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Abstract

Background

Visual impairment has been associated with lower cognitive ability among older adults, yet
little is known about whether improving visual function with cataract surgery would be asso-
ciated with slower cognitive decline. This study aimed to assess whether trajectories of cog-
nitive decline differed before and after cataract surgery and compare those trajectories
between older adults with cataract surgery and without cataract.

Methods and findings

Data were drawn from the English Longitudinal Study of Ageing (ELSA) Wave 1 (2002/03)
until Wave 7 (2014/15). The study population consisted of 2,068 individuals who underwent
cataract surgery between Wave 2 and Wave 6 as the treatment group and 3,636 individuals
with no cataract as the control group. We included only respondents who took part in a mini-
mum three waves. Propensity score matching method was used to match the individuals in
the treatment group with those in the control group. After we put an “artificial” intervention
point for the individuals in the control group at the point that the matched person has cataract
surgery, spline method was used to identify differences in cognitive trajectories pre- and
post-cataract surgery. In the treatment group, we found that cataract surgery was positively
associated with episodic memory scores after controlling for the potential covariates (§ =
4.23, p<0.001). Episodic memory scores declined with older age, but the decline in episodic
memory scores was slower after cataract surgery (3 = -0.05, p<0.001) than before cataract
surgery (B =-0.1, p<0.001). Although the episodic memory among respondents in the
control group before intervention (B =-0.08, p<0.001) declined slower than those in the inter-
vention group (B =-0.1, p<0.001), the declines in episodic memory scores were similar in
both groups after the intervention (control: B = -0.05, p<0.001; intervention: 8 = -0.05,
p<0.001).
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Conclusions

Cataract surgery may have a positive impact on trajectories of cognitive decline in later life.
Further research is required to identify the mechanism to explain the association between
cataract surgery and cognitive ageing, and whether early intervention towards vision correc-
tion results in a reduction in dementia risk.

Introduction

Visual impairment—a condition affecting one in three adults 50 years or older [1]-is one of
the risk factors for cognitive decline and dementia. The presence of visual and hearing
impairment is associated with lower cognitive function among older adults in Europe and the
United States (US) [2]. A retrospective study examining 625 older adults in the US found that
those with untreated poor vision had a ninefold risk of developing Alzheimer’s disease and a
fivefold risk of developing cognitive impairment no dementia (CIND) [3].

In spite of significant effort invested in describing associations between visual impairment
and cognitive performance/dementia among the older population, there is little evidence on
the nature of the relationship between visual impairment and cognitive function or the impact
of interventions for vision impairment on cognition. Three main hypotheses may explain the
relationship between sensory (including vision and hearing) impairment and cognitive perfor-
mance. The first is the common cause hypothesis, which suggests that the decline of sensory
and cognitive functions share common age-related causes such as the degeneration of the cen-
tral nervous system [4]. The second is the cascade hypothesis, according to which sensory
impairment may have a “domino effect” on cognitive abilities [5], possibly through neurobio-
logical mechanisms or mediated by lower self-efficacy, social isolation, or depression [4, 6]. An
alternative third hypothesis is that sensory impaired individuals are disadvantaged in their
cognitive test performance [7, 8]. Poor sensory function provides degraded perceptual input to
the cognitive system, which leads to poorer performance on cognitive tests.

We modelled the impact of cataract surgery on cognitive decline in order to i) test the possi-
bility that treating visual impairment could reduce the rate of cognitive decline, a major risk
factor for dementia, and ii) test hypotheses that posit a causal impact of vision impairment on
cognitive decline. Cataracts, or age-related opacification of the lens, are the commonest cause
of reversible visual loss, affecting 16 million people worldwide [9]. Cataract intervention usu-
ally consists of surgery to replace the clouded crystalline lens with an intraocular lens (IOLs).
Cataract surgery is the most common form of refractive surgery today; its benefits in terms of
better vision and quality of life are well established [10].

Previous studies have reported the benefits of cataract surgery beyond visual outcomes,
such as higher perceived health, lower anxiety symptoms, and better cognition. However, stud-
ies analysing the effect of cataract surgery on cognitive performance have been inconclusive:
some studies have suggested that there are no effects [11, 12], whereas more recent studies
have shown positive effects [13-15]. Most studies to date have incorporated short-term follow-
ups, used community or volunteer samples rather than representative national samples, and
included a limited set of risk factors beyond gender and age in their models. In the present
study, we tested the hypothesis that cataract surgery would have a positive association with
cognitive trajectories in community-dwelling older adults in two steps. We firstly modelled
changes in cognitive trajectories pre- and post-cataract surgery among respondents who had
cataract surgery between Wave 2 (2004/05) and Wave 6 (2012/13) of ELSA (treatment group)
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using measures of episodic memory scores taken at two-year intervals between 2002 and 2015.
We then provided a control group (respondents who had no cataract disease until the last
wave available) using propensity score matching method and modelled the similar cognitive
trajectories for those with no cataract disease (control group).

Materials and methods

This study forms part of the SENSE-Cog multi-phase research programme, funded by the
European Union Horizon 2020 programme. SENSE-Cog aims to promote mental well-being
in older adults with sensory and cognitive impairments (http://www.sense-cog.eu/). The first
work package of this project aims to better understand the links between sensory, cognitive
and mental ill-health in older Europeans.

