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Summary
Background Hearing impairment is strongly associated with future dementia. No studies have reported objectively
measured hearing impairment in a cohort with a long period of follow-up (>20 years), and few have reported follow-
up over 10 years. Hence, there is a need for high quality studies with sufficient follow-up time and data to account for
reverse causality and confounding. We aimed to address this knowledge gap.

Methods This cohort study used individual participant data from The Trøndelag Health Study (HUNT) in Norway. All
current residents aged at least 20 years in the former Norwegian Nord-Trøndelag County were invited to participate in
four decennial surveys: HUNT1 (1984–1986), HUNT2 (1995–1997), HUNT3 (2006–2008), and HUNT4 (2017–2019)
with individuals aged at least 70 years included in a substudy, known as HUNT4 70+. Here, we report the findings of
this substudy. HUNT4 70+ comprised 7135 participants who were assessed for dementia using the Diagnostic and
Statistical Manual of Mental Disorders 5 criteria and who had audiometry between 1996 and 1998. The primary
objective was to investigate, with gold standard audiometric testing and dementia diagnostic assessment, whether
hearing impairment was an independent risk factor for all-cause dementia. The secondary objective was to investigate
if a risk also applied to Alzheimer dementia and non-Alzheimer dementia. We analysed the association using Poisson
regression and adjusted for confounders. This study is registered with ClinicalTrials.gov (NCT04284384).

Findings At baseline, 1058 (15%) individuals had acquired hearing impairment with a hearing threshold of at least 25
decibel (dB) and, at follow-up, 1089 (15%) had dementia. In the total group, people with hearing impairment had a
relative risk (RR) 1.04 (95% confidence interval (CI) 1.00–1.09) per 10 dB increase in hearing thresholds. For
individuals younger than 85 years at follow-up the RR was 1.12 (95% CI 1.05–1.21). Associations between hearing
impairment and Alzheimer dementia and non-Alzheimer dementia were similar. There was no association for
individuals aged at least 85 years.

Interpretation We found a moderate association between objectively measured hearing impairment and dementia in
the younger age group (<85 years). The findings of no association in the older age group (≥85 years) might be due to
the competing risk of death. The present study adds to the literature showing that acquired hearing impairment is a
risk for dementias over a period which is too long for reverse causation, and with thorough consideration of con-
founders. Further research is needed to investigate associations between the different aetiologies of hearing loss and
dementia subtypes, and risk differences for sexes.
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Translation: For the Norwegian translation of the abstract see the Supplementary Materials section.
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Research in context

Evidence before this study
The Lancet commission on dementia prevention, intervention
and care in 2017, and the 2020 update, found that hearing
impairment was the most important of the modifiable risk
factors for dementia with a pooled relative risk (RR) of 1.94
(95% confidence interval [CI] 1.38–2.73), based on three
studies. Lin and colleagues (2011) found a hazard ratio [HR]
per 10 decibels hearing level [dB HL] of 1.27 (95% CI
1.06–1.50) in a cohort of 639 individuals with 58 incident
cases of dementia. Gallacher and colleagues (2012) found an
odds ratio per 10 dB HL of 2.67 (95% CI 1.38–5.18) in a
cohort of 1057 men with 79 incident dementia cases. Deal
and colleagues (2017) found a HR per 10 dB HL of 1.14 (95%
CI 1.03–1.26) in a cohort of 1889 individuals with 229
incident dementia cases. After the latest Lancet commission
report, Marinelli and colleagues (2022) found a HR per 10 dB
HL of 0.99 (95% CI 0.89–1.07) in a cohort of 1159 individuals
with 207 incident cases of dementia. A systematic review has
not been published prior to this study. Hence, there is a need
for high quality studies with sufficient follow-up time and
data to account for reverse causality and confounding. We
aimed to address this knowledge gap.

Added value of this study
We used data from a large cohort of 7135 individuals. Pure-
tone air-conduction hearing thresholds were determined in
sound-proof booths using a standardised automatic
procedure, and manually when participants were unable to
follow the instructions for the automatic procedure.
Participants were followed over a mean of 21.7 years (range
20.3–23.2) making reverse causation unlikely, and reliable

standardised methods to identify all-cause dementia and
dementia subtypes at the endpoint assessment were used.
With the longest follow-up on this topic so far, and with the
best available evidence to date, this study found a RR of 1.04
(95% CI 1.00–1.09, p-value 0.054) with 1089 all-cause
dementia cases. For individuals <85 years the RR was 1.12
(95% CI 1.05–1.21). The association with Alzheimer dementia
and non-Alzheimer dementias was similar. We did not find an
association for individuals ≥85 years. Higher mid-life
comorbidities, lower educational levels and higher degrees of
hearing impairment among dropouts may indicate that death
acts as a competing risk to dementia and may be the reason
for the lack of an association for the oldest participants. Our
results show that the risk of future dementia for individuals
with hearing impairment may appear excessively high if
reverse causation or confounding variables are not taken into
account.

