
Clinical and Epidemiologic Research

Longitudinal Relationships among Visual Acuity and Tasks
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Byron L. Lam,1 Sharon L. Christ,2 D. Diane Zheng,3 Sheila K. West,4 Beatriz E. Munoz,4

Bonnielin K. Swenor,4 and David J. Lee1,3

PURPOSE. To study the relationships among visual and physical
function trajectories of aging adults.

METHODS. The community-based random sample consists of
2520 adults who were aged 65 to 84 years in 1993 to 1995 and
reassessed 2, 6, and 8 years later. Presenting and best-corrected
Early Treatment Diabetic Retinopathy Study visual acuity were
obtained. Activities of daily living (ADLs) and instrumental
ADLs (IADLs) were evaluated through survey instruments.
Growth curve models were used to simultaneously estimate
health trajectories and obtain associations among the trajecto-
ries while controlling for relevant covariates.

RESULTS. Best-corrected acuity (logMAR) worsened by an
average of 0.013 (~1 letter) annually. ADL difficulties increased
by 0.22 standard deviations (SD) and IADL difficulties increased
by 0.28 SD annually. Controlling for demographic and health
covariates, visual acuity rates of decline correlated with rates of
increase in ADL difficulties (r ¼ 0.15, P ¼ 0.05) and IADL
difficulties (r ¼ 0.41, P < 0.001). Acuity loss was significantly
related to increases in ADLs for men (b¼ 0.039, P < 0.01), but
not for women (b¼0.001, P > 0.9). The direct effects of acuity
loss were strongest for IADLs where a 1-unit decline in acuity
(logMAR) was associated with a 0.067 SD increase in IADL
difficulties (P < 0.001) at baseline, and a 1-unit acuity decline
(logMAR) per year resulted in a 0.10 SD unit increase in the
rate of change in IADL difficulties (P < 0.001) per year.

CONCLUSIONS. Over time, increases in visual acuity loss were
related to increased IADL difficulties in men and women and
increases in ADL difficulties for men only. The findings support
the importance of maintaining vision in older adults. (Invest

Ophthalmol Vis Sci. 2013;54:193–200) DOI:10.1167/
iovs.12-10542

The relationship between visual impairment and self-report
of decreased performance—or observed poorer perfor-

mance—on tasks of everyday life has been documented by a
number of studies.1–8 Decremental loss of vision is associated
with corresponding decreases in performance of tasks of
everyday life.7,8 Musculoskeletal and visual impairment are
strongly related to physical disability.8 In the elderly, limitations
in mobility, activities of daily living (ADL), and physical
performance are associated with worsening visual function.7

Methods of assessing performance of tasks of everyday life
include self-reported questionnaires and performance-based
tests.9 Standardized questionnaires include ADLs10 and instru-
mental ADLs (IADLs).11 The ADLs are necessary in fundamental
daily function (e.g., bathing, dressing, eating) while the IADLs are
not essential for basic functioning but allow an individual to live
independently in the community (e.g., telephone use, shopping,
housework). Standardized performance-based testing simulates
tasks of daily life and is carried out in the research setting.

Using longitudinal data over a period of 5 years from the
Beaver Dam Eye Study, Klein et al.3 examined the association
between visual functioning (binocular visual acuity, best-
corrected visual acuity (BCVA), near acuity, log contrast
sensitivity, and visual perimetry sensitivity threshold) and
history of physical limitations, falls, fractures, and change in
time to walk a measured course in a population aged 43 to 86
years. Visual function is associated with some physical outcomes
and limitations 5 years later and these associations are likely to
be related, in part, to the presence of other medical conditions.
Rubin el al.4 utilized self-reported ADLs and IADLs as well as
measured mobility activities and found reduced acuity and
contrast sensitivity were significant risk factors for self-reported
disability in a community-dwelling population of older women.
In the Salisbury Eye Evaluation (SEE) project, Rubin et al.2

reported from cross-sectional analyses that a factor of two
reduction in visual acuity or contrast sensitivity was associated
with a 3- to 5-fold odds of reporting difficulty with daily tasks,
while West et al.1 found both contrast sensitivity and visual
acuity loss contributed independently to deficits in observed
performance on everyday tasks.

However, there are scant data over time on trajectories of
vision loss and trajectories of change in functional status and
how the two are related. Using longitudinal data from the SEE
study, the purpose of this study is to describe the visual and
physical function trajectories occurring over time among aging
adults and to estimate the relationships among the trajectories.
To our knowledge, no other population-based studies have
examined this longitudinally. This analysis extends prior work
on the relationship between visual impairment and difficulty
with daily tasks because it evaluates the association of within-
person changes. Such an analytic design controls for unob-
served characteristics of individuals that are not changing
substantially within the timeframe of the study, including static
contextual factors. For example, a person’s genetic heritage,
sex, and race are implicitly controlled. Social and environmen-
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tal contextual factors such as socioeconomic status, family
social supports, and environmental pollutants that are not
changing during the 8 years of the study are also held constant
without having to explicitly control for these in the model.
Further controls on numerous health conditions are explicitly
included in the model to strengthen the tests of association.