Study design and participants

We used seven waves of the English Longitudinal Study of Ageing (ELSA) spanning from 2002
to 2015 [16]. ELSA is a biannual, nationally representative, longitudinal study of men and
women aged 50 and older in England providing information on demographics, socio-econom-
ics, health, and social participation. The ELSA ethical approval was obtained from the National
Health Service Research Ethics Committees under the National Research and Ethics Service.
The first wave of the study was conducted in 2002 with 11,391 respondents who had previously
participated in the Health Survey for England 1998, 1999, and 2001. Refreshment samples
were recruited in waves three, four, six, and seven. The conditional response rates in ELSA are
82% of respondents in wave 1 participated in wave 2, 73% in wave 3, 74% in wave 4, 80% in
wave 5, 81% in wave 6 and 82% in wave 7. The details on conditional response rates are avail-
able in the wave specific technical reports [17]. Banks et al. demonstrated that respondents
aged 55-64 year olds with low education background were more likely to drop out in ELSA,
while there is no indication of socioeconomic status bias in attrition for respondents aged 65
years and older [18].

In this study, we had two groups of sample: treatment and control groups. For the treat-
ment group, we included respondents from Wave 1 aged 50 years and older who had cataract
surgery between Waves 2 (2004) and 6 (2012) and who responded to at least three waves of
ELSA. In this way, we were able to ensure that we had information from each respondent at
least one wave before and after cataract surgery. The final sample of this group consisted of
2,068 individuals. The control group consisted of respondents from Wave 1, who had no cata-
ract disease until the latest wave they joined the survey (Wave 7), and who responded to at
least three waves of ELSA. For comparability with the treatment group, we included respon-
dents with the same age range (50 years and older) and joined the ELSA for at least three
waves. This group consisted of 3,636 respondents. Ethical review for this study has been
granted by the Ethical Review in H2020 panel number 668468_Sense-cog.

Measures

Cognitive function was measured using episodic memory scores. In the memory test, the inter-
viewers read a list of 10 simple nouns once. The respondents were asked to repeat those nouns
twice: immediately after the words were read out (immediate recall) and at the end of the cog-
nitive function module (delayed recall). The raw total scores of both tests correspond to the
number of words that each respondent recalled, with a maximum score of 20. This measure is
known to have good validity, and it relates to the everyday activities of older people [19].

We created a dummy variable for cataract surgery (1 for a treated respondent, 0 for a non-
treated respondent). In total, 2,068 respondents received cataract surgery during the thirteen-
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year period based on self-reported information; we considered these respondents to be
untreated before cataract surgery and treated afterwards. Our knowledge of the timing of the
cataract surgery is based on self-definition by means of the question: ‘Since we last talked to
you on [date], have you had cataract surgery?’. This question was posed to all respondents who
considered themselves to have cataracts (ever diagnosed as having cataracts by a health
professional).

The covariates included in this study were represented by demographic and socio-eco-
nomic information as well as health behaviour and the presence of associated medical condi-
tions that had been identified as risk factors for cognitive decline in a prior study [20]. Age was
measured in years, while gender differentiated females from males. The socio-economic deter-
minants included in this study were education, marital status, and wealth. We categorised edu-
cation into three levels: less than high school as the reference, high school diploma, and college
degree. Marital status was categorised as single, married or cohabiting as the reference,
divorced, or widowed. We calculated quintiles of wealth each year to measure respondents’
ongoing economic situations, using the poorest quintile as the reference. We categorised
respondents as engaging in moderate or vigorous physical activity if they did so more than
once a week. Depressive symptoms were measured in all waves using the eight-item Centre for
Epidemiologic Studies Depression Scale (CES-D) [21]. A set of indicators regarding comorbid-
ities based on positive medical history (self-report of ‘has been diagnosed by a professional’)
was included, covering heart attack, high blood pressure, lung disease, diabetes, stroke and
cancer.

Statistical analyses

After calculating the descriptive characteristics, we conducted propensity score matching anal-
ysis with a standard deviation of 0.1 to match the individuals on the basis of their probability
of having cataract surgery conditional on all observed variables. To calculate the propensity
scores, we selected seven potential variables, including gender, age, marital status, wealth,
smoking behaviour, mobility and number of comorbidities confounders in a probit model
that could theoretically be associated with the having the cataract surgery. In addition, includ-
ing variable age to calculate the propensity score matching will control the age differences
between treatment and control groups (see Table 1). S1 Table describes the covariates included
in the probit model used to estimate the propensity score. The covariates are as recorded in the
baseline. The findings from the probit model show that age and gender are associated with
having cataract disease and cataract surgery. We used caliper matching method to match the
treatment and control groups (i.e. respondents with cataract surgery and no cataract). S2
Table shows the summary statistics of the propensity score estimated by probit model in S1
Table by cataract surgery. This shows the common support region ranges from 0.06 to 0.94.
The mean propensity score value for both treatment and control groups is the average proba-
bility of any individual included in the analysis, which is 0.3. The mean propensity score of
treatment group (0.41) is higher than the control group (0.25) and the t-test of the difference
of two group means is statistically significant (p<0.001). The distributions and region of com-
mon support of propensity scores for both the treatment (upper plot) and retired (lower plot)
comparison group are shown in the S1 Fig.

Lastly, to identify differences in cognitive trajectories pre- and post-cataract surgery, we
modelled cognitive trajectories by using a growth curve model, with random intercept and
slope, taking episodic memory scores as the dependent variable. The growth curve model was
used to adjust for clustering in the data (repeat observations within individuals) and to obtain
parameter estimates alongside their standard errors. For the treatment group, we used a spline
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Table 1. Baseline characteristics of treatment and control groups.

