciences, University of the Philippines Manila-Philippine General Hospital 

 
 

Abstract 
 
Objectives. This study aims to identify factors associated with mild cognitive impairment (MCI) among elderly Filipinos 
with Type 2 diabetes mellitus.  
 
Methodology. This is an analytic cross-sectional study involving 133 elderly (≥60 years old) with Type 2 diabetes 
mellitus consecutively sampled from the General Medicine and Diabetes Clinics of the Philippine General Hospital. 
Eligible subjects were interviewed to gather demographic and clinical data. Body mass index, waist-hip ratio and mean 
blood pressure were computed. HBA1c, lipid profile, creatinine and urine proteinuria were tested or recorded if done 
recently. Dilated fundus examination via indirect ophthalmoscopy and 10-gram monofilament test were performed to 
detect retinopathy and neuropathy. The Montreal Cognitive Assessment-Philippines tool was administered to detect 
patients with probable MCI using a cutoff score of ≤21. Multivariate logistic regression analysis was performed to 
determine the associated factors.  
 
Results. Using MoCA-P tool, MCI has a rate of 45% among elderly Filipino diabetics. Having more than 12 years of 
education is significantly associated with lower odds of MCI. (OR 0.38 CI 0.18, 0.80, p value 0.010). 
 
Conclusion. The rate of MCI among Filipino elderly diabetics is high. Higher education is associated with lower odds of 
having MCI. Case-control or prospective cohort studies involving larger sample and non-diabetic population are 
recommended.  
Ê
KeyÊwords:ÊolderÊpersons,ÊmildÊcognitiveÊimpairment,ÊtypeÊ2ÊdiabetesÊmellitusÊ

 
INTRODUCTION 
 
Cognitive impairment is a global public health concern as 
the number of older population is rising. In 2014, 489,000 
older Filipinos were estimated to have dementia.1 It is also 
in the elderly where the prevalence of Type 2 diabetes 
mellitus peaks, and thus in the past decade, it has been 
implicated in the development of cognitive impairment. A 
meta-analysis by Cheng et al., showed that subjects with 
Type 2 diabetes, had a higher risk for Alzheimer’s disease, 
vascular dementia and mild cognitive impairment (MCI).2 
Using Montreal Cognitive Assessment (MoCA) tool, MCI 
was reported to have a prevalence of 31.5% and 32.7% in 
Polish and Korean patients with type 2 diabetes, 
respectively.3,4  
 
A range of vascular, metabolic and socio-demographic risk 
factors have been linked to the development of cognitive 
impairment among diabetics but these factors differed 
from one study to another. High HBA1c, high systolic 

blood pressure, high triglycerides, low high-density-
lipoprotein (HDL),5,6 non-HDL cholesterol,7 presence of 
diabetic retinopathy,3,8 peripheral neuropathy6 and 
nephropathy,9 age, educational background,3,4 increased 
total body fat mass and central adiposity10 were associated 
with worse cognitive performance. In contrast, two studies 
showed that dyslipidemia, specifically total cholesterol 
was protective.8,11 Yaffe et al., showed that a hypoglycemic 
event had a two-fold increased risk for developing 
dementia.12  
 
The spectrum of pathologic cognitive decline ranges from 
pre-clinical state to dementia with MCI as the intermediate 
clinical state. The International Working Group on Mild 
Cognitive Impairment defined the criteria of MCI as 1) 
cognitive decline as evidenced by self and/or informant 
and/or clinician report and impairment on objective 
cognitive tasks, and/or evidence of decline over time on 
objective tasks; 2) preserved activities of daily living 
(ADL); and 3) does not meet Diagnostic and Statistical 
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(eGFR) as computed via the Chronic Kidney 
Disease Epidemiology Collaboration (CKD-EPI) equation 
and was classified as no nephropathy (no proteinuria and 
eGFR ≥90) and with nephropathy (with proteinuria and/or 
decreased eGFR). Diabetic neuropathy was defined by loss 
of sensation in at least 2 sites on a 10-gram monofilament 
test. Diabetic retinopathy was assessed by funduscopic 
examination carried out through dilated pupils by an 
ophthalmologist and was classified according to the Early 
Treatment for Diabetic Retinopathy Study and 
International Clinical Diabetic Retinopathy Disease 
Severity Scales.20  
 
Statistical Analysis 
 
The rate of MCI was computed as total of participants 
with MCI against total of participants who completed the 
study. Demographic and clinical data were reported 
through descriptive statistics using quantitative variables 
(mean, standard deviation, median, interquartile range) 
and qualitative variables (frequency, percentage). 
Student’s T test was used to compare normally distributed 
continuous variables between two groups while Chi 
square test was used to compare categorical variables. 
Prior to predictive modelling, test for collinearity and 
confounding were done. Multi-collinearity was assumed if 
the variable inflation factor was >10. Collinear variables 
identified were total cholesterol, low density lipoprotein 
(LDL) and high density lipoprotein (HDL), hence, the first 

two were not included in the logistic model. Confounding 
was considered if the change in odds ratio in the crude 
and adjusted logistic model was >10%. No significant 
confounders were identified. Univariate logistic regression 
analysis was done to estimate crude odds ratios. Variables 
were entered into an exploratory multivariate logistic 
regression model for mild cognitive impairment if with p-
value <0.2. After stepwise backward elimination, the 
remaining significant variables formed the final predictive 
model. Hypothesis testing was done with a 95% level of 
significance. All data analyses were done using Stata SE 
version 13.  
 
The study protocol was approved by the Technical Review 
Board and the University of the Philippines Manila 
Research Ethics Board.  
 
RESULTS 
 
A total of 226 elderly diabetics were consecutively 
enrolled, 53 (23%) were excluded due to probable anxiety 
and depression, 1 due to dependence in ADL and 2 due to 
past history of cerebrovascular disease. Thirty seven 
patients did not come back for second visit, and only 133 
were included in this analysis. Table 1 summarizes the 
demographic and clinical characteristics of the 
participants. They had a mean age of 67 (4.8) years and 
were mostly females, married, and overweight or obese. 
Forty percent reached college level education. The 

Table 1. Demographic and clinical characteristics of patients with and without mild cognitive impairment (MCI) 
Variables Total n=133 Without MCI n= 73 With MCI n= 60 

Age (years)  67 (±4.8)  66.8 (±4.8) 67.2 (±4.9) 
Sex n (%) 
   Females 

 
93 (69.9) 

 
48 (65.8) 

 
45 (75) 

Civil Status n (%) 
   Married 
   Single 

 
123 (92.5) 
10 (7.5) 

 
67 (91.8) 
6 (8.2) 

 
56 (93.3) 
4 (6.7) 

Education (years) 
   >12 
   ≤12 

 
53 (39.9) 
80 (60) 

 
36 (49.3) 
37 (50.7) 

 
17 (28.3) 
43 (71.7) 

Duration of diabetes (years) median (IQR*) 12 (±12)  12 (±11) 11.5 (±12) 
Treatment n (%) 
   Insulin 
   1 OHA 
   ≥2 OHA 

 
43 (32.3) 
63 (47.4) 
59 (44.4) 

 
25 (34.3) 
33 (45.2) 
33 (45.2) 

 
 18 (30) 
30 (50) 
26 (43.3) 

Co-morbidities n (%) 
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
120 (90.2) 
79 (59.4) 
19 (14.3) 
21 (15.8) 
32 (24.1)  

 
66 (90.4) 
43 (58.9) 
10 (13.7) 
12 (16.4) 
17 (23.3) 

 
54 (90) 
36 (60) 
9 (15) 
9 (15) 
15 (25) 

Smoking n (%) 42 (31.6) 28 (28.4) 14 (23.3) 
Hypoglycemia n (%) 34 (25.6) 20 (27.4) 14 (23.3)  
BMI Classification n (%) 
   Normal/Underweight 
   Overweight/Obese 

 
37 (27.8) 
96 (72.2) 

 
25 (34.3) 
48 (65.8) 

 
12 (20) 
48 (80) 

Abdominal Obesity n (%) 91 (68.4)  46 (63) 45 (75) 
Systolic BP (mmHg) 132.8 (±13.4) 131.1 (±13.3) 134.8 (±13.4)  
Diastolic BP (mmHg) 77.7 (±9.1)  76.8 (±9.2) 78.7 (±9) 
HBA1c (%) 7.6 (±1.9)  7.7 (±1.8)  7.5 (±2.1)  
Total Cholesterol (mg/dl) 176.8 (±52.9)  175.4 (±56.8)  178.5 (±48)  
Triglyceride (mg/dl) median (IQR*) 122.1 (±71.9) 120 (±60.2) 125.7 (±102.8) 
HDL** (mg/dl) 49.1 (±12) 50.8 (±11.4) 47 (±12.6)  
LDL*** (mg/dl) 102 (±48.4)  100.7 (±52.1)  103.6 (±43.8) 
Non-HDL (mg/dl) 121.7 (±51.6) 124.6 (±54.8) 131.5 (±47.6) 
Microvascular complications n (%) 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
37 (28) 
22 (16.5) 
113 (85) 

 
18 (24.7) 
12 (16.4) 
60 (82.2) 

 
19 (32.2) 
10 (16.7) 
53 (88.3) 

*IQR – interquartile range; **HDL – high density lipoprotein; ***LDL – low density lipoprotein 

Manual of Mental Disorders (DSM) IV, International 
Classification of Diseases (ICD) 10 criteria for a dementia 
syndrome.13 In contrast to dementia, MCI does not 
interfere with ADL. Half of patients with MCI have an 
increased risk of developing dementia in 5 years with an 
estimated annual conversion rate of 10-15%.14 On the other 
hand, up to 44% of patients with MCI at their first visit are 
estimated to return to normal after a year.15  
 