Implications of all the available evidence
Present knowledge shows that hearing impairment is an
individual risk factor for all-cause dementia, but probably with
a lower magnitude than previously believed. Associations
between hearing impairment and Alzheimer dementia and
non-Alzheimer dementias in the literature vary in strength
and between sexes. Whether hearing aid use decreases the
risk is still uncertain, although recent observational studies
indicate some benefit. Future study cohorts need to be
dimensioned to investigate such associations, and new
technology should be used in hearing aids to improve quality
in studies on treatment effects.
Introduction
In 2019, the estimated number of people with dementia
was 57.4 million and is expected to increase to 152.8
million by 2050.1–3 The prevalence of hearing impair-
ment was estimated at 64% for individuals >64.4 Twelve
risk factors, which can be prevented or delayed, account
for 40% of worldwide dementias.5 Among these, hear-
ing impairment stands out as the most important
potentially modifiable risk factor for dementia, and in
2017 the Lancet Commission identified in a meta-
analysis a strong overall relative risk of 1.9 from
studies of objective hearing loss in samples of mean
ages 55–65 after 9–17 years follow-up. A study later
divided them into risk per 10 dB of hearing loss, finding
an odds ratio of 1.3.6,7 Yet there are concerns that this
association is erroneous because hearing impairment
causes people to be misdiagnosed as having dementia,
and due to reverse causality. Hearing impairment may
be an early symptom when people are developing de-
mentia, as neurodegenerative illnesses often develop
over a period of at least 10 years and up to 20 years prior
to the appearance of clinical symptoms.8 There are few
studies which report objective hearing impairment and
the risk of dementia over 10 years follow-up and none
over 20 years.

To our knowledge, only four high-quality studies
exist, which applied the gold standard of audiometric
testing and had at least five years of follow-up.9–12 Lin
and colleagues (2011) found an increasing risk for
incident dementia with increase in severity of baseline
hearing loss with a hazard ratio (HR) of 1.24 (95%
confidence interval (CI) 1.04–1.48) per 10 decibel (dB)
loss.9 The number of participants was 639, follow-up
with a median of 11.9 years, mean age 63.7, and 58
www.thelancet.com Vol ▪ ▪, 2023
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(9%) had dementia. Gallacher and colleagues (2012)
found an association between the mean hearing
thresholds of two hearing assessments (in mean 8.6
years apart), and dementia risk with increase in hearing
loss with odds ratio (OR) 2.67 (1.38–5.18) per 10 dB loss
without adjustment for cardiovascular diseases.10 The
participants included 1057 men, mean age 56.1, and 79
(7%) developed dementia. For some of these partici-
pants, diagnosis of dementia was obtained from medical
records, and some auditory assessments were per-
formed with background noise. The hearing loss was
calculated as a mean of two assessments in wave one to
four and therefore the length of follow-up is unclear,
making their findings difficult to compare with other
studies. Deal and colleagues (2017) found increased risk
of incident dementia for individuals with an increase in
severity of baseline hearing loss with HR 1.14
(1.03–1.25) per 10 dB. The 1889 participants were
physically healthy septuagenarians (mean age 75.5)
without difficulties performing activities of daily living
(ADL), follow-up over 9 years, and 229 (12%) developed
dementia.11 The dementia diagnoses were based on
prescribed dementia medication, dementia diagnosis
from hospital records or decline in the modified mini-
mental state exam of more than 1.5 standard deviation
(SD). Marinelli and colleagues (2022) found no associ-
ation between objectively measured hearing threshold at
baseline and dementia with HR 0.99 (0.89–1.12) per
10 dB. The number of participants was 1159, follow-up
(7.0 years, SD 3.7), mean age 76.0, and 207 (18%)
developed dementia.12

The primary objective of the present study was, with
the best available evidence to date, to investigate
whether hearing impairment was an independent risk
factor for dementia. We have used the largest longitu-
dinal study with gold standard audiometric testing and
dementia diagnostic assessment. This research also in-
cludes the longest follow-up on this topic so far, with
more than two decades, and adjustment for more
possible confounding factors. The secondary objective
was to investigate if a risk also applied to Alzheimer
dementia (AD) and non-ADs.
Methods
Study design and participants
We used individual participant data from the Trøndelag
Health Study (HUNT) in Norway.13 All current residents
aged ≥20 years in the former Norwegian Nord-
Trøndelag county were invited to participate in four
decennial surveys: HUNT1 (1984–1986), HUNT2
(1995–1997), HUNT3 (2006–2008) and HUNT4
(2017–2019) with individuals ≥70 included in a sub-
study, HUNT4 70+. The county area is home to 140,000
people (2018) and the people differ little from the na-
tional average for cause-specific mortality, general
health, unemployment rate and disability insurance,
www.thelancet.com Vol ▪ ▪, 2023
while the number of immigrants and proportion of
people with higher educational levels are below the na-
tional average.14–16