Treatment group Control group
N =2,068 N=3,636

Episodic memory scores 9.42 +3.40 10.29 + 3.32
Age 68.54 + 9.56 60.12 + 8.30
Female 62.72 48.73
Education:

Primary school or less 43.43 31.24
Secondary school 15.25 19.27
College or higher 4131 49.49
Marital status:

Single 5.06 5.43
Married 61.09 72.88
Divorce 9.49 12.37
Widowed 24.36 9.33
Employed 23.11 54.51
Having moderate physical activity more than once a week 58.55 63.70
Having vigorous physical activity more than once a week 14.79 23.02
Depression score 1.62 +1.95 1.34 +1.88
Number of comorbidities 0.77 +0.83 0.49 + 0.69

NOTE. Reported are weighted mean + SD or percentage.

https://doi.org/10.1371/journal.pone.0204833.t001

model with a knot at cataract surgery and assessed whether the pre-surgery slope differed to
the post-surgery slope. We used the model with the cataract surgery variable (coded as 1 post-
cataract surgery and 0 prior to cataract surgery) and its interaction with the slope term (age) to
test the differences in cognitive trajectories before and after undergoing cataract surgery. We
quantified the associations between cataract surgery, age, age interaction with cataract surgery
and cognitive function and included demographic and socio-economic determinants (age,
gender, education, marital status, and employment status), physical activity behaviour, depres-
sion, and the number of chronic diseases as the covariates. For the control group, we put an
“artificial” intervention point at the point that the matched person has their surgery. We used
the spline models with a knot at the “artificial” intervention knot to examine whether the pre-
intervention slope differed to the post-intervention slope. We excluded the sample with no
wave before or after pseudo intervention and the final sample in the control group consisted of
3,636 respondents. ELSA provided cross-sectional and longitudinal sampling weighting to
adjust for non-response bias [17]. We used sampling weights for all descriptive statistics to
adjust for non-response and to ensure population representativeness. We did not apply the
longitudinal sampling weight for our spline analysis as it only defined for respondents who
took part in all seven waves [22]. We preferred to include all respondents in wave 1 who partic-
ipated also in wave 7 regardless they had missed one or more waves between waves 1 and 7.
ELSA data are publicly available at http://discover.ukdataservice.ac.uk. Statistical analysis was
performed using STATA Version 14 and Latent Gold Version 5.1.

Results

A total of 2,068 individuals from the ELSA sample who underwent cataract surgery between
Waves 2 and 6 and 3,636 individuals with no cataract were initially included in this study. The
descriptive statistics (see Table 1) show that the respondents in the treatment group achieved
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an average score of nine words out of 20 in the first wave, while those in the control group

were able to memorise 10 words on average. The average age of the respondents in the treat-
ment and control groups at baseline was 68.54 and 60.12, respectively. The majority of respon-
dents were married in both groups. More than half of the respondents in the treatment group
engaged in moderate physical activity, and 14.79% of them engaged in vigorous physical activ-
ity more than once a week. The proportions of respondents in the control group who did mod-
erate and vigorous physical activities were higher than those in the treatment groups. The
average CES-D score of the respondents in the treatment and control groups at baseline were

1.62 and 1.34 on a scale of 0 to 8, with 0 representing the lowest level of depression.

Table 2 gives the parameter estimates of the three models for the slope of episodic memory
scores before and after cataract surgery in the treatment and control groups. Focusing on the
treatment group, cataract surgery was associated with improved memory (B = 4.23, p<0.001).
The decline of episodic memory scores was slower after cataract surgery (B = -0.05, p<0.001)
than before cataract surgery (B = -0.1, p<0.001) where social determinants, behavioural risk
factors, depression score and chronic conditions were included. In the control group, the slope
of cognitive decline pre-intervention in this group (B = -0.08, p<0.001) was gentler than that
in the treatment (those with cataract surgery) group ( = -0.1, p<0.001). The rate of memory
decline post-intervention was similar in both the control group (B = -0.05, p<0.001) and the
treatment group (B = -0.05, p<<0.001). These findings indicate that the cognitive trajectory of

Table 2. Growth curve analysis results for treatment and control group.

Treatment group

Control group

Intercept 14.96 (0.48)** 13.84 (0.35)**
Age (before cataract surgery) -0.1 (0.00)** -0.08 (0.00)**
Age (after cataract surgery) -0.05 (0.00)** -0.05 (0.00)**
Cataract surgery 4.23 (0.41)** 4.17 (0.29)**
Female 0.69 (0.11)** 0.87 (0.07)**
Marital status, ref: married
Single -0.22(0.22) -0.11 (0.15)
Divorced 0.01 (0.15) 0.01 (0.09)
Widowed -0.04 (0.09) -0.12 (0.09)
Education, ref: less than high school
High school 1.66 (0.16)** 1.68 (0.1)**
College or higher 1.77 (0.13)** 1.97 (0.08)**
Wealth, ref: 1** quintile (poorest)
2" quintile 0.18 (0.09)* 0.08 (0.06)
3™ quintile 0.4 (0.1)** 0.39 (0.07)**
4™ quintile 0.55 (0.1)** 0.49 (0.07)**
5™ quintile (wealthiest) 0.58 (0.11)** 0.65 (0.08)**
Employed -0.14 (0.09) -0.06 (0.05)
Having moderate physical activity more than once a week 0.21 (0.05)** 0.27 (0.04)**
Having vigorous physical activity more than once a week 0.11 (0.08) 0.07 (0.05)
Depression score -0.08 (0.01)** -0.07 (0.01)**
Number of comorbidities -0.14 (0.03)** -0.07 (0.03)*
NOTE. Reported are coefficients (standard errors).
*p <.05.
**p < .001.
https://doi.org/10.1371/journal.pone.0204833.t002
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Fig 1. Predicted values of episodic memory before and after cataract surgery (age centred at having cataract
surgery) for treatment and group controls.

https://doi.org/10.1371/journal.pone.0204833.9001

respondents with cataract disease after having cataract surgery decreased at a similar rate with
those free from cataract disease.