Several screening tools are available for detecting 
cognitive impairment. The Montreal Cognitive 
Assessment (MoCA) was developed as a 30-point, 10-
minute test that evaluates visuospatial and executive 
function, orientation, language, attention and recall. It is 
more sensitive (90% vs 18%) than MMSE in detecting mild 
cognitive impairment with a specificity of 87%.16 Locally, 
Dominguez et al., have adapted and validated the 
Montreal Cognitive Assessment-Philippines (MoCA-P) 
version. The Filipino version has an excellent internal 
consistency (Cronbachs α = 0.938).17 A cutoff score of ≤21 
was shown to have better sensitivity (83.5%) in detecting 
probable mild Alzheimer’s disease without sacrificing 
specificity (72.3%). Two points are added to the total score 
if subjects have education less than 7 years.18 

 
Cognitive performance can be affected by anxiety and 
depression, hence, it is important to exclude these 
disorders as confounders. The Hospital Anxiety and 
Depression Scale (HADS) is a 14-item self-assessment 
questionnaire designed to identify probable cases of 
anxiety and depressive disorders among medically-ill 
patients. The Hospital Anxiety and Depression Scale – 
Pilipino (HADSP) version has been validated locally. An 
optimal cut-off score of 11 is recommended for Filipinos 
with a sensitivity of 75%, specificity of 70%, and positive 
predictive value of 75%.19  
 
The critical element in differentiating MCI from dementia 
is determining independence in ADL. The Alzheimer’s 
Disease Association of the Philippines Guidelines 2014 
recommends the use of Adapted Functional Activities 
Questionnaire (A-FAQ) to assess functional impairment 
with a Class IIB evidence. This scale has been translated 
and used in local studies. The optimal cut-off score of <6 
has a sensitivity of 80.3%, specificity of 87.0%, and 84.7% 
classification accuracy in identifying patients with 
impairment in instrumental activities of daily living.1 

 
Although diabetes control has been a mainstay in the 
prevention of other diabetic complications, it is difficult to 
apply in the prevention or delaying the progression of 
dementia because it is yet unknown which of the 
diabetes-related factors are associated with MCI. This 
study aims to identify factors associated with mild 
cognitive impairment among elderly Filipinos with Type 
2 diabetes mellitus. In the lack of therapeutic options for 
cognitive impairment, identification of these potentially 
modifiable factors can help identify high-risk population 

that would benefit from early screening, referral to 
specialists and aggressive management, thus, preventing 
or delaying progression to dementia.  
 
METHODOLOGY 
 
Participants 
 
One hundred thirty-three participants ≥60 years old with 
Type 2 diabetes mellitus of any duration, literate, 
independent in ADL, with no known neurocognitive, 
neurologic or psychiatric disorder, no intracranial 
neoplasm, infectious disease, constant alcohol or substance 
abuse, significant use of possible or known cognition-
impairing drugs in the past 4 weeks and severe visual, 
hearing, mobility or motor coordination impairment were 
consecutively sampled from the General Medicine and 
Diabetes clinics of the Philippine General Hospital (PGH), 
a tertiary government hospital, from August 2016-May 
2017. The sample size was estimated based on the 
percentage of MCI in patients with and without 
nephropathy, 24% and 6.5% respectively, and percentage 
of diabetic patients with nephropathy, that is 35%,6 with 
level of significance set at 5% and power of 80%. A written 
informed consent was obtained from each participant.  
 
Assessment of Anxiety, Depression, Functional 
Independence and Mild Cognitive Impairment 
 
Eligible participants answered the Hospital Anxiety and 
Depression Scale–Pilipino (HADS-P) and the interviewer-
guided Adapted Functional Activities Questionnaire. A 
score of <11 and <6 respectively, were used to define 
absence of anxiety and depression and functional 
independence on instrumental activities of daily living. 
The Montreal Cognitive Assessment–Philippines (MoCA-
P) test was administered to detect mild cognitive 
impairment using a cut-off score of ≤21. 
 
Assessment of Variables 
 
The participants were interviewed for their age, civil 
status, highest level of education, duration of diabetes, 
smoking status, presence of hypoglycemic symptoms or 
capillary blood glucose (CBG) <70 mg/dl in the past 4 
weeks. Comorbidities, medications used, blood pressure 
(BP) in the past 2 visits, HBA1c, lipid profile, creatinine, 
and urinalysis done in PGH in the past 30 days were 
obtained from the medical chart. Anthropometrics (height, 
weight, waist and hip circumference) and current blood 
pressure were taken during the second visit. Body mass 
index (BMI), waist-hip ratio (WHR) and mean BP were 
computed. For participants without recent laboratory tests, 
blood samples were taken after a 12-hour fast to assess 
lipid profile as well as HBA1c and serum creatinine. Urine 
samples were collected to assess proteinuria. Diabetic 
nephropathy was assessed by spot urine proteinuria in the 
absence of urinary tract infection, hematuria and exercise 
within 24 hours and estimated glomerular filtration rate 
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(eGFR) as computed via the Chronic Kidney 
Disease Epidemiology Collaboration (CKD-EPI) equation 
and was classified as no nephropathy (no proteinuria and 
eGFR ≥90) and with nephropathy (with proteinuria and/or 
decreased eGFR). Diabetic neuropathy was defined by loss 
of sensation in at least 2 sites on a 10-gram monofilament 
test. Diabetic retinopathy was assessed by funduscopic 
examination carried out through dilated pupils by an 
ophthalmologist and was classified according to the Early 
Treatment for Diabetic Retinopathy Study and 
International Clinical Diabetic Retinopathy Disease 
Severity Scales.20  
 
Statistical Analysis 
 
The rate of MCI was computed as total of participants 
with MCI against total of participants who completed the 
study. Demographic and clinical data were reported 
through descriptive statistics using quantitative variables 
(mean, standard deviation, median, interquartile range) 
and qualitative variables (frequency, percentage). 
Student’s T test was used to compare normally distributed 
continuous variables between two groups while Chi 
square test was used to compare categorical variables. 
Prior to predictive modelling, test for collinearity and 
confounding were done. Multi-collinearity was assumed if 
the variable inflation factor was >10. Collinear variables 
identified were total cholesterol, low density lipoprotein 
(LDL) and high density lipoprotein (HDL), hence, the first 

two were not included in the logistic model. Confounding 
was considered if the change in odds ratio in the crude 
and adjusted logistic model was >10%. No significant 
confounders were identified. Univariate logistic regression 
analysis was done to estimate crude odds ratios. Variables 
were entered into an exploratory multivariate logistic 
regression model for mild cognitive impairment if with p-
value <0.2. After stepwise backward elimination, the 
remaining significant variables formed the final predictive 
model. Hypothesis testing was done with a 95% level of 
significance. All data analyses were done using Stata SE 
version 13.  
 
The study protocol was approved by the Technical Review 
Board and the University of the Philippines Manila 
Research Ethics Board.  
 
RESULTS 
 
A total of 226 elderly diabetics were consecutively 
enrolled, 53 (23%) were excluded due to probable anxiety 
and depression, 1 due to dependence in ADL and 2 due to 
past history of cerebrovascular disease. Thirty seven 
patients did not come back for second visit, and only 133 
were included in this analysis. Table 1 summarizes the 
demographic and clinical characteristics of the 
participants. They had a mean age of 67 (4.8) years and 
were mostly females, married, and overweight or obese. 
Forty percent reached college level education. The 

Table 1. Demographic and clinical characteristics of patients with and without mild cognitive impairment (MCI) 
Variables Total n=133 Without MCI n= 73 With MCI n= 60 

Age (years)  67 (±4.8)  66.8 (±4.8) 67.2 (±4.9) 
Sex n (%) 
   Females 

 
93 (69.9) 

 
48 (65.8) 

 
45 (75) 

Civil Status n (%) 
   Married 
   Single 

 
123 (92.5) 
10 (7.5) 

 
67 (91.8) 
6 (8.2) 

 
56 (93.3) 
4 (6.7) 

Education (years) 
   >12 
   ≤12 

 
53 (39.9) 
80 (60) 

 
36 (49.3) 
37 (50.7) 

 
17 (28.3) 
43 (71.7) 

Duration of diabetes (years) median (IQR*) 12 (±12)  12 (±11) 11.5 (±12) 
Treatment n (%) 
   Insulin 
   1 OHA 
   ≥2 OHA 

 
43 (32.3) 
63 (47.4) 
59 (44.4) 

 
25 (34.3) 
33 (45.2) 
33 (45.2) 

 
 18 (30) 
30 (50) 
26 (43.3) 

Co-morbidities n (%) 
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
120 (90.2) 
79 (59.4) 
19 (14.3) 
21 (15.8) 
32 (24.1)  

 
66 (90.4) 
43 (58.9) 
10 (13.7) 
12 (16.4) 
17 (23.3) 

 
54 (90) 
36 (60) 
9 (15) 
9 (15) 
15 (25) 

Smoking n (%) 42 (31.6) 28 (28.4) 14 (23.3) 
Hypoglycemia n (%) 34 (25.6) 20 (27.4) 14 (23.3)  
BMI Classification n (%) 
   Normal/Underweight 
   Overweight/Obese 

 
37 (27.8) 
96 (72.2) 

 
25 (34.3) 
48 (65.8) 

 
12 (20) 
48 (80) 

Abdominal Obesity n (%) 91 (68.4)  46 (63) 45 (75) 
Systolic BP (mmHg) 132.8 (±13.4) 131.1 (±13.3) 134.8 (±13.4)  
Diastolic BP (mmHg) 77.7 (±9.1)  76.8 (±9.2) 78.7 (±9) 
HBA1c (%) 7.6 (±1.9)  7.7 (±1.8)  7.5 (±2.1)  
Total Cholesterol (mg/dl) 176.8 (±52.9)  175.4 (±56.8)  178.5 (±48)  
Triglyceride (mg/dl) median (IQR*) 122.1 (±71.9) 120 (±60.2) 125.7 (±102.8) 
HDL** (mg/dl) 49.1 (±12) 50.8 (±11.4) 47 (±12.6)  
LDL*** (mg/dl) 102 (±48.4)  100.7 (±52.1)  103.6 (±43.8) 
Non-HDL (mg/dl) 121.7 (±51.6) 124.6 (±54.8) 131.5 (±47.6) 
Microvascular complications n (%) 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
37 (28) 
22 (16.5) 
113 (85) 