Our study sample (N = 7135) comprised participants
with hearing assessments in HUNT2 at ages 47–80
(mean 55.6, SD 5.9) and dementia assessment in
HUNT4 70+ at ages 70–102 years (mean 78.2, SD 6.5).
In the corresponding age group, in the HUNT2 Hearing
Study (1996–1998) 26,106 (73% of invitees) participated
and were included at baseline (Fig. 1).16,17

Ethics
The Regional Committees for Medical and Health
Research Ethics approved the study (‘23178 HUNT
hørsel’). The full study protocol was registered with
ClinicalTrials.gov (NCT04284384) and is available
online.

Exposures
The main exposure was the pure-tone average (hearing
threshold) calculated as the average hearing thresholds
of 0.5, 1, 2 and 4 kHz in the better-hearing ear measured
in dB. We defined a hearing threshold <25 dB as normal
hearing; 25–40 dB mild impairment (hearing aids usu-
ally recommended) and ≥40 dB as moderate or higher
degree of impairment (hearing aids needed). Pure-tone
air-conduction hearing thresholds were determined in
sound-proof booths using an automatic procedure in
accordance with ISO 8253-1, and manual audiometry
was conducted with people unable to follow the in-
structions for the automatic procedure.4

A wide range of baseline variables associated with
hearing impairment and dementia were included and
used in different models. In Model A we adjusted for
sex and age. To make the analysis comparable with
previous research, we adjusted for education and car-
diovascular risk factors diabetes mellitus, systolic blood
pressure, smoking and stroke/bleeding in Model B.9–11

In the fully adjusted main analysis, Model C, we
included all confounders, i.e. all confounders in Model
B, hospitalisation due to head injury, body mass index
(BMI), alcohol use, cholesterol and ischemic heart dis-
ease.13,18–24 Finally, to consider the impact of covariates
that could potentially be on the causal pathway, we
performed a sensitivity analysis in Model D as a further
test of potential causal pathways (see Appendix 1). These
were depression, physical activity, marital status and
living alone.18,20,25

Directed acyclic graphs drawn with DAGitty,
together with a priori knowledge and clinical judge-
ments were used to map the possible causal associations
between the variables.26 This graph and description of all
variables can be found in the Appendixes 2 and 3.

Outcomes
The outcomes of this study were all-cause dementia,
Alzheimer dementia and non-ADs. The cognitive
3
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Fig. 1: Study profile. Flow chart of study participants showing numbers and attrition in the Trøndelag Health Study, Norway.
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assessment protocol used to establish a diagnosis of
dementia comprised a neurocognitive test battery, ADL,
neuropsychiatric symptoms, subjective cognitive
decline, first symptom with time of debut, symptom
course and a caregiver interview.27–29 For each individual,
two experts (and a third if no consensus was achieved)
from a diagnostic work-up group of nine medical doc-
tors with comprehensive scientific and clinical expertise,
independently made diagnoses of dementia by applying
the Diagnostic and Statistical Manual of Mental Disor-
ders 5 using all available information.30,31

Statistical analysis
Analyses were performed with Stata/SE 17.0 and 18.0.
The relative risks (RR) of all-cause dementia, Alzheimer
dementia, and non-ADs for hearing thresholds, and all
p-values, were estimated using robust-error-variance in
modified Poisson regression. We post-hoc chose to es-
timate risk ratios instead of odds ratios as odds ratios
always overestimate risk ratios when outcomes are
frequent. Poisson regression was chosen since it is a
robust method to estimate risk ratios. To check for
possible nonlinear relationships pure-tone average
(PTA) was modelled post-hoc as restricted cubic spline
with four knots. This did not create a better fit than the
simpler model with PTA as a linear variable (Likeli-
hoods-ratio test, p-value >0.05). As prespecified we first
estimated the RR per 10 dB increase in hearing
threshold, and then estimated the RR for dementia for
those with hearing impairment vs. normal hearing
(hearing threshold <25 dB). To assess whether the as-
sociation depended on age and sex, we included all
three- and two-way interactions between hearing
threshold, age and sex (95% CI 0.98–0.99). In addition
www.thelancet.com Vol ▪ ▪, 2023
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and as prespecified, we made analyses to assess selec-
tion bias. To investigate the effect of death as competing
risk, the analyses were stratified by age at follow-up. The
risk of loss to follow-up due to death is higher among
the oldest and the cut-off was set to 85 years. As a post-
hoc analysis after peer-review we also performed the
analyses with cut-off 80 (See Appendix 1). The main
analysis was run with a dataset where missing data
(4-1,451 of 7135 cases) as prespecified was replaced with
multiple imputation. As a prespecified sensitivity anal-
ysis, we subsequently ran the same analyses in a dataset
without missing data (complete cases, n = 6186, 86.7%).
For the post-hoc dropout analysis we estimated the risk
of participating associated with the hearing threshold
using Poisson regression cumulative odds model with
adjustment for all confounders. We found no evidence
of major violations of the proportional odds assumption,
and ordinal logistic regression models are considered to
be robust to violations.32 The significance level was set to
5% in all tests.