Several potential confounders and socio-demographic characteristics showed significant
associations with episodic memory scores. Female sex, higher educational attainment, higher
income and moderate physical exercise more than once a week were associated with higher
memory scores. Depression and the presence of chronic diseases were negatively associated
with memory scores.

Fig 1 plots the predicted trajectories of episodic memory scores before and after cataract
surgery in the treatment and control groups. It is centred at the age at the time of cataract sur-
gery for each individual. Lines before the centre of the graph show the rate of change in epi-
sodic memory score in the years leading up to the surgery, and lines after the centre of the
graph show the rate of change in episodic memory score following the surgery. The model is
adjusted for all covariates included in the final model. For individuals in both treatment and
control groups, there were declines in episodic memory scores leading up to cataract surgery,
but the decline was steeper in the treatment group. The episodic memory scores continued to
decline post-surgery; however, the rate of decline was less steep in the treatment group. The
rates of cognitive decline in the treatment and control groups were similar post-surgery.

Discussion

We found cataract surgery to be associated with a reduction in the rate of cognitive decline
over 13 years of follow-up. The rate of cognitive decline among individuals with cataract was
gentler after than before the surgery and had become similar with that among individuals with
no cataract. Our finding supports the cascade hypothesis [4, 5], according to which cataract
surgery may allow better visual input and thus result in a slower rate of cognitive decline by
means of several potential mechanisms. One possible mechanism is neurobiological. Better
visual acuity may reduce the adverse impacts of sensory deprivation on brain function via dia-
schisis [23]. Neuroimaging study suggests that sensory impairment may affect brain regions
distant from those in which the impairment has occurred [24]. The Baltimore Study of Aging
reported that individuals with hearing impairment showed accelerated atrophy in the whole
brain, particularly in the right temporal lobe [24]. Other mechanisms that may account for the
positive impact of visual function on cognition include visual function’s facilitating of
increased physical activity, richer social networks, better mood and higher self-efficacy. Better
vision may facilitate physical activity [25], which in turn improves cognitive function [26]. Bet-
ter visual function may also improve social networks and facilitate cognitive stimulation. Sen-
sory impairment may lead to social isolation [27]; prior study has demonstrated associations
between poor social networks and cognitive decline and dementia [28]. Better visual function
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may also lead to better mood, reducing dementia risk. Gray et al. found lower depression and
anxiety levels in 92 patients at two and six months after cataract surgery [29]. Depression has
been reported to be associated with cognitive impairment, including executive function and
memory [30].

Dawes et al. postulated that hearing function among older adults may improve cognitive
performance by increasing self-efficacy [6]. Self-efficacy is the belief in one’s own ability to
accomplish tasks or succeed in specific situations. Self-efficacy impacts performance on a
range of activities, including cognitive tests and measures of memory function [31]. Future
studies may seek to determine whether there is a direct causal relationship between cataract
surgery and cognitive performance or whether the impact of cataract surgery on cognitive per-
formance is mediated by self-efficacy, social isolation, physical activity, depression, or a combi-
nation of those factors.

The gentler decline of cognitive trajectory after cataract surgery evidenced in our study is in
keeping with the findings of previous observational and interventional studies. A previous
study in England found an improvement of cognitive abilities after cataract surgery among
older adults with normal cognition [14]. A study in Japan using data from 20 patients aged 61-
90 with cognitive impairment found an increase in cognitive function from 12.5 points to 16.6
points out of a maximum of 30 on the revised Hasegawa dementia scale (HDS-R) after cataract
surgery [32]. This finding was supported by a recent study, also from Japan [15]. There is an
outside possibility that the slower rate of cognitive decline after cataract surgery in our study
simply reflects the presence of a confounding effect, for example, that improved visual function
after cataract surgery leads to higher cognitive test performance due to improved visibility of
the cognitive test materials [7, 8]. The cognitive tests, however, were all presented verbally; the
simple explanation that improved vision facilitated better performance on the cognitive tests is
therefore very unlikely.

Strengths and limitations of the study

This study has several strengths. Firstly, the repeated assessment of episodic memory over 13
years and the availability of data on cataract surgery across the same time span allowed us to
examine trajectories of cognitive function before and after cataract surgery. Prior studies relied
on a single cognitive assessment after surgery to evaluate the effect of cataract surgery on cog-
nitive function [11-13], with cognitive function tested no longer than two years after surgery.
One study from England twice assessed respondents’ cognitive ability post-cataract surgery
[29], but the second assessment took place just six months after surgery. Age-related cognitive
decline occurs gradually and accumulates during the life span [33]. Single assessments, espe-
cially those with short-term follow-ups, may not allow examination of cognitive trajectories
after cataract surgery.

Secondly, ours is the first study to use a nationally representative sample to examine the
association between cataract surgery, cognitive function and cognitive decline. Among the
limited number of studies evaluating the effect of cataract surgery on cognitive function, only
Grodstein et al. used a large sample (16,197) in 1995-2000 [11]. However, Grodstein and col-
leagues study included only female nurses, limiting scope for generalisation.