 
18 (24.7) 
12 (16.4) 
60 (82.2) 

 
19 (32.2) 
10 (16.7) 
53 (88.3) 

*IQR – interquartile range; **HDL – high density lipoprotein; ***LDL – low density lipoprotein 

Manual of Mental Disorders (DSM) IV, International 
Classification of Diseases (ICD) 10 criteria for a dementia 
syndrome.13 In contrast to dementia, MCI does not 
interfere with ADL. Half of patients with MCI have an 
increased risk of developing dementia in 5 years with an 
estimated annual conversion rate of 10-15%.14 On the other 
hand, up to 44% of patients with MCI at their first visit are 
estimated to return to normal after a year.15  
 
Several screening tools are available for detecting 
cognitive impairment. The Montreal Cognitive 
Assessment (MoCA) was developed as a 30-point, 10-
minute test that evaluates visuospatial and executive 
function, orientation, language, attention and recall. It is 
more sensitive (90% vs 18%) than MMSE in detecting mild 
cognitive impairment with a specificity of 87%.16 Locally, 
Dominguez et al., have adapted and validated the 
Montreal Cognitive Assessment-Philippines (MoCA-P) 
version. The Filipino version has an excellent internal 
consistency (Cronbachs α = 0.938).17 A cutoff score of ≤21 
was shown to have better sensitivity (83.5%) in detecting 
probable mild Alzheimer’s disease without sacrificing 
specificity (72.3%). Two points are added to the total score 
if subjects have education less than 7 years.18 

 
Cognitive performance can be affected by anxiety and 
depression, hence, it is important to exclude these 
disorders as confounders. The Hospital Anxiety and 
Depression Scale (HADS) is a 14-item self-assessment 
questionnaire designed to identify probable cases of 
anxiety and depressive disorders among medically-ill 
patients. The Hospital Anxiety and Depression Scale – 
Pilipino (HADSP) version has been validated locally. An 
optimal cut-off score of 11 is recommended for Filipinos 
with a sensitivity of 75%, specificity of 70%, and positive 
predictive value of 75%.19  
 
The critical element in differentiating MCI from dementia 
is determining independence in ADL. The Alzheimer’s 
Disease Association of the Philippines Guidelines 2014 
recommends the use of Adapted Functional Activities 
Questionnaire (A-FAQ) to assess functional impairment 
with a Class IIB evidence. This scale has been translated 
and used in local studies. The optimal cut-off score of <6 
has a sensitivity of 80.3%, specificity of 87.0%, and 84.7% 
classification accuracy in identifying patients with 
impairment in instrumental activities of daily living.1 

 
Although diabetes control has been a mainstay in the 
prevention of other diabetic complications, it is difficult to 
apply in the prevention or delaying the progression of 
dementia because it is yet unknown which of the 
diabetes-related factors are associated with MCI. This 
study aims to identify factors associated with mild 
cognitive impairment among elderly Filipinos with Type 
2 diabetes mellitus. In the lack of therapeutic options for 
cognitive impairment, identification of these potentially 
modifiable factors can help identify high-risk population 

that would benefit from early screening, referral to 
specialists and aggressive management, thus, preventing 
or delaying progression to dementia.  
 
METHODOLOGY 
 
Participants 
 
One hundred thirty-three participants ≥60 years old with 
Type 2 diabetes mellitus of any duration, literate, 
independent in ADL, with no known neurocognitive, 
neurologic or psychiatric disorder, no intracranial 
neoplasm, infectious disease, constant alcohol or substance 
abuse, significant use of possible or known cognition-
impairing drugs in the past 4 weeks and severe visual, 
hearing, mobility or motor coordination impairment were 
consecutively sampled from the General Medicine and 
Diabetes clinics of the Philippine General Hospital (PGH), 
a tertiary government hospital, from August 2016-May 
2017. The sample size was estimated based on the 
percentage of MCI in patients with and without 
nephropathy, 24% and 6.5% respectively, and percentage 
of diabetic patients with nephropathy, that is 35%,6 with 
level of significance set at 5% and power of 80%. A written 
informed consent was obtained from each participant.  
 
Assessment of Anxiety, Depression, Functional 
Independence and Mild Cognitive Impairment 
 
Eligible participants answered the Hospital Anxiety and 
Depression Scale–Pilipino (HADS-P) and the interviewer-
guided Adapted Functional Activities Questionnaire. A 
score of <11 and <6 respectively, were used to define 
absence of anxiety and depression and functional 
independence on instrumental activities of daily living. 
The Montreal Cognitive Assessment–Philippines (MoCA-
P) test was administered to detect mild cognitive 
impairment using a cut-off score of ≤21. 
 
Assessment of Variables 
 
The participants were interviewed for their age, civil 
status, highest level of education, duration of diabetes, 
smoking status, presence of hypoglycemic symptoms or 
capillary blood glucose (CBG) <70 mg/dl in the past 4 
weeks. Comorbidities, medications used, blood pressure 
(BP) in the past 2 visits, HBA1c, lipid profile, creatinine, 
and urinalysis done in PGH in the past 30 days were 
obtained from the medical chart. Anthropometrics (height, 
weight, waist and hip circumference) and current blood 
pressure were taken during the second visit. Body mass 
index (BMI), waist-hip ratio (WHR) and mean BP were 
computed. For participants without recent laboratory tests, 
blood samples were taken after a 12-hour fast to assess 
lipid profile as well as HBA1c and serum creatinine. Urine 
samples were collected to assess proteinuria. Diabetic 
nephropathy was assessed by spot urine proteinuria in the 
absence of urinary tract infection, hematuria and exercise 
within 24 hours and estimated glomerular filtration rate 
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(eGFR) as computed via the Chronic Kidney 
Disease Epidemiology Collaboration (CKD-EPI) equation 
and was classified as no nephropathy (no proteinuria and 
eGFR ≥90) and with nephropathy (with proteinuria and/or 
decreased eGFR). Diabetic neuropathy was defined by loss 
of sensation in at least 2 sites on a 10-gram monofilament 
test. Diabetic retinopathy was assessed by funduscopic 
examination carried out through dilated pupils by an 
ophthalmologist and was classified according to the Early 
Treatment for Diabetic Retinopathy Study and 
International Clinical Diabetic Retinopathy Disease 
Severity Scales.20  
 
Statistical Analysis 
 
The rate of MCI was computed as total of participants 
with MCI against total of participants who completed the 
study. Demographic and clinical data were reported 
through descriptive statistics using quantitative variables 
(mean, standard deviation, median, interquartile range) 
and qualitative variables (frequency, percentage). 
Student’s T test was used to compare normally distributed 
continuous variables between two groups while Chi 
square test was used to compare categorical variables. 
Prior to predictive modelling, test for collinearity and 
confounding were done. Multi-collinearity was assumed if 
the variable inflation factor was >10. Collinear variables 
identified were total cholesterol, low density lipoprotein 
(LDL) and high density lipoprotein (HDL), hence, the first 

two were not included in the logistic model. Confounding 
was considered if the change in odds ratio in the crude 
and adjusted logistic model was >10%. No significant 
confounders were identified. Univariate logistic regression 
analysis was done to estimate crude odds ratios. Variables 
were entered into an exploratory multivariate logistic 
regression model for mild cognitive impairment if with p-
value <0.2. After stepwise backward elimination, the 
remaining significant variables formed the final predictive 
model. Hypothesis testing was done with a 95% level of 
significance. All data analyses were done using Stata SE 
version 13.  
 
The study protocol was approved by the Technical Review 
Board and the University of the Philippines Manila 
Research Ethics Board.  
 
RESULTS 
 
A total of 226 elderly diabetics were consecutively 
enrolled, 53 (23%) were excluded due to probable anxiety 
and depression, 1 due to dependence in ADL and 2 due to 
past history of cerebrovascular disease. Thirty seven 
patients did not come back for second visit, and only 133 
were included in this analysis. Table 1 summarizes the 
demographic and clinical characteristics of the 
participants. They had a mean age of 67 (4.8) years and 
were mostly females, married, and overweight or obese. 
Forty percent reached college level education. The 

Table 1. Demographic and clinical characteristics of patients with and without mild cognitive impairment (MCI) 
Variables Total n=133 Without MCI n= 73 With MCI n= 60 

Age (years)  67 (±4.8)  66.8 (±4.8) 67.2 (±4.9) 
Sex n (%) 
   Females 

 
93 (69.9) 

 
48 (65.8) 

 
45 (75) 

Civil Status n (%) 
   Married 
   Single 

 
123 (92.5) 
10 (7.5) 

 
67 (91.8) 
6 (8.2) 

 
56 (93.3) 
4 (6.7) 

Education (years) 
   >12 
   ≤12 

 
53 (39.9) 
80 (60) 

 
36 (49.3) 
37 (50.7) 

 
17 (28.3) 
43 (71.7) 

Duration of diabetes (years) median (IQR*) 12 (±12)  12 (±11) 11.5 (±12) 
Treatment n (%) 
   Insulin 
   1 OHA 
   ≥2 OHA 

 
43 (32.3) 
63 (47.4) 
59 (44.4) 

 
25 (34.3) 
33 (45.2) 
33 (45.2) 

 
 18 (30) 
30 (50) 
26 (43.3) 

Co-morbidities n (%) 
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
120 (90.2) 
79 (59.4) 
19 (14.3) 
21 (15.8) 
32 (24.1)  

 
66 (90.4) 
43 (58.9) 
10 (13.7) 
12 (16.4) 
17 (23.3) 

