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Abstract
PURPOSE—To evaluate the independent impact of vision, hearing, and olfactory impairment on
quality of life.

METHODS—Subjects (n=1854, mean age = 67 years) were participants in the 1998–2000 and 2003–
05 examinations of the Epidemiology of Hearing Loss Study and Beaver Dam Eye Study, population-
based, prospective studies set in Beaver Dam, Wisconsin. Sensory capacities were measured in 1998–
2000 and quality of life was measured in 2003–05. Vision impairment was assessed using current
binocular visual acuity and contrast sensitivity. Hearing impairment was defined by the pure tone
threshold average and word recognition scores in competing message and olfaction was measured
with the San Diego Odor Identification Test. The Short Form 36 Health Survey (SF-36) was used to
assess quality of life.

RESULTS—Significant independent effects of vision impairment and hearing impairment on the
SF-36 social functioning domain score were observed (P<0.01). The adjusted mean social
functioning score for participants with vision and hearing impairment was 5.9 units lower than the
mean score in participants with no vision and hearing impairment. A significant independent effect
of vision impairment was also observed for the physical functioning and mental health domains
(P<0.01). Olfaction impairment was not significantly associated with the SF-36 indices.

CONCLUSIONS—Impairments in vision and hearing demonstrated independent effects on quality
of life. The impact was observed for physical and emotional health (vision) and social functioning
(vision and hearing). Evaluation and rehabilitation of sensory deficits may contribute to an
improvement in functioning and well-being in the later years of life.
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INTRODUCTION
A substantial proportion of the information that we use to function is captured through multiple
senses and must be centrally combined and integrated to provide a coherent observation.1
Impairments in the capture of information are highly prevalent, particularly among the older
population.2–4 In the Epidemiology of Hearing Loss Study (EHLS), the prevalence of
audiometrically measured hearing loss was 46% among adults 48 to 92 years of age and the
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overall rate of progression from baseline was 53% in the 5 year follow-up.5,6 The cumulative
incidence of visual impairment in subjects 75 years of age or older was 25% in a 15 year follow-
up of the Beaver Dam Eye Study (BDES).7 Findings from the 1993–97 National Health
Interview Survey (NHIS) included prevalence rates of 27% for vision impairment and 42% for
self-reported hearing loss among adults age 70 and over.8 Among the ’97-’02 NHIS cohort,
approximately 17% of those aged 80 and over reported dual loss.9 Olfactory impairment has
been shown to be common in the old, with reported prevalences of 60–75% in those 80 years
and older.10,11

Previous work has revealed that hearing12,13 and vision impairments14–17 are associated with
a decline in physical and social functioning among the old. Moreover, a significant trend in
the association between severity of hearing loss and quality of life measures has been reported.
12,13 Similarly, in the BDES, an association between age-related macular degeneration
(AMD) and poorer quality of life scores and a significant negative correlation between vision
and frailty measures has been observed.14,18 The Salisbury Eye Evaluation (SEE) Project and
the Alameda County Study have also reported a dose response relationship between vision
measures and everyday functioning.16,19 Other studies evaluating the role of dual (vision and
hearing) sensory impairment on quality of life have exhibited variability in the findings,
particularly with respect to hearing loss.20–23 There have been no population-based studies
of olfactory impairment and quality of life.

The objective of the present investigation was to evaluate the independent impact of vision,
hearing and olfactory impairments on quality of life in a population-based, prospective study
with impairment measured 5 years prior to quality of life. Vision and hearing capacities were
each objectively assessed with two standard measures, i.e. current binocular visual acuity and
contrast sensitivity for vision and pure-tone air conduction thresholds and word recognition in
competing message for hearing. Previous studies have primarily assessed each capacity using
one measure or used self-report and have not included olfaction measures.8,9,13,19–22

MATERIALS AND METHODS
Study Population

Subjects were participants in the EHLS and the BDES, population-based studies of age-related
sensory impairments among the residents of Beaver Dam, Wisconsin. In 1987–88, all persons
aged 43 through 84 years residing in the city or township of Beaver Dam (n=5,924) were invited
to take part in the BDES. Of these, 4,926 (83%) participated in the baseline phase of BDES
during 1988–90. Five years later, in March 1993-July 1995, the baseline EHLS examination
(EHLS-1) was conducted concurrent with the first follow-up of the BDES. Table 1 displays
the time period and participation rate associated with each phase of the EHLS. Additional
details of the BDES and EHLS have been reported.5,24,25 The studies were performed
according to the guidelines of the Declaration of Helsinki and have Institutional Review Board
approval by the Health Sciences Institutional Review Board of the University of Wisconsin.
Informed consent was obtained at baseline and at all follow-ups.