Finally, following the gold-standard methodology for studies of cognitive ageing [20], we
used the growth curve model for modelling cognitive trajectories in order to accommodate
multiple observations of an individual over time. The cognitive trajectories are influenced by
natural heterogeneity among individuals due to genetic, social and behavioural factors. This
methodology addresses the unobserved heterogeneity problem by allowing the discovery of
individual characteristics that can explain these inter-individual differences in changes in
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cognitive function over time, thus enabling a robust test model for the impact of cataract sur-
gery on the pace of cognitive decline over time.

This study has several limitations. The first limitation of this study concerns its observational
design, which prevents us from interpreting the associations between cataract surgery and cogni-
tive ability as causal. Despite the wide range of potential confounders included in our analysis,
other unmeasured variables could prove important. Future randomised controlled trials are
required to confirm causality. Second limitation is that episodic memory as the main outcome
does not definitely measure cognitive ageing, given that it is only one among many cognitive func-
tions that change with age [34]. Furthermore, the age-related changes in those different cognitive
abilities occur at different rates [35]. Declining episodic memory, however, is one of the earliest
indicators of neurodegenerative disorders [36], and episodic memory is important for financial
decision-making in later life [37]. Thirdly, we have no information as to whether the respondents
underwent cataract surgery on one eye only or on the second eye. The differences in vision
between the operated and unoperated eyes in the respondents who had cataract surgery on only
one eye may have affected their cognitive ability. However, a recent study in England reported
that the improved visual function of patients who underwent second-eye cataract surgery was
comparable to that of first-eye patients. It further found that cataract surgery in both first- and sec-
ond-eye patients was significantly associated with better cognitive function six months after the
surgery [29]. Finally, the information regarding the presence of cataract disease and cataract sur-
gery used in this study was based on self-report only, which may have been influenced by recall
bias. Cataract disease is common, and respondents in the control group may also have a cataract,
which either was not diagnosed, or they did not recall their diagnosis. Moreover, while people are
unlikely to say that they had cataract surgery, some may not recall that they had cataract surgery.
This limitation may have reduced differences between the treatment and control groups. Future
data collection is needed to improve information of individual past experiences.

Conclusions

Cataract surgery was positively associated with a lower rate of cognitive decline among older
adults in England, independent of risk factors for cognitive impairment including those related to
age, gender, education, wealth, chronic diseases, depressive symptoms, and physical inactivity.
Due to the high prevalence of both cataracts and cognitive disorders in later life, the association
between cataract surgery and cognitive longevity has important public health implication for tar-
geting people at risk of cognitive decline and as a potential means to improve cognitive health and
prevent dementia. A recent study using ELSA showed that the odds ratio for future pathological
cognitive impairment was more than five times lower among respondents with the most advan-
taged trajectory of episodic memory than among those in the most disadvantaged trajectory [38].
A positive impact of cataract surgery on cognitive decline would support the presence of a direct
or indirect causal impact of visual impairment on cognitive ageing. Further research may test the
potential for treatment and/or prevention of vision impairment to lower the risk of dementia.

Supporting information

S1 Fig. Distributions and region of common support of propensity scores for individuals who
had cataract surgery (upper plot) and with no cataract disease (lower plot) comparison group
(TIF)

S1 Table. Results of the probit model to estimate the propensity score matching for cata-
ract surgery.
(DOCX)

PLOS ONE | https://doi.org/10.1371/journal.pone.0204833 October 11,2018 9/12


http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0204833.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0204833.s002
https://doi.org/10.1371/journal.pone.0204833

@° PLOS | ONE

Cataract surgery and cognitive ageing

$2 Table. Summary statistics of the propensity scores.
(DOCX)

$3 Table. Mean of episodic memory in each wave before and after intervention/pseudoin-
tervention.
(DOCX)

Acknowledgments

The Sense-Cog WP1 group are Geir Bertelsen1,2, Suzanne Cosh3, Audrey Cougnard-Gré-
goire3, Cécile Delcourt3, Fofi Constantinidou4, Catherine Helmer3, M. Arfan Ikram 5,6, Car-
oline CW Klaver 5,7, Iracema Leroi 8, Magda Meester-Smor 5,7, Unal Mutlu 5,7, Virginie
Nael3,9,10, Henrik Schirmer 11, Henning Tiemeier 5,12, Therese von Hanno 13,14.

1: UiT The Arctic University of Norway, Department of Community Medicine, Faculty of
Health Sciences, N-9037 Tromse, Norway

2: University Hospital of North Norway, Department of Ophthalmology, N-9038 Tromse,
Norway

3: Univ. Bordeaux, Inserm, Bordeaux Population Health Research Center, team LEHA,
UMR 1219, F-33000 Bordeaux, France

4: University of Cyprus, Department of Psychology & Center for Applied Neuroscience,
Nicosia, Cyprus

5: Erasmus Medical Centre, Department of Epidemiology, Rotterdam, The Netherlands

6: Erasmus Medical Centre, Departments of Neurology and Radiology, Rotterdam, The
Netherlands

7: Erasmus Medical Centre, Department of Ophthalmology, Rotterdam, The Netherlands

8: University of Manchester, Division of Neuroscience and Experimental Psychology,
School of Biological Sciences, Manchester, UK

9: Sorbonne University, UMPC University of Paris 06, INSERM, CNRS, Vision Institute, F-
75012 Paris, France

10: R&D Life and Vision Science, Essilor International, F-75012 Paris, France

11: UiT-The Arctic University of Norway, Department of Clinical Medicine, Cardiovascu-
lar research Group-UNN, N-9037 Tromsg, Norway

12: Erasmus Medical Centre, Department of Psychiatry, Rotterdam, The Netherlands

13: UiT-The Arctic University of Norway, Department of Clinical Medicine, Faculty of
Health Sciences, N-9037 Tromso, Norway

14: Nordland Hospital, Department of Ophthalmology, N-8092 Bodg, Norway

Author Contributions

Conceptualization: Asri Maharani, Piers Dawes, James Nazroo, Gindo Tampubolon, Neil
Pendleton.