Out of the total study sample (N = 7135) none had
missing data for outcome and exposure. A total of 75.4%
had complete data for all covariates. Of those with
missing covariates, 1.5% had three or more missing
values.

Missing values for covariates were imputed using
multiple imputation with chained equation, where all
exposures and covariates in the main analysis were
included in the procedure. In the imputation model,
linear regression or predictive mean matching was
performed for continuous, ordered logistic regression
for ordinal and logistic regression for binary variables.
To minimise bias, maximise use of available informa-
tion and obtain appropriate estimates of uncertainty, 50
datasets were imputed. The distributions in histograms
of the imputed values were visually compared to the
observed ones to assess whether they were reasonable.33

Role of the funding source
The funder did not have any role in study design, data
collection, data analyses, interpretation, or writing of the
report.
Results
Between August 15, 1995 and June 18, 1997, 26,106
participants were enrolled. Of the 26,106 people at
baseline 13,247 died before HUNT4 70+ took place, and
588 had moved outside the catchment area. Of the
remaining 12,271 people, 7251 consented to participate,
but 116 were excluded due to insufficient information.
Thus, the final number of individuals with a valid
hearing status in HUNT2 and assessment of cognitive
status at HUNT4 was 7135 (see Fig. 1). Mean follow-up
time was 21.7 years (SD 0.6, range 20.3–23.2). Baseline
demographic characteristics of participants by hearing
status category are presented in Table 1.
www.thelancet.com Vol ▪ ▪, 2023
Of all 7135 participants at baseline, 85.2% had
normal hearing, 12.0% had mild hearing impairment,
and 2.8% had moderate/severe hearing impairment.
This is in line with the prevalence of hearing loss in all
HUNT2 participants.4 Compared with participants
without hearing impairment, those with hearing
impairment were more likely to be older, male, have
higher BMI, higher blood pressure, higher cholesterol, a
history of stroke/bleeding, ischemic heart disease and
hospitalisation caused by a head injury. They were also
less often married, more often living alone, had lower
educational levels, less frequent alcohol consumption
and smoked less (see Table 1). At follow-up, the all-
cause dementia prevalence was 15.3%. The prevalence
of Alzheimer dementia was 8.7% and non-ADs 6.6%.

The crude association between hearing impairment
and dementia per 10 dB increase in hearing threshold
was RR 1.38 (95% CI 1.33–1.44), for women RR 1.43
(95% CI 1.36–1.51) and for men RR 1.36 (95% CI
1.27–1.46). In the main fully adjusted analysis (Model
C), there was a small association between hearing
impairment and dementia with RR 1.04 (95% CI
1.00–1.09); however, there was a clear association in
those <85 with RR 1.12 (95% CI 1.05–1.21). In <85 the
association remained when analysed separately for men,
RR 1.12 (95% CI 1.01–1.23) and women RR 1.15 (95%
CI 1.03–1.27) (See Table 2 and Forest plot in Appendix
6). For all models A–C, when stratified by age and sex,
there were associations for individuals <85 at follow-up
but not ≥85, and associations for men and women <85.
There was a small two-way interaction between increase
in hearing threshold and age only in Model C (95% CI
0.98–0.99, p < 0.001). There was an increased risk for
Alzheimer dementia in those <85, and in the total group
of men and for men <85. There was an increased risk
for non-AD in women <85 (See Table 3).

We analysed RR for all-cause dementia, Alzheimer
dementia and non-ADs in those with normal hearing vs.
those with hearing impairment (>25 dB). In the total
group there was a small association with all-cause de-
mentia. There was an increased risk in those <85 and in
women <85. In those <85 there was also an increased
risk for Alzheimer dementia and non-ADs. There was
an increased risk for non-ADs in women <85 (See
Table 4).