 
54 (90) 
36 (60) 
9 (15) 
9 (15) 
15 (25) 

Smoking n (%) 42 (31.6) 28 (28.4) 14 (23.3) 
Hypoglycemia n (%) 34 (25.6) 20 (27.4) 14 (23.3)  
BMI Classification n (%) 
   Normal/Underweight 
   Overweight/Obese 

 
37 (27.8) 
96 (72.2) 

 
25 (34.3) 
48 (65.8) 

 
12 (20) 
48 (80) 

Abdominal Obesity n (%) 91 (68.4)  46 (63) 45 (75) 
Systolic BP (mmHg) 132.8 (±13.4) 131.1 (±13.3) 134.8 (±13.4)  
Diastolic BP (mmHg) 77.7 (±9.1)  76.8 (±9.2) 78.7 (±9) 
HBA1c (%) 7.6 (±1.9)  7.7 (±1.8)  7.5 (±2.1)  
Total Cholesterol (mg/dl) 176.8 (±52.9)  175.4 (±56.8)  178.5 (±48)  
Triglyceride (mg/dl) median (IQR*) 122.1 (±71.9) 120 (±60.2) 125.7 (±102.8) 
HDL** (mg/dl) 49.1 (±12) 50.8 (±11.4) 47 (±12.6)  
LDL*** (mg/dl) 102 (±48.4)  100.7 (±52.1)  103.6 (±43.8) 
Non-HDL (mg/dl) 121.7 (±51.6) 124.6 (±54.8) 131.5 (±47.6) 
Microvascular complications n (%) 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
37 (28) 
22 (16.5) 
113 (85) 

 
18 (24.7) 
12 (16.4) 
60 (82.2) 

 
19 (32.2) 
10 (16.7) 
53 (88.3) 

*IQR – interquartile range; **HDL – high density lipoprotein; ***LDL – low density lipoprotein 

Manual of Mental Disorders (DSM) IV, International 
Classification of Diseases (ICD) 10 criteria for a dementia 
syndrome.13 In contrast to dementia, MCI does not 
interfere with ADL. Half of patients with MCI have an 
increased risk of developing dementia in 5 years with an 
estimated annual conversion rate of 10-15%.14 On the other 
hand, up to 44% of patients with MCI at their first visit are 
estimated to return to normal after a year.15  
 
Several screening tools are available for detecting 
cognitive impairment. The Montreal Cognitive 
Assessment (MoCA) was developed as a 30-point, 10-
minute test that evaluates visuospatial and executive 
function, orientation, language, attention and recall. It is 
more sensitive (90% vs 18%) than MMSE in detecting mild 
cognitive impairment with a specificity of 87%.16 Locally, 
Dominguez et al., have adapted and validated the 
Montreal Cognitive Assessment-Philippines (MoCA-P) 
version. The Filipino version has an excellent internal 
consistency (Cronbachs α = 0.938).17 A cutoff score of ≤21 
was shown to have better sensitivity (83.5%) in detecting 
probable mild Alzheimer’s disease without sacrificing 
specificity (72.3%). Two points are added to the total score 
if subjects have education less than 7 years.18 

 
Cognitive performance can be affected by anxiety and 
depression, hence, it is important to exclude these 
disorders as confounders. The Hospital Anxiety and 
Depression Scale (HADS) is a 14-item self-assessment 
questionnaire designed to identify probable cases of 
anxiety and depressive disorders among medically-ill 
patients. The Hospital Anxiety and Depression Scale – 
Pilipino (HADSP) version has been validated locally. An 
optimal cut-off score of 11 is recommended for Filipinos 
with a sensitivity of 75%, specificity of 70%, and positive 
predictive value of 75%.19  
 
The critical element in differentiating MCI from dementia 
is determining independence in ADL. The Alzheimer’s 
Disease Association of the Philippines Guidelines 2014 
recommends the use of Adapted Functional Activities 
Questionnaire (A-FAQ) to assess functional impairment 
with a Class IIB evidence. This scale has been translated 
and used in local studies. The optimal cut-off score of <6 
has a sensitivity of 80.3%, specificity of 87.0%, and 84.7% 
classification accuracy in identifying patients with 
impairment in instrumental activities of daily living.1 

 
Although diabetes control has been a mainstay in the 
prevention of other diabetic complications, it is difficult to 
apply in the prevention or delaying the progression of 
dementia because it is yet unknown which of the 
diabetes-related factors are associated with MCI. This 
study aims to identify factors associated with mild 
cognitive impairment among elderly Filipinos with Type 
2 diabetes mellitus. In the lack of therapeutic options for 
cognitive impairment, identification of these potentially 
modifiable factors can help identify high-risk population 

that would benefit from early screening, referral to 
specialists and aggressive management, thus, preventing 
or delaying progression to dementia.  
 
METHODOLOGY 
 
Participants 
 
One hundred thirty-three participants ≥60 years old with 
Type 2 diabetes mellitus of any duration, literate, 
independent in ADL, with no known neurocognitive, 
neurologic or psychiatric disorder, no intracranial 
neoplasm, infectious disease, constant alcohol or substance 
abuse, significant use of possible or known cognition-
impairing drugs in the past 4 weeks and severe visual, 
hearing, mobility or motor coordination impairment were 
consecutively sampled from the General Medicine and 
Diabetes clinics of the Philippine General Hospital (PGH), 
a tertiary government hospital, from August 2016-May 
2017. The sample size was estimated based on the 
percentage of MCI in patients with and without 
nephropathy, 24% and 6.5% respectively, and percentage 
of diabetic patients with nephropathy, that is 35%,6 with 
level of significance set at 5% and power of 80%. A written 
informed consent was obtained from each participant.  
 
Assessment of Anxiety, Depression, Functional 
Independence and Mild Cognitive Impairment 
 
Eligible participants answered the Hospital Anxiety and 
Depression Scale–Pilipino (HADS-P) and the interviewer-
guided Adapted Functional Activities Questionnaire. A 
score of <11 and <6 respectively, were used to define 
absence of anxiety and depression and functional 
independence on instrumental activities of daily living. 
The Montreal Cognitive Assessment–Philippines (MoCA-
P) test was administered to detect mild cognitive 
impairment using a cut-off score of ≤21. 
 
Assessment of Variables 
 
The participants were interviewed for their age, civil 
status, highest level of education, duration of diabetes, 
smoking status, presence of hypoglycemic symptoms or 
capillary blood glucose (CBG) <70 mg/dl in the past 4 
weeks. Comorbidities, medications used, blood pressure 
(BP) in the past 2 visits, HBA1c, lipid profile, creatinine, 
and urinalysis done in PGH in the past 30 days were 
obtained from the medical chart. Anthropometrics (height, 
weight, waist and hip circumference) and current blood 
pressure were taken during the second visit. Body mass 
index (BMI), waist-hip ratio (WHR) and mean BP were 
computed. For participants without recent laboratory tests, 
blood samples were taken after a 12-hour fast to assess 
lipid profile as well as HBA1c and serum creatinine. Urine 
samples were collected to assess proteinuria. Diabetic 
nephropathy was assessed by spot urine proteinuria in the 
absence of urinary tract infection, hematuria and exercise 
within 24 hours and estimated glomerular filtration rate 
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(eGFR) as computed via the Chronic Kidney 
Disease Epidemiology Collaboration (CKD-EPI) equation 
and was classified as no nephropathy (no proteinuria and 
eGFR ≥90) and with nephropathy (with proteinuria and/or 
decreased eGFR). Diabetic neuropathy was defined by loss 
of sensation in at least 2 sites on a 10-gram monofilament 
test. Diabetic retinopathy was assessed by funduscopic 
examination carried out through dilated pupils by an 
ophthalmologist and was classified according to the Early 
Treatment for Diabetic Retinopathy Study and 
International Clinical Diabetic Retinopathy Disease 
Severity Scales.20  
 
Statistical Analysis 
 
The rate of MCI was computed as total of participants 
with MCI against total of participants who completed the 
study. Demographic and clinical data were reported 
through descriptive statistics using quantitative variables 
(mean, standard deviation, median, interquartile range) 
and qualitative variables (frequency, percentage). 
Student’s T test was used to compare normally distributed 
continuous variables between two groups while Chi 
square test was used to compare categorical variables. 
Prior to predictive modelling, test for collinearity and 
confounding were done. Multi-collinearity was assumed if 
the variable inflation factor was >10. Collinear variables 
identified were total cholesterol, low density lipoprotein 
(LDL) and high density lipoprotein (HDL), hence, the first 

two were not included in the logistic model. Confounding 
was considered if the change in odds ratio in the crude 
and adjusted logistic model was >10%. No significant 
confounders were identified. Univariate logistic regression 
analysis was done to estimate crude odds ratios. Variables 
were entered into an exploratory multivariate logistic 
regression model for mild cognitive impairment if with p-
value <0.2. After stepwise backward elimination, the 
remaining significant variables formed the final predictive 
model. Hypothesis testing was done with a 95% level of 
significance. All data analyses were done using Stata SE 
version 13.  
 
The study protocol was approved by the Technical Review 
Board and the University of the Philippines Manila 
Research Ethics Board.  
 