Measurements
Sensory Capacities—All sensory capacity data were obtained from the BDES-3 or EHLS-2
study. Visual acuity was measured using the Early Treatment of Diabetic Retinopathy Study
chart R, modified for a 2-m distance with subjects using both eyes and wearing current
correction.25 Pelli-Robson letter charts were used to assess contrast sensitivity for each eye
and results were reported as log contrast sensitivity units based on triplet scores.26
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Pure-tone air-conduction thresholds were assessed at 0.25, 0.5, 1, 2, 3, 4, 6, and 8 kHz in each
ear following guidelines of the American Speech Language and Hearing Association (ASHA).
27 Equipment was initially calibrated and recalibrated every 6 months in accordance with
American National Standards Institute (ANSI) standards.28 Ambient noise levels were also
monitored to maintain compliance with ANSI standards.29 Word recognition tests using the
female talker version of the NU-6 test (50 words) were conducted in quiet and in competing
message (single male talker at 8dB below the female voice).30,31 Only the competing message
test results were evaluated. Details regarding the audiometric testing have been published.5,
31

The San Diego Odor Identification Test (SDOIT), using eight odors frequently experienced in
the home, measured olfactory function.32 Prior to administration of the SDOIT, participants
were asked to identify items on a picture board containing the eight odorants and 12 distracters.
If the participant was unable to do so after multiple attempts, the SDOIT was not given. The
odorants were introduced randomly and participants, with their eyes closed, were asked to
identify the odor either verbally or by pointing to the item on the picture board. To control for
adaptation, stimuli were presented at 45 second intervals.33

Quality of Life—Health-related quality of life (QOL) data collected in EHLS-3 were used.
The data included the Mental and Physical Component Summary scales (MCS&PCS) and the
eight domain scores of the Short Form 36 Health Survey (SF-36).34,35 Standardized scores
were used and ranged from 0 to 100.

Covariates—Covariate information was obtained from the BDES-3 or EHLS-2 (birth date
and education were from BDES-1). Possible confounders included in the analysis were age,
sex, education (< 12 years, 12 years, 13–15 years, 16+ years), marital status (currently married,
not married), smoking history (never, past, current), history of heavy alcohol use (four or more
alcoholic beverages daily at any time in life), body mass index (≤ 25, > 25 and < 30, ≥ 30 and
< 35, ≥ 35 kg/m2), and self-report of any of 10 conditions. These included arthritis, cancer
(non-skin), cardiovascular disease (myocardial infarction, stroke and angina), hypertension,
diabetes, asthma, emphysema, epilepsy, hip fracture, and Parkinson’s disease.

Impairment Definitions
Vision impairment was considered to be present if the participant presented with a current
binocular visual acuity of 20/40 or worse and/or a contrast sensitivity of less than 1.55 units.
Participants were classified as being hearing impaired if their pure-tone threshold average
(PTA) (at 0.5, 1, 2 and 4 kHz in the better ear) was greater than 25 dB Hearing Level (HL)
and/or their word recognition score in competing message was less than 40%. Vision and
hearing impairment cut points were chosen to correspond with previously reported work or, in
the case of word recognition, to capture a proportion of subjects within age groups similar to
the contrast sensitivity cut point. Olfaction impairment was defined as the correct identification
of less than six of the eight odorants. Six was selected as the cut point for olfaction impairment
in the EHLS after a review of scores showed that among our youngest EHLS participants (53–
59 years of age), 95% had scores of 6, 7 or 8. In addition, in a group of healthy adults, ages 20
to 40 years, the < 6/8 cut point was approximately 2 standard deviations lower than the mean
score.11