In the complete case analysis (n = 6186), there were
no substantial changes in the associations compared
with analysis after multiple imputation (see Appendix
4). The associations when adjusting for additional
covariates (Model D) were similar to the association
when adjusting only for confounders (Model C) but had
wider CI’s (see Appendix 1).

As a drop-out analysis, and to investigate the differ-
ence in risk between the two age groups, we estimated
the risk of participating in the study associated with the
hearing threshold. Dropouts had higher mid-life comor-
bidities, lower educational levels and higher degrees of
5
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Age, years Participants Dementia cases Model A Model B Model C

n n RR 95% CI p value RR 95% CI p value RR 95% CI p value

Total 7135 1089 1.07 1.02–1.12 0.003 1.05 1.00–1.09 0.044 1.04 1.00–1.09 0.054

<85 5956 565 1.16 1.08–1.24 <0.001 1.12 1.05–1.20 0.001 1.12 1.05–1.21 0.001

≥85 1179 524 1.02 0.97–1.07 0.43 1.02 0.97–1.07 0.65 1.01 0.96–1.07 0.60

Women 3943 654 1.05 0.99–1.11 0.12 1.03 0.97–1.09 0.30 1.03 0.97–1.09 0.31

<85 3184 295 1.18 1.06–1.30 0.002 1.15 1.04–1.27 0.008 1.15 1.03–1.27 0.010

≥85 759 359 1.02 0.96–1.08 0.52 1.01 0.95–1.08 0.70 1.01 0.95–1.07 0.79

Men 3192 435 1.11 1.04–1.19 0.003 1.07 1.00–1.15 0.063 1.06 0.99–1.14 0.079

<85 2772 270 1.15 1.05–1.26 0.003 1.11 1.01–1.22 0.026 1.12 1.01–1.23 0.028

≥85 420 165 1.06 0.97–1.17 0.21 1.01 0.92–1.11 0.83 1.01 0.92–1.11 0.76

Model A: Adjustment for age and sex; Model B: Additional adjustment for education, diabetes mellitus, systolic blood pressure, smoking and stroke/bleeding; Model C (main
analysis): Additional adjustment for head injury, BMI, alcohol use, cholesterol, and ischemic heart disease. The RR, CI, and all p-values were estimated using robust-error-
variance in modified Poisson regression. RR = relative risk; CI = confidence interval; BMI = body mass index.

Table 2: Relative risk (RR) for all-cause dementia per 10 decibels increase in hearing threshold in the whole sample, men and women separately and
stratified by age at follow-up (n = 7135).

Baseline covariates Hearing statusa Total Missing (n) Methodb

Normal Mild
impairment

Moderate/severe
impairment

Frequency (n, %) 6077 85.2 858 12.0 200 2.8 7135 100

Dementia (n, %) 778 10.9 239 3.3 72 1.0 1089 15.3

Mean SD Mean SD Mean SD Mean SD

Age (years) 55.6 5.9 60.7 7.4 64.3 7.7 56.5 6.5 0 Calculated

Systolic blood pressure (mmHg) 138 19 143 20 145 20 139 19.4 21 Measured

BMI (kg/m2) 26.8 3.7 27.1 3.5 27.7 4.0 26.8 3.7 28 Measured

Cholesterol (mmol/l) 6.24 1.13 6.33 1.17 6.46 1.04 6.25 1.1 26 Measured

Physical activity indexc 1.13 1.01 1.10 1.04 1.17 1.01 1.13 1.0 512 Self-reported