RESULTS 
 
A total of 226 elderly diabetics were consecutively 
enrolled, 53 (23%) were excluded due to probable anxiety 
and depression, 1 due to dependence in ADL and 2 due to 
past history of cerebrovascular disease. Thirty seven 
patients did not come back for second visit, and only 133 
were included in this analysis. Table 1 summarizes the 
demographic and clinical characteristics of the 
participants. They had a mean age of 67 (4.8) years and 
were mostly females, married, and overweight or obese. 
Forty percent reached college level education. The 

Table 1. Demographic and clinical characteristics of patients with and without mild cognitive impairment (MCI) 
Variables Total n=133 Without MCI n= 73 With MCI n= 60 

Age (years)  67 (±4.8)  66.8 (±4.8) 67.2 (±4.9) 
Sex n (%) 
   Females 

 
93 (69.9) 

 
48 (65.8) 

 
45 (75) 

Civil Status n (%) 
   Married 
   Single 

 
123 (92.5) 
10 (7.5) 

 
67 (91.8) 
6 (8.2) 

 
56 (93.3) 
4 (6.7) 

Education (years) 
   >12 
   ≤12 

 
53 (39.9) 
80 (60) 

 
36 (49.3) 
37 (50.7) 

 
17 (28.3) 
43 (71.7) 

Duration of diabetes (years) median (IQR*) 12 (±12)  12 (±11) 11.5 (±12) 
Treatment n (%) 
   Insulin 
   1 OHA 
   ≥2 OHA 

 
43 (32.3) 
63 (47.4) 
59 (44.4) 

 
25 (34.3) 
33 (45.2) 
33 (45.2) 

 
 18 (30) 
30 (50) 
26 (43.3) 

Co-morbidities n (%) 
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
120 (90.2) 
79 (59.4) 
19 (14.3) 
21 (15.8) 
32 (24.1)  

 
66 (90.4) 
43 (58.9) 
10 (13.7) 
12 (16.4) 
17 (23.3) 

 
54 (90) 
36 (60) 
9 (15) 
9 (15) 
15 (25) 

Smoking n (%) 42 (31.6) 28 (28.4) 14 (23.3) 
Hypoglycemia n (%) 34 (25.6) 20 (27.4) 14 (23.3)  
BMI Classification n (%) 
   Normal/Underweight 
   Overweight/Obese 

 
37 (27.8) 
96 (72.2) 

 
25 (34.3) 
48 (65.8) 

 
12 (20) 
48 (80) 

Abdominal Obesity n (%) 91 (68.4)  46 (63) 45 (75) 
Systolic BP (mmHg) 132.8 (±13.4) 131.1 (±13.3) 134.8 (±13.4)  
Diastolic BP (mmHg) 77.7 (±9.1)  76.8 (±9.2) 78.7 (±9) 
HBA1c (%) 7.6 (±1.9)  7.7 (±1.8)  7.5 (±2.1)  
Total Cholesterol (mg/dl) 176.8 (±52.9)  175.4 (±56.8)  178.5 (±48)  
Triglyceride (mg/dl) median (IQR*) 122.1 (±71.9) 120 (±60.2) 125.7 (±102.8) 
HDL** (mg/dl) 49.1 (±12) 50.8 (±11.4) 47 (±12.6)  
LDL*** (mg/dl) 102 (±48.4)  100.7 (±52.1)  103.6 (±43.8) 
Non-HDL (mg/dl) 121.7 (±51.6) 124.6 (±54.8) 131.5 (±47.6) 
Microvascular complications n (%) 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
37 (28) 
22 (16.5) 
113 (85) 

 
18 (24.7) 
12 (16.4) 
60 (82.2) 

 
19 (32.2) 
10 (16.7) 
53 (88.3) 

*IQR – interquartile range; **HDL – high density lipoprotein; ***LDL – low density lipoprotein 

Manual of Mental Disorders (DSM) IV, International 
Classification of Diseases (ICD) 10 criteria for a dementia 
syndrome.13 In contrast to dementia, MCI does not 
interfere with ADL. Half of patients with MCI have an 
increased risk of developing dementia in 5 years with an 
estimated annual conversion rate of 10-15%.14 On the other 
hand, up to 44% of patients with MCI at their first visit are 
estimated to return to normal after a year.15  
 
Several screening tools are available for detecting 
cognitive impairment. The Montreal Cognitive 
Assessment (MoCA) was developed as a 30-point, 10-
minute test that evaluates visuospatial and executive 
function, orientation, language, attention and recall. It is 
more sensitive (90% vs 18%) than MMSE in detecting mild 
cognitive impairment with a specificity of 87%.16 Locally, 
Dominguez et al., have adapted and validated the 
Montreal Cognitive Assessment-Philippines (MoCA-P) 
version. The Filipino version has an excellent internal 
consistency (Cronbachs α = 0.938).17 A cutoff score of ≤21 
was shown to have better sensitivity (83.5%) in detecting 
probable mild Alzheimer’s disease without sacrificing 
specificity (72.3%). Two points are added to the total score 
if subjects have education less than 7 years.18 

 
Cognitive performance can be affected by anxiety and 
depression, hence, it is important to exclude these 
disorders as confounders. The Hospital Anxiety and 
Depression Scale (HADS) is a 14-item self-assessment 
questionnaire designed to identify probable cases of 
anxiety and depressive disorders among medically-ill 
patients. The Hospital Anxiety and Depression Scale – 
Pilipino (HADSP) version has been validated locally. An 
optimal cut-off score of 11 is recommended for Filipinos 
with a sensitivity of 75%, specificity of 70%, and positive 
predictive value of 75%.19  
 
The critical element in differentiating MCI from dementia 
is determining independence in ADL. The Alzheimer’s 
Disease Association of the Philippines Guidelines 2014 
recommends the use of Adapted Functional Activities 
Questionnaire (A-FAQ) to assess functional impairment 
with a Class IIB evidence. This scale has been translated 
and used in local studies. The optimal cut-off score of <6 
has a sensitivity of 80.3%, specificity of 87.0%, and 84.7% 
classification accuracy in identifying patients with 
impairment in instrumental activities of daily living.1 

 
Although diabetes control has been a mainstay in the 
prevention of other diabetic complications, it is difficult to 
apply in the prevention or delaying the progression of 
dementia because it is yet unknown which of the 
diabetes-related factors are associated with MCI. This 
study aims to identify factors associated with mild 
cognitive impairment among elderly Filipinos with Type 
2 diabetes mellitus. In the lack of therapeutic options for 
cognitive impairment, identification of these potentially 
modifiable factors can help identify high-risk population 

that would benefit from early screening, referral to 
specialists and aggressive management, thus, preventing 
or delaying progression to dementia.  
 
METHODOLOGY 
 
Participants 
 
One hundred thirty-three participants ≥60 years old with 
Type 2 diabetes mellitus of any duration, literate, 
independent in ADL, with no known neurocognitive, 
neurologic or psychiatric disorder, no intracranial 
neoplasm, infectious disease, constant alcohol or substance 
abuse, significant use of possible or known cognition-
impairing drugs in the past 4 weeks and severe visual, 
hearing, mobility or motor coordination impairment were 
consecutively sampled from the General Medicine and 
Diabetes clinics of the Philippine General Hospital (PGH), 
a tertiary government hospital, from August 2016-May 
2017. The sample size was estimated based on the 
percentage of MCI in patients with and without 
nephropathy, 24% and 6.5% respectively, and percentage 
of diabetic patients with nephropathy, that is 35%,6 with 
level of significance set at 5% and power of 80%. A written 
informed consent was obtained from each participant.  
 
Assessment of Anxiety, Depression, Functional 
Independence and Mild Cognitive Impairment 
 
Eligible participants answered the Hospital Anxiety and 
Depression Scale–Pilipino (HADS-P) and the interviewer-
guided Adapted Functional Activities Questionnaire. A 
score of <11 and <6 respectively, were used to define 
absence of anxiety and depression and functional 
independence on instrumental activities of daily living. 
The Montreal Cognitive Assessment–Philippines (MoCA-
P) test was administered to detect mild cognitive 
impairment using a cut-off score of ≤21. 
 
Assessment of Variables 
 
The participants were interviewed for their age, civil 
status, highest level of education, duration of diabetes, 
smoking status, presence of hypoglycemic symptoms or 
capillary blood glucose (CBG) <70 mg/dl in the past 4 
weeks. Comorbidities, medications used, blood pressure 
(BP) in the past 2 visits, HBA1c, lipid profile, creatinine, 
and urinalysis done in PGH in the past 30 days were 
obtained from the medical chart. Anthropometrics (height, 
weight, waist and hip circumference) and current blood 
pressure were taken during the second visit. Body mass 
index (BMI), waist-hip ratio (WHR) and mean BP were 
computed. For participants without recent laboratory tests, 
blood samples were taken after a 12-hour fast to assess 
lipid profile as well as HBA1c and serum creatinine. Urine 
samples were collected to assess proteinuria. Diabetic 
nephropathy was assessed by spot urine proteinuria in the 
absence of urinary tract infection, hematuria and exercise 
within 24 hours and estimated glomerular filtration rate 
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advantage since effective self-care in diabetes requires a 
complex behavioral regimen involving executive function. 
An intact executive function among our patients would 
translate to the ability to make sustained efforts in 
overriding habits like dietary indiscretion and sedentary 
lifestyle that are challenges in the management of diabetes.  
 
The results of the univariate logistic regression analysis 
showed that increasing age, high blood pressure and 
obesity appear to increase the likelihood of having MCI 
although they were not significant. These findings are 
consistent with other studies that showed association of 
these factors with worse cognitive performance.3-5,7,19 The 
relation of hypertension to cognitive impairment is 
attributed to vascular dysfunction compromising blood 
and glucose supply to the brain as well as reduced 
clearance of substances causing oxidative stress and 
eventually neuronal degeneration. On the other hand, 
high HDL showed a trend towards decreased likelihood of 
MCI although, again, it was not significant. Several studies 
have reported the association of lower HDL and cognitive 
impairment.7,22-24 Proposed mechanisms of HDL as a 
negative risk factor to cognitive impairment include its 
anti-inflammatory properties and prevention of 
aggregation and polymerization of β-amyloid.25  
 
After the multivariate logistic regression analysis, we have 
demonstrated that having more than 12 years of education 
is significantly associated with lower odds of having MCI. 
A study among Chinese elderly showed the same 
association. It is postulated in the cognitive reserve 
hypothesis that higher level of education increases 
neuronal plasticity and connectivity.26 Increasing 
educational opportunities then can be regarded as a 
potential strategy in decreasing the odds of having 
cognitive impairment in later life.  
 