METHODS

Study Population and Design

The SEE is a population-based study of age-related eye diseases, visual

impairment, and functional status of noninstitutionalized residents

aged 65 to 84 years.12 The Johns Hopkins Institutional Review Board

approved all protocols. The University of Miami Institutional Review

Board also approved the current analysis. All participants gave written

informed consent, and the study followed the tenets of the Declaration

of Helsinki. Detailed description of the sampling procedure has been

published.12,13 Briefly, the sample was selected from the Health Care

Financing Administration Medicare eligibility list and included individ-

uals, between age 65 and 84 years as of July 1, 1993, living in the

metropolitan area of Salisbury, Maryland. The sample included 100% of

identified black residents and a random age-stratified sample of 58% of

identified white residents. Eligible participants had to be able to travel

to the clinic for vision tests and to score more than 17 on the Mini-

Mental Status Examination.14 Eligible participants participated in a 2-

hour in-home interview followed by a 4- to 5-hour clinic examination.

Of those who were eligible, 65% participated. The current analysis

includes follow-up data over 8 years from 2520 participants of the

initial cohort (1993–1995); 2240 second-round participants (1995–

1997); 1504 third-round participants (1999–2001); and 1250 fourth-

round participants (2001–2003). Smaller numbers of participants were

available in the follow-up rounds with over half of the loss between

rounds being due to death.

Outcome Measures and Covariates

Presenting (habitual) visual acuity was assessed using the Early

Treatment Diabetic Retinopathy Study (ETDRS) chart, and ETDRS

refraction was performed on participants worse than 20/30.15 Visual

acuity was obtained under normal luminance with illuminated ETDRS

chart (Lighthouse-illuminated box; Lighthouse International, New York,

NY). Presenting and best-corrected binocular distance visual acuity was

converted to logarithm of the minimum angle of resolution (logMAR).

Functional status of ADLs and IADLs were measured using the

standardized validated questionnaires.10,11 ADL assessments included

five items: difficulty getting out of bed or a chair; difficulty dressing

yourself; difficulty bathing or showering; difficulty using toilet; and

difficulty feeding yourself (e.g., cutting your food or drinking from a

glass). IADL assessments included six items: difficulty using the phone;

difficulty doing light housework (sweeping, doing dishes) or light yard

work (watering); difficulty doing heavy housework (scrubbing floors,

washing windows) or heavy yard work (raking, gardening); difficulty

preparing your own meals; difficulty managing your own money;

difficulty shopping for personal items, such as medicines. Each question

always started with: ‘‘By yourself, that is without help of another person

or special equipment, do you have any difficulty . . . ?’’ Each question

had one of the following possible answers: ‘‘no difficulty,’’ ‘‘a little

difficulty,’’ ‘‘some difficulty,’’ ‘‘a lot of difficulty,’’ ‘‘unable to do this for

health or physical reasons.’’ We used confirmatory factor analysis (CFA)

and associated model fit statistics to validate the items in the IADL and

ADL scales. Both global model fit tests and indices (v2 test of model fit,

root mean square of approximation [RMSEA], etc.) and component fit

such as factor loadings and their statistical significance were used. To

facilitate analysis, disability scores of ADLs and IADLs were constructed

by summing the five and six items, respectively, at each time point. The

sum scores were subsequently used in the trajectory models. Means and

standard deviations of these scores for the sample are provided in Table

1. Because the scales are outcomes in the trajectory models, the random

measurement error is part of the regression error and therefore does not

impact the association parameters.

Control variables include demographics, physical health conditions,

severe depression, and health behavior–related variables. A standard-

ized form was used to query all participants about demographics (e.g.,

age, sex, race, formal education) and medical history of physical health

conditions. All control variables, except age, used in models were

measured at the baseline assessment. Age was allowed to be time-

varying in order to assess health trajectories with respect to age.

Education was measured as highest grade completed and ranged from

0 to 17. Medical history included 15 medical conditions that were self-

reported responses to the question ‘‘Has a doctor ever told you that

you have. . .?’’ The 15 medical conditions included diabetes, stroke,

heart disease, high blood pressure, cancer, asthma, arthritis, angina,

back problem, broken hip, congestive heart failure, claudication,

emphysema, Meniere’s disease, and Parkinson’s disease. Severe

depression was assessed using the Severe Depression subscale of

General Health Questionnaire (GHQ)-28. The questions included

phrasing such as: (1) ‘‘thought that you might do away with yourself’’;

(2) ‘‘felt that life is entirely hopeless’’; (3) ‘‘felt that life isn’t worth

TABLE 1. Characteristics of Participants in the SEE, Round 1

Number, N Percent, %

Total 2520 100.0

Age

65–69 780 31.0

70–74 835 33.1

75–79 554 22.0

80þ 351 13.9

Sex

Male 1062 42.1

Female 1458 57.9

Race

White 1854 73.6

Black 666 26.4

BMI

Underweight (BMI <18.5) 112 4.4

Normal weight (BMI 18.5–25) 707 28.1

Overweight (BMI 25–30) 957 38.0

Obese (BMI 30–35) 508 20.2

Very Obese (BMI >35) 236 9.4

Education

Less than high school 1299 51.6

High school graduate 514 20.4

Above high school 707 28.1

Alcohol usage

Never used 674 26.8

Past use 614 24.4

Current use 1227 48.9

Smoking status

Never used 997 39.7

Past smoker 1146 45.6

Current smoker 368 14.7

Mean SD

Average ADL score 6.03 2.29

Average IADL score 8.25 3.76

Average severe depression score 1.18 0.34

Average presenting Bilateral visual acuity 0.035 0.21

Average BCVA 0.009 0.19
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living’’; (4) ‘‘felt at times you couldn’t do anything because nerves were

too bad’’; (5) ‘‘found that the idea of taking your own life kept coming

to your mind’’; (6) ‘‘found yourself wishing you were dead and away

from it all’’; (7) ‘‘been thinking of yourself as a worthless person.’’ Each

question had four possible answers: ‘‘not at all,’’ ‘‘no more than usual,’’