Alcohol use (times/month) 2.9 3.5 2.6 3.3 2.2 2.7 2.9 3.5 1451 Self-reported

HADS 7.5 5.1 7.6 4.9 7.6 4.9 7.5 5.1 786 Self-reported

n % n % n % n %

Male sex 2578 42.4 499 58.2 115 57.5 3192 44.7 0 Self-reported

Living alone 1100 18.1 182 21.2 54 27.0 1336 18.7 0 Central register

Marital status 5027 82.7 687 80.1 150 75.0 5864 82.2 0 Central register

Education 0 Central register

Primary school 1447 23.8 291 33.9 75 37.5 1813 25.4

Secondary school 3324 54.7 450 52.4 107 53.5 3881 54.4

University, <4 years 1065 17.5 103 12.0 16 8.0 1184 16.6

University, ≥4 years 241 4.0 14 1.6 2 1.0 257 3.6

History of stroke/bleeding 39 0.6 10 1.2 5 2.5 54 0.8 5 Self-reported

Ischemic heart disease 85 1.4 29 3.4 7 3.5 121 1.7 6 Self-reported

Diabetes mellitus 119 2.0 26 3.0 5 2.5 150 2.1 4 Self-reported

Smoking status 71 Self-reported

Never 2748 45.2 373 43.5 87 43.5 3208 45.0

Former 2047 33.7 332 38.7 74 37.0 2453 34.4

Current 1223 20.1 142 16.6 38 19.0 1403 19.7

Head injury 322 5.3 62 7.2 22 11.0 406 5.7 305 Self-reported

The HUNT Study, Norway. SD = standard deviation; BMI = body mass index; HADS = Hospital Anxiety and Depression Scale. aThe main exposure was the pure-tone average
(hearing threshold) calculated as the average pure-tone hearing thresholds of 0.5, 1, 2 and 4 kHz in the better-hearing ear measured in decibels (dB). A hearing threshold of
less than 25 dB was defined as normal hearing; 25–40 dB mild impairment (hearing aids usually recommended); and greater than 40 dB was defined as moderate to severe
and profound impairment (hearing aids needed). bData was collected from the Trøndelag Health Study 2 (HUNT2) questionnaires and measurements, measured by HUNT
test personnel or collected from a central register (Statistics Norway). cA continuous index for physical activity was calculated by a logarithm rewarding hours of vigorous
activity per week over hours of low activity per week, as vigorous activity seems to be the form of movement with the most convincing dementia risk reduction.

Table 1: Overview of the sample, prevalence of hearing impairment, demographic characteristics and covariates.
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Age, years Participants Dementia cases AD cases Participants Dementia cases Non-AD cases

n n RR 95% CI p value n n RR 95% CI p value

Total 6666 620 1.05 0.99–1.12 0.091 6515 469 1.05 0.97–1.13 0.20

<85 5703 312 1.15 1.05–1.26 0.003 5644 253 1.10 0.99–1.24 0.089

≥85 963 308 1.01 0.94–1.09 0.79 871 216 1.03 0.93–1.13 0.59

Women 3672 383 1.02 0.95–1.10 0.60 3560 271 1.06 0.95–1.17 0.28

<85 3053 164 1.13 0.98–1.30 0.088 3020 131 1.19 1.02–1.38 0.027

≥85 619 219 1.00 0.92–1.09 0.98 540 140 1.01 0.90–1.14 0.83

Men 2994 237 1.10 1.00–1.22 0.047 2955 198 1.04 0.93–1.17 0.49

<85 2650 148 1.17 1.03–1.32 0.012 2624 122 1.05 0.88–1.24 0.61

≥85 344 89 1.02 0.88–1.19 0.78 331 76 1.04 0.88–1.23 0.64

Model C with adjustment for age, sex, education, diabetes mellitus, systolic blood pressure, smoking, stroke/bleeding, head injury, body mass index, alcohol use, cholesterol
and ischemic heart disease. Relative risk (RR) for AD and non-ADs (vascular dementia, Lewy-body dementia/Parkinson dementia, frontotemporal dementia, mixed
dementia, other specified dementia, unspecified dementia) per 10 decibels increase in hearing threshold stratified by sex and age. Participants with non-ADs are left out of
the analysis of Alzheimer dementia-risk and vice versa. The RR, CI, and all p-values were estimated using robust-error-variance in modified Poisson regression. CI =
confidence interval; AD = Alzheimer dementia.

Table 3: Relative risk for dementia subtypes per 10 decibels increase in hearing threshold in the whole sample, men and women separately and
stratified by age at follow-up.

Articles
hearing impairment (hearing threshold +1.1 dB,
p < 0.001 after controlling for age and sex).
Discussion
The aim of the current study was to investigate the as-
sociation between hearing impairment and future de-
mentia in a sample from a large population-based
cohort with a lengthy follow-up. This makes reverse
causation unlikely. After adjusting for multiple de-
mographic characteristics and known confounders, in
the whole group the association between hearing
impairment and dementia was RR 1.04 per 10 dB loss in
hearing threshold at baseline, which had wide confi-
dence parameters. However, when stratified by age
there was a moderate 12% increased risk associated with
10 dB hearing loss in those under age 85. In the total
Age, years All-cause dementia (n = 7135) AD cases (n

RR 95% CI p value RR

Total 1.09 0.97–1.24 0.15 1.06

<85 1.36 1.11–1.67 0.003 1.34

≥85 1.02 0.89–1.17 0.76 0.99

Women 1.08 0.92–1.27 0.32 1.01

<85 1.58 1.17–2.14 0.003 1.35

≥85 1.02 0.87–1.20 0.79 1.01

Men 1.09 0.90–1.32 0.35 1.12

<85 1.24 0.94–1.62 0.13 1.36

≥85 0.98 0.77–1.24 0.86 0.93

Model C with adjustment for age, sex, education, diabetes mellitus, systolic blood pressur
and ischemic heart disease. Relative risk (RR) for normal hearing vs. hearing impairment (
using robust-error-variance in modified Poisson regression. CI = confidence interval; AD =
dementia, frontotemporal dementia, mixed dementia, other specified dementia, unspe

Table 4: Relative risk for dementia with normal hearing vs. hearing impairm
stratified by age at follow-up.

www.thelancet.com Vol ▪ ▪, 2023
group, with hearing impairment as a bivariate exposure,
the association between hearing impairment and de-
mentia was RR 1.09, which had wide confidence pa-
rameters as well, but when stratified by age there was a
36% increased risk in those under age 85. In the de-
mentia subgroup analyses there were moderate associ-
ations with Alzheimer dementia for men in the total
group with 17% increased risk and with non-ADs for
women <85 years with 19% increased risk.