The single result of this analysis suggests that factors 
associated with development of MCI could be non-
diabetes related. There are several limitations in this study 
though. The participants in this study showed relatively 
well-controlled glucose, BP and serum lipids. This is a 
cross-sectional study in which only one HBA1c value was 
used and previous glycemic control measures were not 
considered. This could possibly explain the lack of 
association between HBA1c and several parameters to 
MCI. The stringent inclusion and exclusion criteria also 
prevented us from including patients who were too sick, 
with unstable comorbidities and worse complications, 
hence, our results can underestimate associations.  
 
CONCLUSIONS 
 
In conclusion, our results show that there is a high rate of 
MCI among elderly Filipinos with type 2 diabetes despite 
having relatively well-controlled disease and 
comorbidities. Attainment of higher years of education is 
significantly associated with lower odds of having MCI. 
Larger studies involving non-diabetic population are 

suggested to estimate baseline rate of MCI among Filipino 
elderly and investigate further association of factors.  
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median duration of diabetes was 12 years. The 
participants had relatively well-controlled diabetes, blood 
pressure and serum lipids.  
 
Using MoCA-P tool, sixty of 133 participants (45%) had 
MCI. Patients with MCI had significantly lower 
educational attainment. Other variables did not vary 
between the groups. The mean scores of patients with MCI 
reached at least 50% of perfect scores in visuo-
spatial/executive function, attention and orientation. They 
scored poorly in language and recall.  
 
Table 2 summarizes the results of univariate logistic 
regression analysis. Without correcting for other factors, 
increasing age, obesity, and high blood pressure appear to 
increase the odds of having MCI, while high HDL 
suggests protection although these were not significant. 
Having more than 12 years of education (OR 0.41, CI 0.20, 
0.84, p-value 0.015) is significantly associated with lower 
risk of MCI. Years of education, smoking, 
overweight/obesity, abdominal obesity, systolic BP and 
triglyceride reached statistical significance (p<0.2) to be 
included in the multivariate logistic regression modelling. 
 
After multivariate logistic regression analysis using 
stepwise backward elimination and removal of non-
significant confounders and collinear variables, having 
more than 12 years of education (OR 0.38 CI 0.18, 0.80, 
p-value 0.010) was the only factor left to be significantly 
associated with MCI. 
 
DISCUSSION 
 
The results of this study revealed a higher rate (45%) of 
MCI among elderly Filipinos compared to the 31.5%3 and 

32.7%4 reported prevalence among Korean and Polish 

population respectively. Prevalence rates of MCI vary 
among studies due to different tools and cut-offs used or 
in the characteristics of the study participants involved. 
All these three studies used the same MCI assessment tool 
with locally validated cut-offs used to define MCI.  
 
The population in the foreign studies were even older 
(mean age of ≥70 years) and have almost the same 
duration of diabetes (8-12 years) and HBA1c (7.5%) as the 
participants in this study. The Polish study reported even 
lower years of education (mean duration of 9.7 years). 
Considering the inherent characteristics of our population, 
it is also important to note that this study was conducted 
in a public hospital where most of the patients belong to 
the lower socioeconomic status, which would explain the 
lower educational attainment. This can possibly 
overestimate the rate of MCI. Although a baseline rate of 
MCI among the general population should be sought, this 
high rate among diabetics suggests that greater efforts on 
prevention, early detection and delaying progression to 
dementia are warranted.  
 
It is interesting that during the screening process in this 
study, we found a rate of 23% of possible anxiety and 
depression among elderly Filipinos with type 2 diabetes. 
This post hoc data approximates 29.7% recorded in the 
Polish study.4 As these can also affect patients’ adherence 
to treatment of diabetes, this aspect must also be looked 
into by the physicians and caregivers.  
 
The domains in which our participants with MCI scored 
poorly include language and recall. This is inconsistent 
with the report from the Shanghai Aging Study and Mayo 
Clinic Study of Aging that diabetes is associated with 
worse executive function.21 Although this could be due to 
the difference in the tools used, this can be seen as an 

Table 2. Univariate logistic regression analysis of factors associated with mild cognitive impairment 
Variables Unadjusted Odds Ratio 95% Confidence Interval P-value 

Age, years 1.01 (0.95, 1.09) 0.646 
Sex, females 1.6 (0.73, 3.34) 0.249 
Married 1.25 (0.34, 4.67) 0.736 
≥12 years of education 0.41 (0.20, 0.84) 0.015 
Duration of diabetes, years 1.0 (0.96, 1.04) 0.959 
Treatment  
   Insulin 
   ≥2 OHA 

 
0.82 
0.87 

 
(0.4, 1.71) 
(0.42, 1.77) 

 
0.603 
0.694 

Comorbidities  
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
0.95 
1.05 
1.11 
0.9 
1.1 

 
(0.30, 3) 
(0.52, 2.1) 
(0.42, 2.94) 
(0.35, 2.3) 
(0.49, 2.44) 

 
0.937 
0.898 
0.831 
0.821 
0.818 

Smoking 0.49 (0.23, 1.05) 0.066 
Hypoglycemia 0.81 (0.37, 1.78) 0.593 
Overweight/Obese 2.08 (0.94, 4.6) 0.071 
Abdominal Obesity 1.76 (0.83, 3.74) 0.141 
Systolic BP 1.02 (0.99, 1.05) 0.116 
Diastolic BP 1.02 (0.98, 1.06) 0.254 
HBA1c 0.94 (0.78, 1.13) 0.502 
Triglyceride  1 (1, 1.01) 0.113 
HDL 0.97 (0.94, 1) 0.736 
Non-HDL 1 (1, 1.01) 0.444 
Microvascular complications 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
1.45 
1.02 
1.64 

 
(0.68, 3.11) 
(0.41, 2.55) 
(0.61, 4.42) 

 
0.338 
0.972 
0.327 
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advantage since effective self-care in diabetes requires a 
complex behavioral regimen involving executive function. 
An intact executive function among our patients would 
translate to the ability to make sustained efforts in 
overriding habits like dietary indiscretion and sedentary 
lifestyle that are challenges in the management of diabetes.  
 
The results of the univariate logistic regression analysis 
showed that increasing age, high blood pressure and 
obesity appear to increase the likelihood of having MCI 
although they were not significant. These findings are 
consistent with other studies that showed association of 
these factors with worse cognitive performance.3-5,7,19 The 
relation of hypertension to cognitive impairment is 
attributed to vascular dysfunction compromising blood 
and glucose supply to the brain as well as reduced 
clearance of substances causing oxidative stress and 
eventually neuronal degeneration. On the other hand, 
high HDL showed a trend towards decreased likelihood of 
MCI although, again, it was not significant. Several studies 
have reported the association of lower HDL and cognitive 
impairment.7,22-24 Proposed mechanisms of HDL as a 
negative risk factor to cognitive impairment include its 
anti-inflammatory properties and prevention of 
aggregation and polymerization of β-amyloid.25  
 
After the multivariate logistic regression analysis, we have 
demonstrated that having more than 12 years of education 
is significantly associated with lower odds of having MCI. 
A study among Chinese elderly showed the same 
association. It is postulated in the cognitive reserve 
hypothesis that higher level of education increases 
neuronal plasticity and connectivity.26 Increasing 
educational opportunities then can be regarded as a 
potential strategy in decreasing the odds of having 
cognitive impairment in later life.  
 
The single result of this analysis suggests that factors 
associated with development of MCI could be non-
diabetes related. There are several limitations in this study 
though. The participants in this study showed relatively 
well-controlled glucose, BP and serum lipids. This is a 
cross-sectional study in which only one HBA1c value was 
used and previous glycemic control measures were not 
considered. This could possibly explain the lack of 
association between HBA1c and several parameters to 
MCI. The stringent inclusion and exclusion criteria also 
prevented us from including patients who were too sick, 
with unstable comorbidities and worse complications, 
hence, our results can underestimate associations.  
 
CONCLUSIONS 
 
In conclusion, our results show that there is a high rate of 
MCI among elderly Filipinos with type 2 diabetes despite 
having relatively well-controlled disease and 
comorbidities. Attainment of higher years of education is 
significantly associated with lower odds of having MCI. 
Larger studies involving non-diabetic population are 

suggested to estimate baseline rate of MCI among Filipino 
elderly and investigate further association of factors.  
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median duration of diabetes was 12 years. The 
participants had relatively well-controlled diabetes, blood 
pressure and serum lipids.  
 
Using MoCA-P tool, sixty of 133 participants (45%) had 
MCI. Patients with MCI had significantly lower 
educational attainment. Other variables did not vary 
between the groups. The mean scores of patients with MCI 
reached at least 50% of perfect scores in visuo-
spatial/executive function, attention and orientation. They 
scored poorly in language and recall.  
 
Table 2 summarizes the results of univariate logistic 
regression analysis. Without correcting for other factors, 
increasing age, obesity, and high blood pressure appear to 
increase the odds of having MCI, while high HDL 
suggests protection although these were not significant. 
Having more than 12 years of education (OR 0.41, CI 0.20, 
0.84, p-value 0.015) is significantly associated with lower 
risk of MCI. Years of education, smoking, 
overweight/obesity, abdominal obesity, systolic BP and 
triglyceride reached statistical significance (p<0.2) to be 
included in the multivariate logistic regression modelling. 
 
After multivariate logistic regression analysis using 
stepwise backward elimination and removal of non-
significant confounders and collinear variables, having 
more than 12 years of education (OR 0.38 CI 0.18, 0.80, 
p-value 0.010) was the only factor left to be significantly 
associated with MCI. 
 
DISCUSSION 
 
The results of this study revealed a higher rate (45%) of 
MCI among elderly Filipinos compared to the 31.5%3 and 

32.7%4 reported prevalence among Korean and Polish 

population respectively. Prevalence rates of MCI vary 
among studies due to different tools and cut-offs used or 
in the characteristics of the study participants involved. 
All these three studies used the same MCI assessment tool 
with locally validated cut-offs used to define MCI.  
 