‘‘rather more than usual,’’ or ‘‘much more than usual.’’ An overall

indicator that we call a severe depression scale was created by taking

the average value of the seven questions. Health behavior–related

variables include questions on smoking measured as current smoker,

past smoker, or nonsmoker (reference); alcohol use measured as

current user, past user, or nonuser (reference). We measured height

and weight and categorized the body mass index (BMI) as normal

(reference BMI 18.5 to <25); underweight (BMI <18.5); overweight

(BMI 25 to <30); obese (BMI 30–35); or very obese (BMI >35). All of

these measures were performed at the baseline assessment.

Analysis

Table 1 displays descriptive statistics for participants in the first round of

the study. Trajectory models were estimated separately for visual acuity

and for each of the health outcomes, ADLs and IADLs. These models were

mixed- or random-effects models estimated in the latent growth curve

framework.16 Models provide an average level at baseline and average

annual change between baseline and the last assessment as well as

interindividual variation in starting value and changes over time in the

outcomes. The models were estimated controlling for age of the

respondents at each wave of assessment. The model is specified as follows:

yit ¼ la þ lbT þ bageit þ dai þ dbiT þ eit

where yit is the outcome for person i at time t; la is the estimated

average of the outcome at baseline (the trajectory intercept); lb is the

estimated average annual change in the outcome with T measuring time

(the trajectory slope); b is the effect of age for person i at time t on the

outcome; dai is the random effect (interperson variance) in the outcome

at baseline; and dbiT is the random effect (interperson variance) of the

change in the outcome over time. Therefore, average change in visual

acuity, ADLs and IADLs as well as the degree of heterogeneity in changes

among individuals were estimated for this population. We tested for

nonlinear trajectories of change, but found that linear trajectories fit the

data best for visual acuity, ADL, and IADL outcomes.

Next, all three linear trajectory models were combined into one

model to assess the association of visual acuity trajectories with the

ADL trajectories. The three trajectories are estimated simultaneously in

these models. Two separate models were evaluated. One model used

the BCVA trajectory and the other used presenting bilateral acuity

trajectory. The models were estimated first with only time-varying age

as a control (unconditional models) and second with all covariate

controls (conditional models). The parameters of interest include the

correlations between the baseline values [e.g., the correlation between

best corrected acuity and ADLS at baseline corr(dBESTai, dADLai)] and the

correlations between the slopes [e.g., the correlation between change

in best-corrected acuity and change in ADLs, corr(dBESTbi, dADLbi)].

These are partial correlations in the presence of covariates.

The final models include all covariates and specify visual acuity

trajectories as predictors of ADL and IADL health trajectories. For all of

the models with simultaneous estimation of trajectories, intercepts and

slopes both within trajectories and across trajectories were allowed to

correlate unless a direct effect was specified between trajectory

components. Therefore, in the final models, IADL and ADL trajectories

outcomes were allowed to correlate.

All models were evaluated using model fit statistics including the v2

test of model fit, which indicates a good fit if the P value is not

statistically significant. However, with larger sample sizes, the v2 value is

often statistically significant even with small deviations in replication of

the data. Other fit statistics were included that overcome this problem,

including the Comparative Fit Index and Tucker-Lewis Index for which

values above 0.90 show a good fit and values above 0.95 show an

excellent fit. A final measure, the RMSEA, was used for which values less

than 0.10 indicate a good fit and less than 0.05 indicate an excellent fit.

We include all individuals from the study in the analysis whether or

not they have missing items during the study. Maximum likelihood for

missing data (full information ML) estimation was used to arrive at

estimates in the presence of missing data.17 This method assumes that

missing items—due to attrition or some other mechanism—are missing

at random, conditioned on all of the covariates in the model. Therefore,

the conditional distributions of visual acuity, IADL, and ADLs at each

time point are assumed to be unbiased representations of the

conditional distributions in the population. These assumptions are

less restrictive than assuming that items are unconditionally missing at

random, which is the assumption operating under list-wise deletion

methods for dealing with missing data.

RESULTS

There were 2520 study participants in the first round of study,
42% men, 74% white, and 26% African American (Table 1). In
this population, 52% had less than high school and 28% had
above high school education, 4% were underweight, 38% were
over-weight, and 29% were obese. At the time of interview,
49% were alcohol users, 24% were past alcohol users, 15% of
participants were smokers, and 46% were past smokers.

All four separate trajectory models fitted the data well as
shown in Table 2 (rows 1 through 4). There was little
difference in model fit for the two measures of visual acuity,
best-corrected and presenting bilateral (rows 1 and 2, Table 2).
Figure 1 portrays the linear trajectories for models with no
controls and pooling across age. Intercept and slope means
were divided by their standard deviations for the purposes of
comparing across health outcomes. Increasing values of visual
acuity loss, ADLs, and IADLs indicate worsening visual function
and worsening daily activity functionality. Visual acuity loss,
ADLs, and IADLs difficulties were all increasing as this
population aged. The best-corrected acuity loss increases were

TABLE 2. Model Fit Statistics for Linear Trajectory Models and the Full Model

v2 df P Value CFI TLI RMSEA 90% RMSEA

BCVA trajectory* 25.523 13 0.020 0.995 0.992 0.02 [0.008, 0.031]