Statistical Analyses
The Pearson chi-square test and the unpaired t-test were used to test differences in the
characteristics between those with and without any sensory impairment. For modeling,
indicator variables were created for all independent variables, including the sensory
impairments, with the exception of age which remained as continuous. Vision and olfaction
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impairment were 2 level class variables (present or absent) while hearing impairment was a 4
level class variable with the following categories: 1) neither PTA0.5,1,2,4 kHz, better > 25 dB HL
nor word recognitioncompeting message < 40%, 2) PTA0.5,1,2,4 kHz, better > 25 dB HL only, 3)
word recognitioncompeting message < 40% only, and 4) both PTA0.5,1,2,4 kHz, better > 25 dB HL
and word recognitioncompeting message < 40%. To test for age-sex interaction and interaction
between the sensory impairments, variables were created which were equal to the product of
the age and sex variables or the individual sensory impairment indicator variables.

The joint effects of the sensory impairments were modeled by fitting general linear models
adjusted for age, sex, education, marital status, smoking history, alcohol use, BMI, and any
chronic disease history of the 10 conditions listed above. The significance of each sensory
impairment effect and interaction term was based on the parameter estimate’s F value and
Bonferroni adjustment was applied because of the large number of tests. Adjusted group means
were estimated by the least square means and t-tests were used to identify significant
differences. All analyses were performed using SAS software, version 9.1 (SAS Institute, Inc.,
Cary, NC).

RESULTS
There were 1854 subjects (83% of eligible), ages 53 to 94 years (mean=67 yr), with complete
information for the sensory impairments, the SF-36, and the covariates. The overall prevalence
of vision impairment was 21.6%, hearing impairment was 35.5%, and olfaction impairment
was 17.3% (Table 2). Only vision impairment was present in 7.7%, only hearing impairment
in 18.4%, and only olfaction impairment in 5.0%. Almost all of the participants with only vision
impairment had a contrast sensitivity of less than 1.55 C.S. units (7.6%). Among those with
only a hearing impairment, 9.3% had a PTA 0.5,1,2,4 kHz,better > 25 dB HL, 2.8% had a word
recognitioncompeting message < 40%, and 6.4% had both. The prevalence of having two sensory
impairments, i.e. vision and hearing, hearing and olfaction, or vision and olfaction, were all
significantly (P < 0.001) greater than expected if the conditions were independent of one
another.

There were 938 participants with any sensory impairment and 916 with no impairment. As
shown in Table 3, those with sensory impairment (mean age = 71 yr, s.d. = 8) were significantly
(p < 0.001) older than those with no impairment (mean age = 63 yr, s.d. = 6). There was a
significant association between the presence of any impairment and gender, education, marital
status, and chronic disease history.

Unadjusted means and standard deviations for the SF-36 indices by impairment status are
presented in Table 4. Among the participants with a vision impairment, for all SF-36 indices
except the mental component scale and the mental health domain, the mean scores were lower
in those with one or both vision impairments than in those with neither. With respect to hearing,
for all indices the mean scores were lower in those with a PTA > 25 dB HL, either alone or
with a word recognition < 40%, than in those with no hearing impairment. Mean scores for the
mental component scale, bodily pain, social functioning and role-emotional were higher among
the participants with a word recognition < 40% only, i.e. with a PTA < 25 dB HL, than among
the participants with no impairment. Participants with olfaction impairment had lower mean
component and domain scores compared to participants without olfaction impairment.

The results of the modeling of the joint effects of the sensory impairments on SF-36 scores are
given in Table 5. There were no statistically significant (PBonferroni adjusted <0.01) age-sex or
sensory impairment interactions. Among the SF-36 indices, sensory impairment explained the
greatest amount of variation for the physical component score (R2 = 0.058), and the physical
functioning (R2 = 0.086), role-physical (R2 = 0.040) and social functioning (R2 = 0.044)
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domains. After adjustment for all covariates, visual impairment was independently associated
with significantly lower mean scores for physical and social functioning and mental health (P
< 0.01). For these indices, differences in the adjusted means between participants with and
without vision impairment ranged from 2.5 (mental health) to 4.0 (physical functioning) units.
Hearing impairment had a marginally significant independent effect only on the social
functioning domain (P = 0.01). Those with both a PTA0.5,1,2,4 kHz,better > 25 dB HL and a word
recognition competing message score < 40% had an adjusted mean score 3.2 units lower than those
with no hearing impairment. Olfaction impairment did not have a significant independent effect
on the SF-36 indices.