Formal analysis: Asri Maharani.
Investigation: Asri Maharani.

Methodology: Asri Maharani, Piers Dawes, James Nazroo, Gindo Tampubolon, Neil
Pendleton.

Supervision: James Nazroo, Gindo Tampubolon, Neil Pendleton.
Writing - original draft: Asri Maharani.

Writing - review & editing: Piers Dawes, James Nazroo, Gindo Tampubolon, Neil Pendleton.

PLOS ONE | https://doi.org/10.1371/journal.pone.0204833 October 11,2018 10/12


http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0204833.s003
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0204833.s004
https://doi.org/10.1371/journal.pone.0204833

@° PLOS | ONE

Cataract surgery and cognitive ageing

References

1.

10.

1.

12

13.

14.

15.

16.

17.

18.

19.

20.

Freeman EE, Roy-Gagnon MH, Samson E, Haddad S, Aubin MJ, Vela C et al. The global burden of
visual difficulty in low, middle, and high income countries. PloS One. 2013; 8(5): €63315. https://doi.
org/10.1371/journal.pone.0063315 PMID: 23675477

Maharani A, Gindo T, James N, Piers D, Neil P, on behalf of the Sense-Cog WP1 group. Sensory
impairments and cognitive ageing: Evidence from the HRS, ELSA and SHARE. Age and Ageing. 2017.
Insubmission.

Rogers MA, Langa KM. Untreated poor vision: a contributing factor to late-life dementia. American Jour-
nal of Epidemiology. 2010; 171(6): 728-735. https://doi.org/10.1093/aje/kwp453 PMID: 20150357

Lindenberger U, Baltes PB. Sensory functioning and intelligence in old age: a strong connection. Psy-
chology and Aging. 1994; 9(3): 339. https://doi.org/10.1037/0882-7974.9.3.339 PMID: 7999320

Birren JE. The Psychology of Aging. Academic Press 1964.

Dawes P, Emsley R, Cruickshanks KJ, Moore DR, Heather F, Edmondson-Jones M, et al. Hearing loss
and cognition: the role of hearing aids, social isolation and depression. PLoS One. 2015; 10(3):
e0119616. https://doi.org/10.1371/journal.pone.0119616 PMID: 25760329

Hong T, Mitchell P, Burlutsky G, Liew G, Wang JJ. Visual impairment, hearing loss and cognitive func-
tion in an older population: Longitudinal findings from the Blue Mountains Eye Study. PloS One. 2016;
11(1): e0147646. https://doi.org/10.1371/journal.pone.0147646 PMID: 26808979

Valentijn SAM, Van Boxtel MPJ, Van Hooren SAH, Bosma H, Beckers HJM, Ponds RWHM, et al.
Change in sensory functioning predicts change in cognitive functioning: Results from a 6-year follow-up
in the Maastricht Aging Study. Journal of the American Geriatrics Society. 2005; 53(3): 374-380.
https://doi.org/10.1111/j.15632-5415.2005.53152.x PMID: 15743277

Bourne RR, Stevens GA, White RA, Smith JL, Flaxman SR, Price H, et al. Causes of vision loss world-
wide, 1990—2010: A systematic analysis. The Lancet Global Health. 2013; 1(6): €339—e349. https://doi.
org/10.1016/S2214-109X(13)70113-X PMID: 25104599

Bilbao A, Quintana JM, Escobar A, Garcia S, Andradas E, Baré M, et al., Responsiveness and clinically
important differences for the VF-14 index, SF-36, and visual acuity in patients undergoing cataract sur-
gery. Ophthalmology. 2009; 116(3): 418—424. https://doi.org/10.1016/j.ophtha.2008.11.020 PMID:
19168220

Grodstein F, Chen J, Hankinson SE. Cataract extraction and cognitive function in older women. Epide-
miology. 2003; 14(4): 493-497. https://doi.org/10.1097/01.ede.0000083503.34133.8c PMID:
12843777

Anstey KJ, Lord SR, Hennessy M, Mitchell P, Mill K, Von Sanden C. The effect of cataract surgery on
neuropsychological test performance: A randomized controlled trial. Journal of the International Neuro-
psychological Society. 2006; 12(05): 632—-639. https://doi.org/10.1017/S1355617706060954 PMID:
16961944

Ishii K, Kabata T, Oshika T. The impact of cataract surgery on cognitive impairment and depressive
mental status in elderly patients. American Journal of Ophthalmology. 2008; 146(3): 404—409. https://
doi.org/10.1016/j.2j0.2008.05.014 PMID: 18602079

Jefferis JM, Clarke MP, Taylor J. Effect of cataract surgery on cognition, mood, and visual hallucinations
in older adults. Journal of Cataract & Refractive Surgery. 2015; 41(6): 1241-1247. https://doi.org/10.
1016/j.jcrs.2014.09.044 PMID: 26096519

Miyata K, Obayashi K, Saeki K, Tone N, Tanaka K, Nishi T, et al. Higher cognitive function in elderly
individuals with previous cataract surgery: cross-sectional association independent of visual acuity in
the HEIJO-KYO cohort. Rejuvenation Research. 2016; 19(3): 239-243. https://doi.org/10.1089/rej.
2015.1718 PMID: 26414122

Marmot M, Oldfield Z, Clemens S, Blake M, Phelps A, Nazroo J, et al., English Longitudinal Study of
Ageing: Waves 0-6, 1998-2013. 2015.