Presenting bilateral acuity trajectory* 27.452 13 0.011 0.995 0.991 0.021 [0.010, 0.032]

ADL trajectory* 49.809 13 0.000 0.975 0.957 0.034 [0.024, 0.044]

IADL trajectory* 22.086 13 0.054 0.995 0.992 0.017 [0.000, 0.028]

Trajectory correlation, best corrected model* 409.146 86 0.000 0.957 0.943 0.039 [0.035, 0.042]

Trajectory correlation, bilateral model* 415.212 86 0.000 0.957 0.943 0.039 [0.035, 0.043]

Full model with controls, best corrected 770.715 324 0.000 0.954 0.943 0.023 [0.021, 0.026]

Full model with controls, presenting bilateral 782.735 324 0.000 0.958 0.941 0.024 [0.022, 0.026]

Full model sex moderation, best corrected 1223.566 658 0.000 0.950 0.935 0.026 [0.024, 0.028]

* Trajectory models and correlation models control for age only.
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slightly higher than the bilateral presenting acuity loss
increases. The annual decline in visual acuity was 0.011 and
0.013 logMAR for bilateral presenting acuity and best-corrected
acuity, respectively, which is an annual loss of less than one
letter on the ETDRS acuity chart or close to one line over 8
years. On average, difficulties with ADLs and IADLs showed an
increase of 0.22 and 0.29 SD units every year, and increases in
visual acuity loss, measured on the same scale, were 0.24 and
0.9 SD units per year for bilateral presenting acuity and best-
corrected acuity, respectively.

Models that combined the three health trajectories also fit
the data well (Table 2, rows 5 and 6). After accounting for age
only (Table 3), best-corrected visual acuity at baseline was
correlated with IADL levels at baseline (r¼ 0.37, P < 0.001) as
well as with increases in disability of ADL (r¼ 0.14, P < 0.01)
and IADL (r¼ 0.10, P < 0.05) over time. Increased loss in best-

corrected acuity over time is strongly correlated with IADL
declines (r¼ 0.39, P < 0.001) over time. Results using bilateral
presenting visual acuity were similar for this model (Table 3).
After adding all control variables, the results were also similar
except baseline levels of bilateral presenting and best-
corrected acuity no longer correlated significantly with
changes in IADL over time (Table 4).

Final models were estimated where ADL and IADL baseline
disability levels were regressed on baseline levels of visual
acuity, and changes in ADL and IADL disabilities over time are
regressed on baseline levels and changes in visual acuity
(Figure 2 depicts the model). These models had very good fit to
the data (Table 2, rows 7 and 8). Results for the full models
including all covariate controls were included in Table 5 for
best-corrected acuity. A 1 logMAR unit greater level of best-
corrected acuity loss at baseline was associated with a 0.067
unit higher level of IADL disability at baseline (P < 0.001) and a
small (0.002 unit) increase in average annual increases in ADL
disability (P < 0.01; or 0.017 over the 8-year study). A 1
logMAR unit increase in best-corrected acuity loss on average
every year resulted in a 0.05 (1.02 / 2 3 10) unit increase on
average every year in IADL disability (P < 0.001). Very similar
results and effect sizes were observed in the model using
presenting bilateral measure of acuity (data not shown). The
strongest results from these analyses were the relationships
between changes in visual acuity and changes in IADL
disabilities during the aging process (r ¼ 0.40, P < 0.001).
Note that it is the effects of changes in visual acuity with
changes in ADL and IADLs that are the strongest tests of
association since these are the effects that control for all
unobserved, static characteristics.

We tested our full model using best-corrected visual acuity
for race and sex moderation. There were no differences in the
trajectories by race after controlling for covariates, except that
blacks had less ADL on average at baseline (P < 0.01). None of
the relationships between the trajectories differed by race.
After controlling for covariates, there were no differences in
the trajectories by sex. However, the relationship between

TABLE 3. Correlation Matrix for Visual Acuity, ADL, and IADL Trajectories Controlling for Age

Visual Acuity ADL Baseline ADL Change IADL Baseline IADL Change

Model 1

Best-corrected baseline 0.087 0.141* 0.370† 0.100‡

Best-corrected change 0.152* 0.122 0.165* 0.393†

Model 2

Presenting bilateral baseline 0.074 0.109‡ 0.386† 0.109‡

Presenting bilateral change 0.124* 0.154‡ 0.159* 0.387†

* P < 0.01.
† P < 0.001.
‡ P < 0.05.

FIGURE 1. Linear trajectories of acuity loss, ADL difficulties, and IADL
difficulties.

TABLE 4. Correlation Matrix for Visual Acuity, ADL, and IADL Trajectories with All Controls

Visual Acuity ADL Baseline ADL Change IADL Baseline IADL Change

Model 1

Best-corrected baseline 0.019 0.165† 0.365‡ 0.086

Best-corrected change 0.111* 0.147 0.136* 0.413‡

Model 2

Presenting bilateral baseline 0.001 0.132* 0.380‡ 0.084

Presenting bilateral change 0.075 0.158* 0.108 0.395‡

* P < 0.05.
† P < 0.01.
‡ P < 0.001.
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changes in visual acuity and changes in ADLs did differ for men
and women where there was no statistically significant
relationship for women (b ¼ 0.001, P > 0.9) and there is a
statistically significant relationship for men (b ¼ 0.039, P <
0.01; Table 6). This means that in addition to visual acuity
changes having large effects on changes in IADLs across race
and sex, there seems to be a substantial effect of changes in
vision on ADLs for men but not women. To compare effects,
the fully standardized coefficient for the effect of changes in
best-corrected visual acuity on changes in IADL for all
participants is 0.46 and the fully standardized coefficient for
the effect of changes in best-corrected visual acuity on changes
in ADL for men only is 0.36.