As noted, the social functioning domain was significantly impacted by both vision and hearing
impairment. The adjusted mean social functioning score for those with dual vision and hearing
impairment was 5.9 units lower as compared to those with no vision and hearing impairment.

DISCUSSION
High prevalence rates of vision, hearing, and olfactory impairment were observed in our
population aged 53 to 94 years. The prevalence of sensory loss in our population was somewhat
similar to previously reported rates. In the Blue Mountains Eye Study (BMES) (mean age=70
years), 9% of subjects presented with a binocular visual acuity of less than 20/40 while 40%
had a PTAbetter ear greater than 25 dB HL.20 In the SEE project (age 65 years and over), close
to 7% of the subjects presented with a current binocular visual acuity worse than 20/40.17

Testing of the Framingham cohort in exam cycle 18 (ages 63 to 95) revealed that 42% of the
cohort had a PTAbetter ear greater than 26 dB HL.2 The higher visual impairment rates observed
in SEE and BMES compared to this study may be related to the fact that the cohorts were older.
Regarding olfaction, in a Swedish population study, 19.1% of the participants, age 20 years
and over, exhibited some level of olfactory impairment which was similar to the finding in a
clinic-based study of patients (mean age 42 years), where 20% of the patients demonstrated
olfaction impairment.38,39 Olfactory testing in these studies differed from our method.

In our study, vision and hearing loss exhibited independent effects on social functioning while
vision loss also demonstrated a significant effect on physical and emotional health. There were
no observed effects of olfactory impairment on quality of life as measured by the SF-36. Our
study results are consistent with previously reported findings. In earlier studies of the BDES
data, associations between vision loss and the risk of falls, fractures, and nursing home
placement were observed.15 In the SEE cohort, presenting binocular acuity of worse than 20/40
was shown to be related to performance on physical mobility tasks, and frequency of social
activities.16,17 Results from the BMES suggested that having either a vision or hearing
impairment was associated with significantly lower SF-36 scores.20 Having both vision and
hearing impairment (n=31) resulted in average scores lower than those observed in subjects
with one impairment. In the Alameda County Study, vision impairment had a more extensive
impact on quality of life, but hearing impairment, even at mild levels, had a significant impact
on social functioning.19 Effective social functioning involves communication, both oral and
written, while physical functioning is somewhat more concentrated on visually dependent
activities. Impairment in the capture of information necessary to perform daily living activities
will lead to decreased levels of functioning.

Among the participants with a hearing impairment, we observed that those with only a word
recognition competing message score < 40% had a higher adjusted mean social functioning score
(93.9) than those with no hearing impairment (90.7). Since these participants only had an
impairment in word recognition, it would appear that hearing capacity was not appreciably
impaired but ability to recognize words under a challenging condition (competing message)
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was impaired. Yet it did not diminish their social functioning score. The impairment definition
cut point for word recognition may have impacted these results.

Our study has four major strengths. First, information on olfaction was available in a population
of considerable size. Second, we had sensory impairment data measured 5 years prior to quality
of life measurements. Many of the reported studies are either cross-sectional or prospective
with 1 or 2 year follow-up. Third, sensory capacities were measured using standard, objective
methods. Much of the previous work has been based on self-report which has the potential for
introducing bias. Fourth, two sets of vision and hearing measurements were available for all
subjects. For hearing, we were able to examine differences in associations with the SF-36
indices between the two hearing measures. Because of small numbers, we were not able to do
this with the two vision measures.