Banks J, Batty GD, Begum N, Demakakos P, de Oliviera C, Head J, et al., The Dynamics of Ageing: Evi-
dence from the English Longitudinal Study of Ageing 2002—15 (Wave 7). 2016.

Banks J, Muriel A, Smith JP. Attrition and health in ageing studies: Evidence from ELSA and HRS. Lon-
gitudinal and life course studies. 2011; 2 (2): 1-29. hitps://doi.org/10.14301/llcs.v2i2.115 PMID:
24376472

Bonsang E, Adam S, Perelman S. Does retirement affect cognitive functioning? Journal of Health Eco-
nomics. 2012; 31(3): 490-501. https://doi.org/10.1016/j.jhealeco.2012.03.005 PMID: 22538324

Tampubolon G. Cognitive ageing in Great Britain in the new century: Cohort differences in episodic
memory. PloS One. 2015; 10(12): e0144907. https://doi.org/10.1371/journal.pone.0144907 PMID:
26713627

PLOS ONE | https://doi.org/10.1371/journal.pone.0204833 October 11,2018 11/12


https://doi.org/10.1371/journal.pone.0063315
https://doi.org/10.1371/journal.pone.0063315
http://www.ncbi.nlm.nih.gov/pubmed/23675477
https://doi.org/10.1093/aje/kwp453
http://www.ncbi.nlm.nih.gov/pubmed/20150357
https://doi.org/10.1037/0882-7974.9.3.339
http://www.ncbi.nlm.nih.gov/pubmed/7999320
https://doi.org/10.1371/journal.pone.0119616
http://www.ncbi.nlm.nih.gov/pubmed/25760329
https://doi.org/10.1371/journal.pone.0147646
http://www.ncbi.nlm.nih.gov/pubmed/26808979
https://doi.org/10.1111/j.1532-5415.2005.53152.x
http://www.ncbi.nlm.nih.gov/pubmed/15743277
https://doi.org/10.1016/S2214-109X(13)70113-X
https://doi.org/10.1016/S2214-109X(13)70113-X
http://www.ncbi.nlm.nih.gov/pubmed/25104599
https://doi.org/10.1016/j.ophtha.2008.11.020
http://www.ncbi.nlm.nih.gov/pubmed/19168220
https://doi.org/10.1097/01.ede.0000083503.34133.8c
http://www.ncbi.nlm.nih.gov/pubmed/12843777
https://doi.org/10.1017/S1355617706060954
http://www.ncbi.nlm.nih.gov/pubmed/16961944
https://doi.org/10.1016/j.ajo.2008.05.014
https://doi.org/10.1016/j.ajo.2008.05.014
http://www.ncbi.nlm.nih.gov/pubmed/18602079
https://doi.org/10.1016/j.jcrs.2014.09.044
https://doi.org/10.1016/j.jcrs.2014.09.044
http://www.ncbi.nlm.nih.gov/pubmed/26096519
https://doi.org/10.1089/rej.2015.1718
https://doi.org/10.1089/rej.2015.1718
http://www.ncbi.nlm.nih.gov/pubmed/26414122
https://doi.org/10.14301/llcs.v2i2.115
http://www.ncbi.nlm.nih.gov/pubmed/24376472
https://doi.org/10.1016/j.jhealeco.2012.03.005
http://www.ncbi.nlm.nih.gov/pubmed/22538324
https://doi.org/10.1371/journal.pone.0144907
http://www.ncbi.nlm.nih.gov/pubmed/26713627
https://doi.org/10.1371/journal.pone.0204833

@° PLOS | ONE

Cataract surgery and cognitive ageing

21.

22,

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Radloff LS. The CES-D scale: A self-report depression scale for research in the general population.
Applied Psychological Measurement. 1977; 1(3): 385—401.

Davies HR, Cadar D, Herbert A, Orrell M, Steptoe A. Hearing impairment and incident dementia: Find-
ings from the English Longitudinal Study of Ageing. Journal of the American Geriatrics Society. 2017.
65(9): 2074-2081. https://doi.org/10.1111/jgs.14986 PMID: 28734053

Saré RM. Diaschisis: An Old Concept Brought to New Life. Journal of Neuroscience. 2016; 36(4):
1051-1052. https://doi.org/10.1523/JNEUROSCI.4014-15.2016 PMID: 26818495

Lin FR, Ferrucci L, An'Y, Goh JO, Doshi J, Metter EJ, et al. Association of hearing impairment with brain
volume changes in older adults. Neuroimage. 2014; 90: 84-92. hitps://doi.org/10.1016/j.neuroimage.
2013.12.059 PMID: 24412398

Salive ME, Guralnik J, Glynn RJ, Christen W, Wallace RB, Ostfeld AM. Association of visual impairment
with mobility and physical function. Journal of the American Geriatrics Society. 1994; 42(3): 287—292.
https://doi.org/10.1111/j.1532-5415.1994.tb01753.x PMID: 8120313