DISCUSSION

We found a significant relationship between visual acuity
decline and IADL decline over time in the elderly population-
based participants of the SEE. A similar significant relationship
between visual acuity decline and ADL decline over time

among elderly men was also found. These relationships
persisted even after controlling for demographic and health
condition covariates at baseline and unobserved, within-person
characteristics that did not change during the 8-year study. The
mean change in best-corrected visual acuity over the 8-year
study period was equivalent to a change from near 20/20 to
near 20/25, and this change was coupled with a corresponding
mean change equivalent to one-unit of increasing difficulty in
two to three items of the IADLs. For instance, a participant
with no difficulties with IADLs at baseline is likely to have
developed a little difficulty in performing housework, prepar-
ing meals, and shopping for personal items.

Verbrugge and Jette proposed a Disablement Process model
in 1994 that still serves as a useful framework for the
maintenance of independence and the prevention or forestall-
ing of disability.18 The presence of worsening pathology (e.g.,
progression of AMD) leads to impairment (e.g., declining visual
acuity). Without vision-restoring treatment or adaptive accom-
modations to address this impairment, disability in the form of
increasingly impaired ADL and IADL ensues. Left unchecked,
disability levels increase, leading to reductions in quality of life,

FIGURE 2. Model relationships in the full model.
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increased risk of transition to nursing home admission, and
increased risk of death.19

The stronger associations found for visual acuity decline and
IADL decline over time, which were consistent across
categories of race and gender, also reflect the life-course

perspective of the Disablement Process model, which posits
that increasing levels of visual impairment will first impact
IADLs.18 Previous research has also documented that visual
impairment does impact IADLs more so than ADLs.20 However,
as impairment increases, ADLs will also become impacted.
Without intervention and with increasing visual impairment,
these impacts worsen, increasing the likelihood that a person
will need to move into a nursing home or will die.19

In addition, the strength of the association between loss in
best-corrected acuity over time and IADL declines in our
analysis was surprising (r ¼ 0.39 controlled for age, Table 3);
according to Jacob Cohen, this correlation corresponds to the
midpoint between cutpoints for a large (0.5) and a moderate
(0.3) effect size.21 By way of comparison, the 2-year
development of new or worsening IADLs in Medicare
beneficiaries based on baseline obesity levels found an
increased risk among those in the extreme obesity category
relative to individuals maintaining a healthy weight level (BMI
>35 kg/m2 versus 22.0–24.9 kg/m2).22 The odds ratio for men
and women was 1.37 and 1.41, respectively, indicating effect
sizes of less than 0.2.23 In our study, the association between
best visual acuity loss and IADL decline (0.102, P < 0.001,

TABLE 5. Effects of BCVA Trajectories and Controls on Visual Acuity, ADL, IADL Trajectories (n¼ 2518)

ADL* Baseline ADL* Change IADL* Baseline IADL* Change Acuity Baseline Acuity Change

Visual acuity

Best-corrected baseline 0.003 0.004† 0.067‡ 0.005

Best-corrected Change 0.013 0.102‡

Demographics

Age at baseline �0.014 0.007 0.353‡ 0.02 0.016† 0.004‡

Female 0.337† �0.026 0.481† 0.066 0.020 �0.004

Black 0.067 �0.093§ 0.564† �0.177§ 0.029† �0.003

Education �0.008 �0.009 0.051 �0.02 �0.005† 0

Health behavior

Past smoker �0.009 �0.01 �0.059 0.102 0.012 �0.002

Current smoker �0.199 0.049 0.379 0.215§ 0.025 0.004

Past alcohol use �0.118 0.067 �0.061 0.094 0.018 0

Current alcohol use �0.208 0.045 �0.155 0.119 0.002 0.001

Underweight 1.882‡ 0.082 2.48‡ 0.14 0.052§ 0.004

Overweight 0.053 �0.005 �0.008 �0.026 �0.008 0.002

Obese 0.124 0.015 0.453 0.026 �0.010 0.002

Very obese 0.614§ 0.058 1.562‡ 0.135 �0.004 0

Health Conditions

Severe depression scale 1.153‡ 0.093 1.836‡ 0.09 0.028 0.016§

Diabetes 0.133 0.283‡ 0.26 0.445‡ 0.037† 0.012†

Stroke 1.317‡ 0.209§ 1.892‡ 0.148 0.018 0.07

Heart attack 0.138 �0.076 0.319 �0.138 �0.014 0.009

High blood pressure �0.032 �0.02 �0.096 0.048 �0.005 0

Cancer 0.201 �0.068 0.335 �0.013 0.002 �0.008§

Asthma 0.338 0.02 1.241† �0.245 0.005 0.010

Arthritis 0.583‡ 0.018 0.73‡ 0.011 �0.018§ �0.003

Angina 0.045 0.031 0.468§ 0.118 0.003 �0.008§

Back problem 0.39‡ �0.014 0.735‡ �0.027 0.002 �0.002

Broken hip 1.269† 0.154 1.357§ 0.009 0.023 0.014

Congestive heart failure 0.669§ �0.087 1.187† �0.339 0.007 0.024§

Claudication 0.224 �0.09 0.367 �0.036 0.001 0.005

Emphysema 0.117 0.018 0.39 0.109 0.024 �0.006

Meniere’s 0.011 �0.049 �0.1 �0.05 0.017 �0.006

Parkinson’s 1.688† 0.535 1.497 1.527† 0.011 0.007

* ADL and IADL scales are in original units. See Table 1 for means and standard deviations.
† P < 0.01.
‡ P < 0.001.
§ P < 0.05.