Our results support earlier findings of an association
between hearing impairment and increased risk of de-
mentia. The magnitude of the association is comparable
with earlier findings in longitudinal studies of audio-
metric hearing impairment and dementia with confi-
dence intervals that overlap ours.9,11,12 There may be a
missed opportunity to diagnose dementia before
dropout due to death in a long follow-up cohort
= 6666) Non-AD cases (n = 6515)

95% CI p value RR 95% CI p value

0.89–1.26 0.50 1.17 0.94–1.44 0.16

1.01–1.78 0.044 1.46 1.05–2.03 0.024

0.82–1.20 0.95 1.06 0.83–1.35 0.66

0.81–1.26 0.12 1.22 0.91–1.64 0.19

0.85–2.13 0.20 2.05 1.31–3.22 0.002

0.81–1.27 0.92 1.02 0.73–1.41 0.92

0.85–1.47 0.41 1.09 0.81–1.48 0.57

0.95–1.95 0.094 1.11 0.70–1.75 0.66

0.65–1.33 0.68 1.07 0.72–1.58 0.92

e, smoking, stroke/bleeding, head injury, body mass index, alcohol use, cholesterol,
≥25 decibels) stratified by sex and age. The RR, CI, and all p-values were estimated
Alzheimer dementia; non-AD = vascular dementia, Lewy-body dementia/Parkinson
cified dementia.

ent (≥25 dB) in the whole sample, men and women separately and
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prevalence study, as people with dementia tend to die
earlier than their peers. This, together with an increase
with age in the prevalence of confounding factors, might
weaken the association among the oldest participants
and may be a reason for the absence of an association in
individuals ≥85 in our study.

Lin (2011), Gallacher (2012) and Deal and colleagues
(2017) all found a larger increase in risk with baseline
hearing loss and all-cause dementia than in our study.
Marinelli and colleagues (2022) found no association.
Still, except for the study by Gallacher and colleagues,
which used a different methodology, these studies all
have CIs that overlap with ours. Lin and colleagues
studied participants who were younger at follow-up in a
sample with a lower dementia prevalence, while Deal’s
participants, all in their seventies, had an almost
doubled dementia prevalence compared with septuage-
narians in our study. Marinelli and colleagues found no
association between hearing threshold at baseline and
dementia in a population-based sample, with the same
age at follow-up as in our study and the analysis with
adjustment for most known confounders. All had a
shorter time of follow-up.

Hearing impairment and dementia are associated
with common risk factors. Although the association
remained, it weakened along with more adjustments
for such confounders. Compared with those who
dropped out, those who participated in this study had
better hearing, less mid-life comorbidities and higher
education level (see Appendix 5). These factors may
attenuate the association between hearing impair-
ment and dementia in our study, which is supported
by our results that show an association among the <85
age group but not among the ≥85 age group, and
indicate that death might act as a competing risk to
dementia.

In subgroup analyses, there was an increased risk of
Alzheimer dementia for men, but only a weak associa-
tion for women, despite the often-reported higher fre-
quency of AD for women.34 In non-ADs, we found an
association for women <85 but no association for men.
The associations for dementia subtypes may be
explained by lack of power due to few dementia-subtype
cases.

In the current study, the increased risk for all-cause
dementia per 10 dB hearing loss for individuals <85
years spans between 11% and 18% depending on
model, age, and sex. This confirms to a large extent what
we have seen in previous high-quality research, i.e. that
acquired hearing impairment is an independent risk
factor for dementia. Our results challenge the idea that
hearing loss is associated with increased risk of cogni-
tive impairment and dementia only in those with severe
loss, showing a moderate increase in risk of dementia
with only ten decibels increase in hearing threshold.35

The strengths of our study include a gold standard
identification of both exposure with pure tone
audiometry, and outcomes developed through an expert
review of cognitive tests. Cognitive diagnoses were
based on standardised criteria, and assessments were
consistent throughout the whole sample, including a
consensus process using a clinical expert panel.31 This is
a strength compared to studies relying on less rigorous
diagnoses, such as those from hospital admissions or
from death records. No previous high-quality studies
have reported follow-up over 20 years, and few over 10
years. We did not measure dementia at baseline, but
with this length of follow-up, and the usual survival time
with dementia, it is unlikely that any participants had
dementia when hearing impairment was initially
measured, and consequently, the risk of reverse cau-
sality is minimised.36 Further, the large sample size and
a substantial number of confounders measured has
allowed for extensive adjustments and sensitivity ana-
lyses. However, people with illnesses including de-
mentia tend to differentially be lost to follow-up and this
would be expected to reduce our associations.