The population in the foreign studies were even older 
(mean age of ≥70 years) and have almost the same 
duration of diabetes (8-12 years) and HBA1c (7.5%) as the 
participants in this study. The Polish study reported even 
lower years of education (mean duration of 9.7 years). 
Considering the inherent characteristics of our population, 
it is also important to note that this study was conducted 
in a public hospital where most of the patients belong to 
the lower socioeconomic status, which would explain the 
lower educational attainment. This can possibly 
overestimate the rate of MCI. Although a baseline rate of 
MCI among the general population should be sought, this 
high rate among diabetics suggests that greater efforts on 
prevention, early detection and delaying progression to 
dementia are warranted.  
 
It is interesting that during the screening process in this 
study, we found a rate of 23% of possible anxiety and 
depression among elderly Filipinos with type 2 diabetes. 
This post hoc data approximates 29.7% recorded in the 
Polish study.4 As these can also affect patients’ adherence 
to treatment of diabetes, this aspect must also be looked 
into by the physicians and caregivers.  
 
The domains in which our participants with MCI scored 
poorly include language and recall. This is inconsistent 
with the report from the Shanghai Aging Study and Mayo 
Clinic Study of Aging that diabetes is associated with 
worse executive function.21 Although this could be due to 
the difference in the tools used, this can be seen as an 

Table 2. Univariate logistic regression analysis of factors associated with mild cognitive impairment 
Variables Unadjusted Odds Ratio 95% Confidence Interval P-value 

Age, years 1.01 (0.95, 1.09) 0.646 
Sex, females 1.6 (0.73, 3.34) 0.249 
Married 1.25 (0.34, 4.67) 0.736 
≥12 years of education 0.41 (0.20, 0.84) 0.015 
Duration of diabetes, years 1.0 (0.96, 1.04) 0.959 
Treatment  
   Insulin 
   ≥2 OHA 

 
0.82 
0.87 

 
(0.4, 1.71) 
(0.42, 1.77) 

 
0.603 
0.694 

Comorbidities  
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
0.95 
1.05 
1.11 
0.9 
1.1 

 
(0.30, 3) 
(0.52, 2.1) 
(0.42, 2.94) 
(0.35, 2.3) 
(0.49, 2.44) 

 
0.937 
0.898 
0.831 
0.821 
0.818 

Smoking 0.49 (0.23, 1.05) 0.066 
Hypoglycemia 0.81 (0.37, 1.78) 0.593 
Overweight/Obese 2.08 (0.94, 4.6) 0.071 
Abdominal Obesity 1.76 (0.83, 3.74) 0.141 
Systolic BP 1.02 (0.99, 1.05) 0.116 
Diastolic BP 1.02 (0.98, 1.06) 0.254 
HBA1c 0.94 (0.78, 1.13) 0.502 
Triglyceride  1 (1, 1.01) 0.113 
HDL 0.97 (0.94, 1) 0.736 
Non-HDL 1 (1, 1.01) 0.444 
Microvascular complications 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
1.45 
1.02 
1.64 

 
(0.68, 3.11) 
(0.41, 2.55) 
(0.61, 4.42) 

 
0.338 
0.972 
0.327 
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advantage since effective self-care in diabetes requires a 
complex behavioral regimen involving executive function. 
An intact executive function among our patients would 
translate to the ability to make sustained efforts in 
overriding habits like dietary indiscretion and sedentary 
lifestyle that are challenges in the management of diabetes.  
 
The results of the univariate logistic regression analysis 
showed that increasing age, high blood pressure and 
obesity appear to increase the likelihood of having MCI 
although they were not significant. These findings are 
consistent with other studies that showed association of 
these factors with worse cognitive performance.3-5,7,19 The 
relation of hypertension to cognitive impairment is 
attributed to vascular dysfunction compromising blood 
and glucose supply to the brain as well as reduced 
clearance of substances causing oxidative stress and 
eventually neuronal degeneration. On the other hand, 
high HDL showed a trend towards decreased likelihood of 
MCI although, again, it was not significant. Several studies 
have reported the association of lower HDL and cognitive 
impairment.7,22-24 Proposed mechanisms of HDL as a 
negative risk factor to cognitive impairment include its 
anti-inflammatory properties and prevention of 
aggregation and polymerization of β-amyloid.25  
 
After the multivariate logistic regression analysis, we have 
demonstrated that having more than 12 years of education 
is significantly associated with lower odds of having MCI. 
A study among Chinese elderly showed the same 
association. It is postulated in the cognitive reserve 
hypothesis that higher level of education increases 
neuronal plasticity and connectivity.26 Increasing 
educational opportunities then can be regarded as a 
potential strategy in decreasing the odds of having 
cognitive impairment in later life.  
 
The single result of this analysis suggests that factors 
associated with development of MCI could be non-
diabetes related. There are several limitations in this study 
though. The participants in this study showed relatively 
well-controlled glucose, BP and serum lipids. This is a 
cross-sectional study in which only one HBA1c value was 
used and previous glycemic control measures were not 
considered. This could possibly explain the lack of 
association between HBA1c and several parameters to 
MCI. The stringent inclusion and exclusion criteria also 
prevented us from including patients who were too sick, 
with unstable comorbidities and worse complications, 
hence, our results can underestimate associations.  
 
CONCLUSIONS 
 
In conclusion, our results show that there is a high rate of 
MCI among elderly Filipinos with type 2 diabetes despite 
having relatively well-controlled disease and 
comorbidities. Attainment of higher years of education is 
significantly associated with lower odds of having MCI. 
Larger studies involving non-diabetic population are 

suggested to estimate baseline rate of MCI among Filipino 
elderly and investigate further association of factors.  
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median duration of diabetes was 12 years. The 
participants had relatively well-controlled diabetes, blood 
pressure and serum lipids.  
 
Using MoCA-P tool, sixty of 133 participants (45%) had 
MCI. Patients with MCI had significantly lower 
educational attainment. Other variables did not vary 
between the groups. The mean scores of patients with MCI 
reached at least 50% of perfect scores in visuo-
spatial/executive function, attention and orientation. They 
scored poorly in language and recall.  
 
Table 2 summarizes the results of univariate logistic 
regression analysis. Without correcting for other factors, 
increasing age, obesity, and high blood pressure appear to 
increase the odds of having MCI, while high HDL 
suggests protection although these were not significant. 
Having more than 12 years of education (OR 0.41, CI 0.20, 
0.84, p-value 0.015) is significantly associated with lower 
risk of MCI. Years of education, smoking, 
overweight/obesity, abdominal obesity, systolic BP and 
triglyceride reached statistical significance (p<0.2) to be 
included in the multivariate logistic regression modelling. 
 
After multivariate logistic regression analysis using 
stepwise backward elimination and removal of non-
significant confounders and collinear variables, having 
more than 12 years of education (OR 0.38 CI 0.18, 0.80, 
p-value 0.010) was the only factor left to be significantly 
associated with MCI. 
 
DISCUSSION 
 
The results of this study revealed a higher rate (45%) of 
MCI among elderly Filipinos compared to the 31.5%3 and 

32.7%4 reported prevalence among Korean and Polish 

population respectively. Prevalence rates of MCI vary 
among studies due to different tools and cut-offs used or 
in the characteristics of the study participants involved. 
All these three studies used the same MCI assessment tool 
with locally validated cut-offs used to define MCI.  
 
The population in the foreign studies were even older 
(mean age of ≥70 years) and have almost the same 
duration of diabetes (8-12 years) and HBA1c (7.5%) as the 
participants in this study. The Polish study reported even 
lower years of education (mean duration of 9.7 years). 
Considering the inherent characteristics of our population, 
it is also important to note that this study was conducted 
in a public hospital where most of the patients belong to 
the lower socioeconomic status, which would explain the 
lower educational attainment. This can possibly 
overestimate the rate of MCI. Although a baseline rate of 
MCI among the general population should be sought, this 
high rate among diabetics suggests that greater efforts on 
prevention, early detection and delaying progression to 
dementia are warranted.  
 
It is interesting that during the screening process in this 
study, we found a rate of 23% of possible anxiety and 
depression among elderly Filipinos with type 2 diabetes. 
This post hoc data approximates 29.7% recorded in the 
Polish study.4 As these can also affect patients’ adherence 
to treatment of diabetes, this aspect must also be looked 
into by the physicians and caregivers.  
 
The domains in which our participants with MCI scored 
poorly include language and recall. This is inconsistent 
with the report from the Shanghai Aging Study and Mayo 
Clinic Study of Aging that diabetes is associated with 
worse executive function.21 Although this could be due to 
the difference in the tools used, this can be seen as an 

Table 2. Univariate logistic regression analysis of factors associated with mild cognitive impairment 
Variables Unadjusted Odds Ratio 95% Confidence Interval P-value 

Age, years 1.01 (0.95, 1.09) 0.646 
Sex, females 1.6 (0.73, 3.34) 0.249 
Married 1.25 (0.34, 4.67) 0.736 
≥12 years of education 0.41 (0.20, 0.84) 0.015 
Duration of diabetes, years 1.0 (0.96, 1.04) 0.959 
Treatment  
   Insulin 
   ≥2 OHA 

 
0.82 
0.87 

 
(0.4, 1.71) 
(0.42, 1.77) 

 
0.603 
0.694 

Comorbidities  
   Hypertension 
   Dyslipidemia 
   Ischemic Heart Disease 
   Heart Failure 
   Chronic Kidney Disease 

 
0.95 
1.05 
1.11 
0.9 
1.1 

 
(0.30, 3) 
(0.52, 2.1) 
(0.42, 2.94) 
(0.35, 2.3) 
(0.49, 2.44) 

 
0.937 
0.898 
0.831 
0.821 
0.818 

Smoking 0.49 (0.23, 1.05) 0.066 
Hypoglycemia 0.81 (0.37, 1.78) 0.593 
Overweight/Obese 2.08 (0.94, 4.6) 0.071 
Abdominal Obesity 1.76 (0.83, 3.74) 0.141 
Systolic BP 1.02 (0.99, 1.05) 0.116 
Diastolic BP 1.02 (0.98, 1.06) 0.254 
HBA1c 0.94 (0.78, 1.13) 0.502 
Triglyceride  1 (1, 1.01) 0.113 
HDL 0.97 (0.94, 1) 0.736 
Non-HDL 1 (1, 1.01) 0.444 
Microvascular complications 
   Retinopathy  
   Neuropathy 
   Nephropathy  

 
1.45 
1.02 
1.64 

 
(0.68, 3.11) 
(0.41, 2.55) 
(0.61, 4.42) 

 
0.338 
0.972 
0.327 
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advantage since effective self-care in diabetes requires a 
complex behavioral regimen involving executive function. 
An intact executive function among our patients would 
translate to the ability to make sustained efforts in 
overriding habits like dietary indiscretion and sedentary 
lifestyle that are challenges in the management of diabetes.  
 