TABLE 6. Effects of BCVA Trajectories and Controls on Visual Acuity,
ADL, IADL Trajectories (1062 men, 1456 women)

BCVA

ADL

Baseline

ADL

Change

IADL

Baseline

IADL

Change

Visual acuity (men)

Baseline Acuity 0.006 0.003 0.077† 0.003

Acuity Change 0.039* 0.132†

Visual acuity (women)

Baseline Acuity 0.003 0.004‡ 0.052† 0.006

Acuity Change 0.001 0.090†

Parameter estimates for covariate controls not shown.
* P < 0.01.
† P < 0.001.
‡ P < 0.05.

198 Lam et al. IOVS, January 2013, Vol. 54, No. 1

Downloaded from iovs.arvojournals.org on 04/23/2024



Table 5) is stronger than that of obesity and IADLs (0.026, P >
0.05, Table 5).

Also surprising was our finding that the association
between visual acuity decline and ADL decline over time was
present only for men. Furthermore, the strength of the
association for men was similar to that found for IADLs in all
SEE participants, irrespective of race and gender (b¼0.40, P <
.01). We could find no report in the literature that examined
gender-specific comparisons of visual impairment trajectories
and associations with change in any disability indicators.
However, reports examining other gender-specific predictors
of disability generally report greater impact on women versus
men. For example, in a 2000 to 2006 study of 1634 elderly
residents of Sao Paulo, Brazil, initially with no ADL difficulties,
women with chronic diseases and social vulnerability experi-
enced a greater incidence of disability than men after adjusting
for socioeconomic status and health conditions on follow-up 6
years later.24 In the Swedish Panel Study of Living Conditions
among the Oldest Old (SWEOLD), a nationally representative
interview survey of persons aged 77 years and over, compared
with men, women had significantly higher prevalence rates for
most health indicators in both survey years, but there were no
significant gender differences in ADL/IADL limitations. Preva-
lence rates increased significantly between 1992 and 2002 for
all health indicators, but not for ADL/IADL.25

Given this limited body of research, there are no clear
explanations for finding an association between visual acuity
decline and ADL decline over time only among men. However,
a traditional cultural emphasis on male self-reliance embedded
within concepts of masculinity may interact with the
increasing need to rely on the assistance of others in the face
of visual acuity declines, leading to reduced feelings of self-
efficacy.26,27 Lowered self-efficacy may, in turn, increase the
likelihood that men are either more likely to report ADL
declines or actually experience ADL reductions as they
acquiesce to the increased challenges of functioning with
declining vision.27 Although highly speculative, indirect
support for this process comes from one report from the
MacArthur Studies of Successful Aging in which higher levels
of instrumental support (typically thought to be beneficial),
were predictive of the onset of ADL disability in older men.27

Findings were strikingly different in men versus women. In
multivariate models, instrumental support was typically
protective for onset of ADL disability in women, although for
most instrumental measures, these protective effects were not
statistically significant. In men, there were several support
indicators that were unexpectedly predictive of ADL onset. For
example, odds of ADL disability onset was 6.86 in men
reporting more than two episodes of instrumental support at
baseline versus those reporting zero to two episodes. These
findings suggest that future research on the longitudinal
impacts of changes in visual acuity should incorporate vision-
associated self-efficacy measures to determine if reductions in
this domain may help to explain associations with changes in
measures of disability and functioning.

Irrespective of the need for additional gender-specific
research into associations between visual decline and ADL/
IADL changes, other ocular research has documented that
visual impairment is associated with quality of life indicators,
including disability-free life expectancy,20 a finding consistent
with the Disablement Process model.18 These findings point to
the continuing need for research to identify strategies for
primary prevention in order to avoid the development of
potentially vision impairing ocular conditions such as AMD and
glaucoma, as well as access to secondary prevention to limit
the period of time persons are living with visual impairment
from conditions amenable to vision restoring treatment (e.g.,
cataract surgery).28 However, findings also suggest that those

with irreversible vision loss should have access to available aids
to help mitigate the effects of living with this condition.29,30

There is increasing research showing that disabled elderly can
regain functional ability so increased efforts at providing vision
rehabilitation services may help to improve quality of life, but
also to slow the disablement process.31,32

The mean best-corrected visual acuity in the SEE study
decreased over an 8-year period from nearly 20/20 to nearly
20/25 with a decline of 2.9 letters. The visual acuity decline
observed in the SEE is similar to the Blue Mountains Eye Study
where the mean decline in best-corrected visual acuity over a
5-year period was 3.2 letters for participants aged 65 to 74
years at baseline and 6.3 letters for participants aged 75 years
or older at baseline.33 In the Beaver Dam Eye Study, the mean
decline in best-corrected visual acuity over a 15-year period for
participants 75 years of age or older at baseline was
approximately 3 lines of ETDRS acuity (14.9 letters).34 The
greater decline in visual acuity loss in the Beaver Dam Eye
Study compared with the SEE may be related in part to
differences in race of participants, prevalence of ocular
conditions, and follow-up rates.