Close to 400 EHLS-3 subjects were excluded from our study due to incomplete data. These
subjects were significantly older and less educated and had significantly higher prevalence
rates of vision and hearing impairment at EHLS-1. The removal of the subjects may have
lowered our prevalence estimates but it is unlikely that it has impacted the effect estimates. To
do so, the relationship between sensory impairment and quality of life would have to differ in
the study and the excluded subjects. Another limitation of our study is the absence of
information on current and past depression. Depression is a possible confounder in the sensory
impairment and physical health relationship and we were not able to adjust for its effect.40

Finally, other limitations of our study are that word recognition in competing message tests
were performed at only 1 speech to competing message level and we had a very small number
of subjects (n=47) with impaired visual acuity.

Data from our study suggests that multiple sensory impairments have a long-term impact on
the quality of life in the older population. Our results have extended previous work to include
the effects of olfactory impairment and the simultaneous effects of vision, hearing, and
olfaction deficits. Sensory deprivation can result in a diminished quality of physical, emotional
and social functioning for years to come. The negative effects of sensory impairment are
independent of the influence of physical and mental health co-morbidities and may be abated
through appropriate intervention. The overall results support thorough assessment and
rehabilitation of sensory impairments which have the potential to make a positive impact on
the later years of life.

Acknowledgments
The authors thank the residents of Beaver Dam, Wisconsin for their continued commitment to the study.

This research was supported by National Institutes of Health Grants AG11099 (to K.J. Cruickshanks) and EY06594
(to R. Klein and B.E.K. Klein).

REFERENCES
1. Ernst MO, Bulthoff HH. Merging the senses into a robust percept. Trends Cogn Sci 2004;8:162–169.

[PubMed: 15050512]
2. Gates GA, Cooper JC, Kannel WB, et al. Hearing in the elderly: the Framingham cohort 1983–1985.

Part 1. Basic audiometric results. Ear Hear 1990;11:247–256. [PubMed: 2210098]
3. Congdon N, O’Colmain B, Klaver CC, et al. Causes and prevalence of visual impairment among adults

in the United States. Arch Ophthalmol 2004;122:477–485. [PubMed: 15078664]
4. Hoffman HJ, Ishii EK, Macturk RH. Age-related changes in the prevalence of smell/taste problems

among the United States adult population: results of the 1994 disability supplement to the National
Health Interview Survey (NHIS). Ann N Y Acad Sci 1998;855:716–722. [PubMed: 9929676]

Fischer et al. Page 6

Ophthalmic Epidemiol. Author manuscript; available in PMC 2010 November 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



5. Cruickshanks KJ, Wiley TL, Tweed TS, et al. Prevalence of hearing loss in older adults in Beaver
Dam, Wisconsin: the Epidemiology of Hearing Loss Study. Am J Epidemiol 1998;148:879–886.
[PubMed: 9801018]

6. Cruickshanks KJ, Tweed TS, Wiley TL, et al. The 5-year incidence and progression of hearing loss.
the Epidemiology of Hearing Loss Study. Arch Otolaryngol Head Neck Surg 2003;129:1041–1046.
[PubMed: 14568784]

7. Klein R, Klein BEK, Lee KE, et al. Changes in visual acuity in a population over a 15-year period: the
Beaver Dam eye study. Am J Ophthalmol 2006;142:539–549. [PubMed: 17011842]

8. Campbell VA, Crews JE, Moriarty DG, et al. Surveillance for sensory impairment, activity limitation,
and health-related quality of life among older adults – United States, 1993–1997. MMWR CDC
Surveill Summ 1999;48:131–156. [PubMed: 10634273]

9. Caban AJ, Lee DJ, Gomez-Marin O, et al. Prevalence of concurrent hearing and visual impairment in
US adults: the national health interview survey, 1997–2002. Am J Public Health 2005;95:1940–1942.
[PubMed: 16195516]

10. Doty RL, Shaman P, Applebaum SL, et al. Smell identification ability: changes with age. Science
1984;226:1441–1443. [PubMed: 6505700]

11. Murphy C, Schubert CR, Cruickshanks KJ, et al. Prevalence of olfactory impairment in older adults.
JAMA 2002;288:2307–2312. [PubMed: 12425708]