Weuve J, Kang JH, Manson JE, Breteler MMB, Ware JH, Grodstein F. Physical activity, including walk-
ing, and cognitive function in older women. JAMA. 2004; 292(12): 1454—1461. https://doi.org/10.1001/
jama.292.12.1454 PMID: 15383516

Cook GC, Brown-Wilson C, Forte D. The impact of sensory impairment on social interaction between
residents in care homes. International Journal of Older People Nursing. 2006; 1(4): 216—224. https://
doi.org/10.1111/j.1748-3743.2006.00034.x PMID: 20925766

Wilson RS, Krueger KR, Arnold SE, Schneider JA, Kelly JF, Barnes LL, et al. Loneliness and risk of Alz-
heimer disease. Archives of General Psychiatry. 2007; 64(2): 234—240. https://doi.org/10.1001/
archpsyc.64.2.234 PMID: 17283291

Gray CS, Karimova G, Hildreth AJ, Crabtree L, Allen D, O’Connell JE. Recovery of visual and functional
disability following cataract surgery in older people: Sunderland Cataract Study. Journal of Cataract &
Refractive Surgery. 2006; 32(1): 60—66. https://doi.org/10.1016/}.jcrs.2005.07.040 PMID: 16516780

Butters MA, Whyte EM, Nebes RD, Begley AE, Dew MA, Mulsant BH, et al. The nature and determi-
nants of neuropsychological functioning in late-life depression. Archives of General Psychiatry. 2004;
61(6): 587-595. https://doi.org/10.1001/archpsyc.61.6.587 PMID: 15184238

Artistico D, Berry JM, Black J, Cervone D, Lee C, Orom H. Psychological functioning in adulthood: A
self-efficacy analysis. 2011.

Tamura H, Tsukamoto H, Mukai S, Kato T, Minamoto A, Ohno Y, et al., Improvement in cognitive
impairment after cataract surgery in elderly patients. Journal of Cataract & Refractive Surgery. 2004;
30(3): 598-602. https:/doi.org/10.1016/}.jcrs.2003.10.019 PMID: 15050255

Salthouse TA. What and when of cognitive aging. Current Directions in Psychological Science. 2004;
13(4): 140—144. https://doi.org/10.1111/1.0963-7214.2004.00293.x

Liverman CT, Yaffe K, Blazer DG. Cognitive aging: Progress in understanding and opportunities for
action. National Academies Press; 2015.

Salthouse TA. When does age-related cognitive decline begin? Neurobiology of Aging. 2009; 30(4):
507-514. https://doi.org/10.1016/j.neurobiolaging.2008.09.023 PMID: 19231028

Twamley EW, Ropacki SAL, Bondi MW. Neuropsychological and neuroimaging changes in preclinical
Alzheimer’s disease. Journal of the International Neuropsychological Society. 2006; 12(5): 707-735.
https://doi.org/10.1017/S1355617706060863 PMID: 16961952

McArdle JJ, Smith JP, Willis R. Cognition and economic outcomes in the Health and Retirement Survey.
National Bureau of Economic Research; 2009.

Tampubolon G, Nazroo J, Pendleton N. Trajectories of general cognition and dementia in English older
population: An exploration. European Geriatric Medicine. 2017; 8(5-6): 454—459. https://doi.org/10.
1016/j.eurger.2017.08.001

PLOS ONE | https://doi.org/10.1371/journal.pone.0204833 October 11,2018 12/12


https://doi.org/10.1111/jgs.14986
http://www.ncbi.nlm.nih.gov/pubmed/28734053
https://doi.org/10.1523/JNEUROSCI.4014-15.2016
http://www.ncbi.nlm.nih.gov/pubmed/26818495
https://doi.org/10.1016/j.neuroimage.2013.12.059
https://doi.org/10.1016/j.neuroimage.2013.12.059
http://www.ncbi.nlm.nih.gov/pubmed/24412398
https://doi.org/10.1111/j.1532-5415.1994.tb01753.x
http://www.ncbi.nlm.nih.gov/pubmed/8120313
https://doi.org/10.1001/jama.292.12.1454
https://doi.org/10.1001/jama.292.12.1454
http://www.ncbi.nlm.nih.gov/pubmed/15383516
https://doi.org/10.1111/j.1748-3743.2006.00034.x
https://doi.org/10.1111/j.1748-3743.2006.00034.x
http://www.ncbi.nlm.nih.gov/pubmed/20925766
https://doi.org/10.1001/archpsyc.64.2.234
https://doi.org/10.1001/archpsyc.64.2.234
http://www.ncbi.nlm.nih.gov/pubmed/17283291
https://doi.org/10.1016/j.jcrs.2005.07.040
http://www.ncbi.nlm.nih.gov/pubmed/16516780
https://doi.org/10.1001/archpsyc.61.6.587
http://www.ncbi.nlm.nih.gov/pubmed/15184238
https://doi.org/10.1016/j.jcrs.2003.10.019
http://www.ncbi.nlm.nih.gov/pubmed/15050255
https://doi.org/10.1111/j.0963-7214.2004.00293.x
https://doi.org/10.1016/j.neurobiolaging.2008.09.023
http://www.ncbi.nlm.nih.gov/pubmed/19231028
https://doi.org/10.1017/S1355617706060863
http://www.ncbi.nlm.nih.gov/pubmed/16961952
https://doi.org/10.1016/j.eurger.2017.08.001
https://doi.org/10.1016/j.eurger.2017.08.001
https://doi.org/10.1371/journal.pone.0204833