The strength of our models assessing relationships in
changes over time is that it provides a more rigorous test of
causality than cross-sectional associations because it eliminates
all potential confounders that are stable within the person. The
method is a quasi-experimental design in that each individual is
used as their own control.

Limitations of our study include the self-reported measures
of ADLs and IADLs, which are influenced by an individual’s
assessment of his or her ability, the individual’s expectation of
that ability, and the individual’s determination of the degree of
difficulty in performing the task in the presence of limitations.
However, we used standard questionnaires and in this way are
no different from all other studies using self-reported data.
While these models provide stronger tests of association by
controlling for all static, within-person characteristics, they do
not control for unobserved covariates that are changing
significantly during the course of the study (except for age,
ADL, IADL, and visual acuity). Unfortunately, we were unable
to estimate the model using time-varying assessments of health
conditions and controlled for baseline levels only. Therefore,
changes in these health conditions since baseline were not
accounted for in the models. Persons with severe cognitive
impairment were not included in the SEE at baseline, to ensure
that visual acuity could be measured on all participants in a
standardized fashion. SEE retention efforts included offering
abbreviated ocular examinations at participants’ homes when
participants were unable or unwilling to travel to the clinic
site. However, some participants who dropped out because of
entering a nursing home and those who died were likely to
have greater increase in ADLs and IADLs, which may have
caused an underestimation of the trajectories.

In summary, in this longitudinal study of older adults, visual
acuity loss over time is related to increased difficulty with
IADLs in women and men, and with increased difficulty in
ADLs in men only. The findings indicate that reduced vision
over time in the elderly is associated with significant functional
decline, although it is important to note that unmeasured
factors in our study may also play a role. Additional research is
needed to identify ocular and nonocular factors that could help
mitigate functional decline as visual impairment increases. This
research will take on increasing importance as the demograph-
ic profile of the United States is undergoing a shift as the
leading edge of the ‘‘baby boomer’’ generation started turning
65 in 2011.35 By 2030, this older proportion of the US
population is expected to double to 72 million—in comparison
with the number of older Americans in the population in the
year 2000—leading to more Americans living with vision
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impairment.35 The emerging diabetes epidemic, in combina-
tion with these demographic shifts, is expected to increase the
number of Americans living with diabetic retinopathy from 5.5
million in 2005 to 12.3 million by 2030.36,37 Finally, results
suggest that additional efforts to prevent ocular conditions and
complications that can lead to irreversible vision loss (e.g.,
glaucoma, diabetic retinopathy) are needed so that the
proportion of future cohorts living with visual impairment is
reduced over time.

References

1. West SK, Rubin GS, Broman AT, Munoz B, Bandeen-Roche K,
Turano K. How does visual impairment affect performance on
tasks of everyday life? The SEE Project. Salisbury Eye
Evaluation. Archives Ophthalmol. 2002;120:774–780.

2. Rubin GS, Bandeen-Roche K, Huang GH, et al. The association
of multiple visual impairments with self-reported visual
disability: SEE project. Invest Ophthalmol Vis Sci. 2001;42:
64–72.

3. Klein BE, Moss SE, Klein R, Lee KE, Cruickshanks KJ.
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.

4. Rubin GS, Roche KB, Prasada-Rao P, Fried LP. Visual
impairment and disability in older adults. Optom Vis Sci.
1994;71:750–760.

5. Tournier M, Moride Y, Ducruet T, Moshyk A, Rochon S.
Depression and mortality in the visually-impaired, community-
dwelling, elderly population of Quebec. Acta Ophthalmol.
2008;86:196–201.

6. Zheng DD, Christ SL, Lam BL, Arheart KL, Galor A, Lee DJ.
Increased mortality risk among the visually impaired: the roles
of mental well-being and preventive care practices. Invest

Ophthalmol Vis Sci. 2012;53:2685–2692.

7. Salive ME, Guralnik J, Glynn RJ, Christen W, Wallace RB,
Ostfeld AM. Association of visual impairment with mobility
and physical function. J Am Geriatr Soc. 1994;42:287–292.

8. Jette AM, Branch LG. Impairment and disability in the aged. J

Chronic Dis. 1985;38:59–65.

9. Guralnick JM, La Croix AZ. Assessing physical function in
older populations. In: Wallace RB, Woodson RF, eds. The
Epidemiologic Study of the Elderly. Oxford, UK: Oxford
University Press; 1992:159–181.

10. Katz S, Ford AB, Moskowitz RW, Jackson BA, Jaffe MW. Studies
of illness in the aged. The Index of ADL: a standardized
measure of biological and psychosocial function. JAMA. 1963;
185:914–919.

11. Lawton MP, Brody EM. Assessment of older people: self-
maintaining and instrumental activities of daily living. Geron-

tologist. 1969;9:179–186.

12. Munoz B, West S, Rubin GS, Schein OD, Fried LP, Bandeen-
Roche K. Who participates in population based studies of
visual impairment? The Salisbury Eye Evaluation project
experience. Ann Epidemiol. 1999;9:53–59.

13. Rubin GS, West SK, Munoz B, et al. A comprehensive
assessment of visual impairment in a population of older
Americans. The SEE Study. Salisbury Eye Evaluation Project.
Invest Ophthalmol Vis Sci. 1997;38:557–568.

14. Folstein MF, Folstein SE, McHugh PR. ‘‘Mini-mental state.’’ A
practical method for grading the cognitive state of patients for
the clinician. J Psychiatr Res. 1975;12:189–198.