12. Dalton DS, Cruickshanks KJ, Klein BE, et al. The impact of hearing loss on quality of life in older
adults. Gerontologist 2003;43:661–668. [PubMed: 14570962]

13. Pugh KC, Crandell CC. Hearing loss, hearing handicap, and functional health status between African
American and Caucasian American seniors. J Am Acad Audiol 2002;13:493–502. [PubMed:
12416934]

14. Knudtson MD, Klein BEK, Klein R, et al. Age-related eye disease, quality of life, and functional
activity. Arch Ophthalmol 2005;123:807–814. [PubMed: 15955982]

15. Klein BEK, Moss SE, Klein R, et al. Associations of visual function with physical outcomes and
limitations 5 years later in an older population: the Beaver Dam Eye Study. Ophthalmology
2003;110:644–650. [PubMed: 12689880]

16. West SK, Rubin GS, Broman AT, et al. How does visual impairment affect performance on tasks of
everyday life? The SEE Project. Arch Ophthalmol 2002;120:774–780. [PubMed: 12049583]

17. West SK, Munoz B, Rubin GS, et al. Function and visual impairment in a population-based study of
older adults. The SEE project. Invest Ophthalmol Vis Sci 1997;38:72–82. [PubMed: 9008632]

18. Klein BEK, Klein R, Knudtson MD, et al. Relationship of measures of frailty to visual function: the
Beaver Dam Eye Study. Trans Am Ophthalmol Soc 2003;101:191–200. [PubMed: 14971577]

19. Wallhagen MI, Strawbridge WJ, Shema SJ, et al. Comparative impact of hearing and vision
impairment on subsequent functioning. J Am Geriatr Soc 2001;49:1086–1092. [PubMed: 11555071]

20. Chia EM, Mitchell P, Rochtchina E, et al. Association between vision and hearing impairments and
their combined effects on quality of life. Arch Ophthalmol 2006;124:1465–1470. [PubMed:
17030715]

21. Lin MY, Gutierrez PR, Stone KL, et al. Vision impairment and combined vision and hearing
impairment predict cognitive and functional decline in older women. J Am Geriatr Soc
2004;52:1996–2002. [PubMed: 15571533]

22. Reuben DB, Mui S, Damesyn M, et al. The prognostic value of sensory impairment in older persons.
J Am Geriatr Soc 1999;47:930–935. [PubMed: 10443852]

23. Carabellese C, Appollonio I, Rozzini R, et al. Sensory impairment and quality of life in a community
elderly population. J Am Geriatr Soc 1993;41:401–407. [PubMed: 8463527]

24. Klein R, Klein BEK, Linton KLP, et al. The Beaver Dam Eye Study: visual acuity. Ophthalmology
1991;98:1310–1315. [PubMed: 1923372]

25. Klein R, Klein BEK, Lee KP. Changes in visual acuity in a population: the Beaver Dam Eye Study.
Ophthalmology 1996;103:1169–1178. [PubMed: 8764783]

26. Pelli DG, Robson JG, Wilkins AJ. The design of a new letter chart for measuring contrast sensitivity.
Clin Vis Sci 1988;2:187–199.

Fischer et al. Page 7

Ophthalmic Epidemiol. Author manuscript; available in PMC 2010 November 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



27. American Speech-Language-Hearing Association. Guidelines for manual pure-tone threshold
audiometry. ASHA 1978;20:297–301. [PubMed: 656172]

28. American National Standards Institute. Specifications for audiometers. New York: ANSI; 1989. p.
S3.6

29. American National Standards Institute. Maximum permissible ambient noise levels for audiometric
test rooms. New York: ANSI; 1992. p. S3.1

30. Wilson RH, Zizz CA, Shanks JE, et al. Normative data in quiet, broadband noise, and competing
message for Northwestern University auditory test no. 6 by a female speaker. J Speech Hear Disord
1990;55:771–778. [PubMed: 2232756]

31. Wiley TL, Cruickshanks KJ, Nondahl DM, et al. Aging and word recognition in competing message.
J Am Acad Audiol 1998;9:191–198. [PubMed: 9644616]

32. Murphy, C.; Anderson, JA.; Markison, S. Psycho-physical assessment of chemosensory disorders in
clinical populations. In: Kurihara, K.; Suzuki, N.; Ogawa, H., editors. Olfaction and Taste XI. Tokyo,
Japan: Springer-Verlag Tokyo; 1994. p. 609-613.

