Supplementary 1

The difference between the self-reporting and true

prevalence of diabetes/cataract

It is a major limitation of this study that the status of cataract and diabetes were
self-reported. In general, the prevalence of diabetes/cataract should be

underestimated when using self-reported data.

For self-reported diabetes, some studies demonstrated that it was>92% reliable
over time[1] and it was a reliable proxy for medical record review[2]. Moreover,
substantial agreement was found in a study by comparing subjects’ self-reported
diabetes with information from records[3]. Based on these, the reliability of

self-reported diabetes in this study may be potentially ensured.

For cataract, the difference of self-reporting and true prevalence, as addressed
by[4], may not be easy to compare because different studies have used different
definitions, detection and grading techniques. Moreover, it may present a great
diversity based on ethnicity and location, even when using the same examination
protocol and cataract classification method. For example, a study found that the
prevalence of cataract was 2.1% for white women aged 45-64 years, and it was 300%
higher for black women at the same age level[5]. Another study found the
prevalence of cataract in Tibet (a western province in China) was 60% higher than

in Shunyi (a county in Beijing, China), 14.6% vs. 9.1% (age- and sex-adjusted



comparison)[6, 7]. Therefore, to estimate the difference between self-reported
cataract prevalence and true prevalence in Xiamen older population, it is best to
find some reports that have provided the local prevalence of cataract and the
cataract as diagnosed by some standard clinical criteria. Unfortunately, no such
studies were found till now. In light of this, we chose to use a national
representative study. We found a cohort study involving 27, 009 eligible participant
aged 45-86 years in China between 2008 and 2010, wherein all participants took
the ocular examination using a slit lamp, and the Lens Opacity Classification
System (LOCS I1) was used for lens grading. They defined a definite cataract as
LOCS Il grade 2 or worse for at least one of the three main types of cataract,
including nuclear, cortical and posterior subcapsular cataract[8]. The prevalence of
cataract for the 14,337 women (excluding the childless women) was 6.78%. In this
study, if we excluded the childless women, the prevalence of self-reported cataract
was 6.47% in women (4.5% lower, which may be acceptable). However, the
difference should be greater because the age range in that cohort study was
younger than that in our study. Unfortunately, the prevalence of cataract under
different age levels was not provided in their report, and thus we could not measure
the prevalence difference directly. Additionally, within the past few years in
Xiamen, for medical screening purposes, people who were aged 60 years or older
can participate in an annual physical examination for free, including blood pressure
and blood glucose checks, and an ocular examination. Therefore, it may be easier

for older adults in Xiamen to be aware of their chronic diseases, including cataract.



Based on these, the reliability of self-reported cataract in this study may also be
potentially ensured.
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Supplementary 2

Table S1. Estimates of structural equation modeling stratified by gender

Characteristic (reference) Female (N=6,546) Male (N=6,203)
OR 95% ClI OR 95% ClI
Equation1 NOC (0)
1 1.27 0.64-251 164 0.97-2.77
2 1.58 0.82-3.07 1.50 0.89-2.50
3 1.48 0.77-2.87 1.34 0.80-2.25
4or5 1.33 0.68-2.57 1.13 0.67-1.93
6 or more 1.04 0.51-2.12 0.94 0.47-1.86
Equation2 Age 1.04 1.03-1.06 1.08 1.06-1.10
NOC (0)
1 3.89 1.23-12.33 0.95 0.38-2.36
2 3.31 1.06-10.34 0.69 0.28-1.67
3 432 1.39-13.41 0.82 0.34-1.96
4or5 425 1.38-13.12 0.68 0.28-1.65
6 or more 3.89 1.23-12.29 0.32 0.11-0.97
Diabetes (Non-diabetes)
Diabetes 1.33 1.01-1.76 1.17 0.76-1.80
Hypertension Status
(Non-hypertensive)
Hypertensive 1.53 1.25-1.87 1.17 0.88-1.55

Occupation (Employed)

Farmer 1.07 0.71-1.61 1.13 0.66-1.93




Jobless 1.00 0.69-1.45 0.91 0.44-1.90
Others 0.90 0.64-1.26 0.83 0.55-1.25

Dietary salt intake

(Salt-light)
Salt-medium(6-18g/day) 1.06 0.86-1.29 1.11 0.83-1.47
Salt-heavy(>18g/day) 171 1.21-2.42 1.00 0.62-1.63

Residence (City)
Rural 0.77 0.57-1.04 0.89 0.55-1.43

Education (llliterate)

Primary 1.02 0.79-1.33 131 0.88-1.94
Junior high school 0.60 0.39-0.92 1.08 0.66-1.76
Senior high school and 0.83 0.55-1.28 1.37 0.81-2.32

Marital status

(In-marriage)

Single 3.71 0.97-14.25 1.63 0.59-4.55
Divorced 0.73 0.23-2.39 0.69 0.16-2.94
Widowed 1.02 0.81-1.28 0.69 0.45-1.06

Smoking history (Never)

Sometimes 0.65 0.38-1.13 0.85 0.57-1.27
Often 0.78 0.38-1.60 0.97 0.66-1.43
Quit 1.06 0.45-2.50 1.71 1.11-261

Alcohol Drinking (Never)

Sometimes 1.00 0.68-1.46 1.14 0.83-1.57
Often 1.21 0.41-3.60 1.17 0.69-1.98
Quit 2.59 1.11-6.03 0.96 0.58-1.61

OR: odds ratio; Cl: confidence interval