15. Ferris FL, 3rd, Kassoff A, Bresnick GH, Bailey I. New visual acuity
charts for clinical research. Am J Ophthalmol. 1982;94:91–96.

16. Bollen KA, Curran PJ. Latent Curve Models: A Structural
Equation Perspective. Hoboken, NJ: Wiley; 2006.

17. Arbuckle J. Full information estimation in the presence of
incomplete data. In Marcoulides GA, Schumacker RE, eds.

Advanced Structural Equation Modeling: Issues and Tech-
niques. Mahwah, NJ: Erlbaum; 1996:243–277.

18. Verbrugge LM, Jette AM. The disablement process. Soc Sci
Med. 1994;38:1–14.

19. Sloan FA, Ostermann J, Brown DS, Lee PP. Effects of changes in
self-reported vision on cognitive, affective, and functional
status and living arrangements among the elderly. Am J
Ophthalmol. 2005;140:618–627.

20. Jagger C, Matthews R, Matthews F, Robinson T, Robine JM,
Brayne C. The burden of diseases on disability-free life
expectancy in later life. J Gerontol A Biol Sci Med Sci. 2007;
62:408–414.

21. Cohen J. Statistical Power Analysis for the Behavioral
Sciences. 2nd ed. Hillsdale, NJ: L. Erlbaum Associates; 1988.

22. Wee CC, Huskey KW, Ngo LH, et al. Obesity, race, and risk for
death or functional decline among Medicare beneficiaries: a
cohort study. Ann Intern Med. 2011;154:645–655.

23. Chinn S. A simple method for converting an odds ratio to
effect size for use in meta-analysis. Stat Med. 2000;19:3127–
3131.

24. Alexandre TD, Corona LP, Nunes DP, Santos JL, Duarte YA,
Lebrao ML. Gender differences in incidence and determinants
of disability in activities of daily living among elderly
individuals: SABE study. Arch Gerontol Geriatr. 2012;55:
431–437.

25. Schon P, Parker MG, Kareholt I, Thorslund M. Gender differences
in associations between ADL and other health indicators in 1992
and 2002. Aging Clin Exp Res. 2011;23:91–98.

26. Tannenbaum C, Frank B. Masculinity and health in late life
men. Am J Mens Health. 2011;5:243–254.

27. Seeman TE, Bruce ML, McAvay GJ. Social network character-
istics and onset of ADL disability: MacArthur studies of
successful aging. J Gerontol B Psychol Sci Soc Sci. 1996;51:
S191–S200.

28. Mangione CM, Phillips RS, Lawrence MG, Seddon JM, Orav EJ,
Goldman L. Improved visual function and attenuation of
declines in health-related quality of life after cataract
extraction. Arch Ophthalmol. 1994;112:1419–1425.

29. Lamoureux EL, Pallant JF, Pesudovs K, Rees G, Hassell JB,
Keeffe JE. The effectiveness of low-vision rehabilitation on
participation in daily living and quality of life. Invest
Ophthalmol Vis Sci. 2007;48:1476–1482.

30. Scott IU, Smiddy WE, Schiffman J, Feuer WJ, Pappas CJ. Quality
of life of low-vision patients and the impact of low-vision
services. Am J Ophthalmol. 1999;128:54–62.

31. Nikolova R, Demers L, Beland F, Giroux F. Transitions in the
functional status of disabled community-living older adults
over a 3-year follow-up period. Arch Gerontol Geriatr. 2011;
52:12–17.

32. Hardy SE, Gill TM. Recovery from disability among commu-
nity-dwelling older persons. JAMA. 2004;291:1596–1602.

33. Foran S, Mitchell P, Wang JJ. Five-year change in visual acuity
and incidence of visual impairment: the Blue Mountains Eye
Study. Ophthalmology. 2003;110:41–50.

34. Klein R, Klein BE, Lee KE, Cruickshanks KJ, Gangnon RE.
Changes in visual acuity in a population over a 15-year period: the
Beaver Dam Eye Study. Am J Ophthalmol. 2006;142:539–549.

35. Federal Interagency Forum on Aging-Related Statistics. Older
Americans 2010: key indicators of well-being. Washington,
DC: US Government Printing Office; 2010. Available at:
https://www.agingstats.gov/agingstatsdotnet/Main_Site/Data/
2010_Documents/Docs/OA_2010.pdf. Accessed May 26,
2011.

36. Saaddine JB, Honeycutt AA, Narayan KM, Zhang X, Klein R,
Boyle JP. Projection of diabetic retinopathy and other major
eye diseases among people with diabetes mellitus: United
States, 2005-2050. Arch Ophthalmol. 2008;126:1740–1747.

37. Gardner TW, Gabbay RA. Diabetes and obesity: a challenge for
every ophthalmologist. Arch Ophthalmol. 2009;127:328–329.

200 Lam et al. IOVS, January 2013, Vol. 54, No. 1

Downloaded from iovs.arvojournals.org on 04/23/2024


	t01
	t02
	t03
	f01
	t04
	f02
	t05
	t06
	b01
	b02
	b03
	b04
	b05
	b06
	b07
	b08
	b09
	b10
	b11
	b12
	b13
	b14
	b15
	b16
	b17
	b18
	b19
	b20
	b21
	b22
	b23
	b24
	b25
	b26
	b27
	b28
	b29
	b30
	b31
	b32
	b33
	b34
	b35
	b36
	b37


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU ([Based on 'AP_Press'] Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