33. Ekman G, Berglund B, Berglund U, et al. Perceived intensity of odor as a function of time of
adaptation. Scan J Psychol 1967;8:177–186.

34. Ware, JE.; Snow, KK.; Kosinski, M., et al. SF-36 Health Survey Manual and Interpretation Guide.
Boston, MA: The Health Institute, New England Medical Center; 1993.

35. Ware, JE.; Kosinski, M.; Keller, SD. SF-36 Physical and Mental Health Summary Scales: A User’s
Manual. Boston, MA: The Health Assessment Lab, New England Medical Center; 1994.

36. Katz S, Ford AB, Moskowitz RW, et al. Studies of illness in the aged. The index of ADL: a
standardized measure of biological and psychosocial function. JAMA 1963;185:94–99.

37. Lawton MP, Brody EM. Assessment of older people: self-maintaining and instrumental activities of
daily living. Gerontologist 1969;9:179–186. [PubMed: 5349366]

38. Bramerson A, Johansson L, Ek L, et al. Prevalence of olfactory dysfunction: the Skovde population-
based study. Laryngoscope 2004;114:733–737. [PubMed: 15064632]

39. Landis BN, Konnerth CG, Hummel T. A study on the frequency of olfactory dysfunction.
Laryngoscope 2004;114:1764–1769. [PubMed: 15454769]

40. Rovner BW, Ganguli M. Depression and disability with impaired vision: The MoVIES project. J Am
Geriatr Soc 1998;46:617–619. [PubMed: 9588377]

Fischer et al. Page 8

Ophthalmic Epidemiol. Author manuscript; available in PMC 2010 November 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Fischer et al. Page 9

Table 1

EHLS Participation by Study Phase*

Study Phase Participation

EHLS BDES Time Period # Eligible # Participants

1 2 1993–1995 4541 3753 (82.6%)

2 3 1998–2000 3407 2800 (82.2%)

3 4 2003–2005 2516 2231 (88.7%)

*
EHLS = Epidemiology of Hearing Loss Study; BDES = Beaver Dam Eye Study
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Table 3

Study Population Characteristics By Any Sensory Impairment* N (%) or Mean (s.d.)+

Any Sensory Impairment

Characteristic
Yes

(n=938)
No

(n=916) p-value

Age (mean & s.d.) 70.6 (8.2) 62.9 (6.4) < 0.001

Men 468 (49.9) 304 (33.2) < 0.001

Education (years)

  < 12 191 (20.4) 72 (7.9)

  12 469 (50.0) 456 (49.8) < 0.001

  13–15 138 (14.7) 181 (19.8)

  16+ 140 (14.9) 207 (22.6)

Married currently 616 (65.7) 698 (76.2) < 0.001

Smoking history

  Never 425 (45.3) 452 (49.3)

  Past 422 (45.0) 362 (39.5) 0.06

  Current 91 (9.7) 102 (11.1)

History of heavy alcohol use 150 (16.0) 119 (13.0) 0.07

Body mass index (BMI) group

  ≤ 25 kg/m2 148 (15.8) 183 (20.0)

  > 25 and < 30 kg/m2 329 (35.1) 303 (33.1) 0.07

  ≥ 30 and < 35 kg/m2 305 (32.5) 268 (29.3)

  ≥ 35 kg/m2 156 (16.6) 162 (17.7)

Chronic disease history† 768 (81.9) 627 (68.4) < 0.001

# conditions (mean & s.d.)† 1.6 (1.1) 1.1 (1.0) < 0.001

*
Includes any hearing, vision or olfaction impairment.

+
s.d. = standard deviation

†
Chronic conditions included arthritis, cancer (non-skin), cardiovascular disease (myocardial infarction, stroke and angina), hypertension, diabetes,

asthma, emphysema, epilepsy, hip fracture, and Parkinson’s disease.
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