The results of the univariate logistic regression analysis 
showed that increasing age, high blood pressure and 
obesity appear to increase the likelihood of having MCI 
although they were not significant. These findings are 
consistent with other studies that showed association of 
these factors with worse cognitive performance.3-5,7,19 The 
relation of hypertension to cognitive impairment is 
attributed to vascular dysfunction compromising blood 
and glucose supply to the brain as well as reduced 
clearance of substances causing oxidative stress and 
eventually neuronal degeneration. On the other hand, 
high HDL showed a trend towards decreased likelihood of 
MCI although, again, it was not significant. Several studies 
have reported the association of lower HDL and cognitive 
impairment.7,22-24 Proposed mechanisms of HDL as a 
negative risk factor to cognitive impairment include its 
anti-inflammatory properties and prevention of 
aggregation and polymerization of β-amyloid.25  
 
After the multivariate logistic regression analysis, we have 
demonstrated that having more than 12 years of education 
is significantly associated with lower odds of having MCI. 
A study among Chinese elderly showed the same 
association. It is postulated in the cognitive reserve 
hypothesis that higher level of education increases 
neuronal plasticity and connectivity.26 Increasing 
educational opportunities then can be regarded as a 
potential strategy in decreasing the odds of having 
cognitive impairment in later life.  
 
The single result of this analysis suggests that factors 
associated with development of MCI could be non-
diabetes related. There are several limitations in this study 
though. The participants in this study showed relatively 
well-controlled glucose, BP and serum lipids. This is a 
cross-sectional study in which only one HBA1c value was 
used and previous glycemic control measures were not 
considered. This could possibly explain the lack of 
association between HBA1c and several parameters to 
MCI. The stringent inclusion and exclusion criteria also 
prevented us from including patients who were too sick, 
with unstable comorbidities and worse complications, 
hence, our results can underestimate associations.  
 
CONCLUSIONS 
 
In conclusion, our results show that there is a high rate of 
MCI among elderly Filipinos with type 2 diabetes despite 
having relatively well-controlled disease and 
comorbidities. Attainment of higher years of education is 
significantly associated with lower odds of having MCI. 
Larger studies involving non-diabetic population are 

suggested to estimate baseline rate of MCI among Filipino 
elderly and investigate further association of factors.  
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median duration of diabetes was 12 years. The 
participants had relatively well-controlled diabetes, blood 
pressure and serum lipids.  
 
Using MoCA-P tool, sixty of 133 participants (45%) had 
MCI. Patients with MCI had significantly lower 
educational attainment. Other variables did not vary 
between the groups. The mean scores of patients with MCI 
reached at least 50% of perfect scores in visuo-
spatial/executive function, attention and orientation. They 
scored poorly in language and recall.  
 
Table 2 summarizes the results of univariate logistic 
regression analysis. Without correcting for other factors, 
increasing age, obesity, and high blood pressure appear to 
increase the odds of having MCI, while high HDL 
suggests protection although these were not significant. 
Having more than 12 years of education (OR 0.41, CI 0.20, 
0.84, p-value 0.015) is significantly associated with lower 
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significant confounders and collinear variables, having 
more than 12 years of education (OR 0.38 CI 0.18, 0.80, 
p-value 0.010) was the only factor left to be significantly 
associated with MCI. 
 
DISCUSSION 
 
The results of this study revealed a higher rate (45%) of 
MCI among elderly Filipinos compared to the 31.5%3 and 

32.7%4 reported prevalence among Korean and Polish 

population respectively. Prevalence rates of MCI vary 
among studies due to different tools and cut-offs used or 
in the characteristics of the study participants involved. 
All these three studies used the same MCI assessment tool 
with locally validated cut-offs used to define MCI.  
 
The population in the foreign studies were even older 
(mean age of ≥70 years) and have almost the same 
duration of diabetes (8-12 years) and HBA1c (7.5%) as the 
participants in this study. The Polish study reported even 
lower years of education (mean duration of 9.7 years). 
Considering the inherent characteristics of our population, 
it is also important to note that this study was conducted 
in a public hospital where most of the patients belong to 
the lower socioeconomic status, which would explain the 
lower educational attainment. This can possibly 
overestimate the rate of MCI. Although a baseline rate of 
MCI among the general population should be sought, this 
high rate among diabetics suggests that greater efforts on 
prevention, early detection and delaying progression to 
dementia are warranted.  
 
It is interesting that during the screening process in this 
study, we found a rate of 23% of possible anxiety and 
depression among elderly Filipinos with type 2 diabetes. 
This post hoc data approximates 29.7% recorded in the 
Polish study.4 As these can also affect patients’ adherence 
to treatment of diabetes, this aspect must also be looked 
into by the physicians and caregivers.  
 
The domains in which our participants with MCI scored 
poorly include language and recall. This is inconsistent 
with the report from the Shanghai Aging Study and Mayo 
Clinic Study of Aging that diabetes is associated with 
worse executive function.21 Although this could be due to 
the difference in the tools used, this can be seen as an 

Table 2. Univariate logistic regression analysis of factors associated with mild cognitive impairment 
Variables Unadjusted Odds Ratio 95% Confidence Interval P-value 
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HBA1c 0.94 (0.78, 1.13) 0.502 
Triglyceride  1 (1, 1.01) 0.113 
HDL 0.97 (0.94, 1) 0.736 
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Microvascular complications 
   Retinopathy  
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Abstract 
 
Background. Asians with Graves’ ophthalmopathy (GO) may have earlier compressive features due to narrower orbital 
apex and increased orbital volume.  
 
Objective. To determine the risk factors associated with activity and severity of GO among adults.  
 
Methodology. This was a cross-sectional analytical study of 163 adults with Graves’ disease (GD) from the outpatient clinics 
of the Philippine General Hospital. Demographics, clinical data, thyrotropin receptor antibody (TRAb) and urine iodine 
(UIE) levels were obtained. All participants were evaluated for activity and severity of GO by a single ophthalmologist.  
 
Results. The population was predominantly composed of females (81%) and nonsmokers (69%), with a mean age of 35 
+ 11 years and median GD duration of 2 years. Median TRAb was 8.9 U/L while UIE was 171 mcg/L. Eight percent 
exhibited active GO, with 85% having mild disease. Multivariate analysis showed male sex to be associated with severe 
disease (OR 3.71, p=0.041), while elevated TRAb was associated with both active (OR 1.03, p=0.002) and severe GO 
(OR 1.02, p=0.007). 
 
Conclusion. Lower rates of active and severe GO were seen compared to previous reports. In this population of 
predominantly nonsmokers, elevated TRAb emerged as a risk factor for active and severe GO.  
 
KeyÊwords:ÊGraves’Êophthalmopathy,ÊGraves’Êdisease,ÊthyrotropinÊreceptorÊantibodyÊÊ

 
INTRODUCTION 
 
Graves’ ophthalmopathy (GO) is the most common 
extrathyroidal manifestation of Graves’ disease (GD).1 It is 
the most frequent orbital disorder and is the most 
common cause of unilateral and bilateral proptosis in 
adults.2-4 Internationally, it is detectable in approximately 
10 to 60% of GD patients.5 The prevalence of GO in Asians 
with hyperthyroidism was noted to be between 35% to 
60%.6-7 Locally, prevalence of GO was 48%, occurring more 
frequently among patients aged between 30 and 49 years. 
The most common signs were eyelid retraction, proptosis, 
and lid lag.2 Unpublished reports show that GO comprised 
24% of ophthalmology consults and was the leading cause 
of initial consult at the Orbit Clinic of the University of the 
Philippines-Philippine General Hospital (UP-PGH) in 2013 
(unpublished data). 
 
The major clinical risk factor for developing thyroid eye 
disease is smoking.1,8 Smokers are estimated to represent 
64% of patients with GD and GO.9 The risk of GO is found 

to be related to active smoking and is proportional to the 
number of cigarettes smoked per day. Previous smokers 
were also found to have significantly lower risk than 
current smokers.10  
 
Other risk factors previously studied included genetic 
polymorphisms of the thyrotropin receptor. At present, 
genetic testing is not yet warranted as none of the 
polymorphisms impart a high enough risk of GO.10 
Thyrotropin receptor antibody (TRAb) may be useful in 
predicting course of GD and response to therapy but it is 
unknown if they are predictive of GO development.10  
 
Iodine-replete areas show an increased incidence of 
autoimmune thyroid disease but its association with the 
development and progression of GO in Western countries 
has not been shown.11 The Philippines is now considered 
an iodine-sufficient area based on a median urinary iodine 
level of 133 µg/L.12 Iodine status showed no relation to the 
occurrence or progression of GO in a Danish population,11 
however, there are still no Philippine data at the moment.  
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