There are limitations as well. In a geriatric popula-
tion with considerable comorbidities, the competing
risk of death is especially high, as previously discussed,
and this may cause an underestimation of the true as-
sociation. Alzheimer biomarkers were not collected and
brain imaging was not performed, which may
contribute to misclassification of dementia subtypes.
Assessment of central hearing loss in addition to pe-
ripheral hearing loss should be considered in future
studies of the association with risk of dementia. Even
though our study is the largest performed so far, it may
be underpowered to identify weaker associations be-
tween hearing impairment and dementia. With a one-
sided test with 80% power and significance of 5%, our
data had the potential to detect a minimum effect size of
RR = 1.28.

The causal associations between the variables were
mapped with directed acyclic graphs. Still, with an
observational design, the ability to investigate a causal
pathway between hearing impairment and dementia is
limited. Nevertheless, theories point to a causal associ-
ation, like effects of long-term deprivation of auditory
input with psychosocial consequences and accelerated
brain atrophy, and deprivation of cognitive reserves,
because more resources must be devoted to process
sound.37–39 Due to the observational study design, we do
not know when the conditions began. Hence, mediating
effects are difficult to differentiate from confounding
effects. Further, we cannot rule out bias due to un-
measured confounders and residual confounding due to
measurement errors in the confounders such as
smoking, physical activity and alcohol consumption.
However, the association between these known risk
factors for dementia and hearing loss is found to be very
weak and controlling for these confounders had a
marginal effect on the estimates. As for the con-
founders, the associations remained when adjusting for
www.thelancet.com Vol ▪ ▪, 2023
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the potentially causal factors depression, marital status,
living alone and physical activity in the analysis.

Acquired hearing impairment was associated with an
increased risk of all-cause dementia for people under
age 85. For people aged 85 years and older there were no
associations, possibly due to survival bias. Our study
shows that acquired hearing impairment is a risk factor
for dementia independent of comorbidity, sociodemo-
graphic and lifestyle factors. We have added to the
literature with our long follow-up and extensive adjust-
ment for confounding that the risk for future dementia
for individuals with acquired hearing loss may appear
too strong if we do not account for reverse causation or
confounding variables.

Further research is necessary to investigate which
types of hearing loss influence cognitive decline, which
non-Alzheimer dementia subtypes are associated with
hearing impairment, whether both sexes are at risk for
all-cause dementia or dementia subtypes, and whether
treatment for hearing loss could reduce the incidence of
dementia.

As both conditions impact heavily on public health,
even small effect sizes make an association important.
Precise measures to reduce these conditions are of great
importance to reduce societal load and improve quality
of life.

Contributors
CM: Conceptualisation, resources, data curation, project administration,
formal analysis, validation, access and verification of the underlying
data, investigation, visualisation, methodology, writing of original draft
and editing. BLE: Conceptualization, resources, data curation, formal
analysis, supervision, validation, access and verification of the underly-
ing data, investigation, methodology, writing review and editing. SGC:
Supervision, methodology, writing, reviewing and editing. SK: Planning,
design, collaboration and implementation of data collection, writing,
reviewing and editing. FL: Writing, reviewing and editing. GL: Super-
vision, methodology, writing, reviewing and editing. BHS: Data cura-
tion, formal analysis, supervision, validation, methodology, writing,
reviewing and editing. BØ: Writing, reviewing and editing. GS: Con-
ceptualisation, resources, project administration, formal analysis, su-
pervision, funding acquisition, validation, investigation, methodology,
writing, reviewing and editing.

Data sharing statement
The data for this study encompasses information on the health and
samples from participants in The Nord-Trøndelag Health Study. Re-
searchers can access the data by application to the Regional Committees
for Medical Health Research Ethics and the data owners (HUNT and
Statistics Norway). The authors cannot share these data. However, other
researchers may contact the authors if they have questions concerning
the data.

Declaration of interests
SGC has in the last 36 months received grants for research in dementia
prevention, including by treating hearing loss, from UK NIHR, grant for
dementia risk assessment from Dunhill Medical Trust—UK Charity,
and grant for research in dementia prevention, including by treating
hearing loss, from Alzheimer’s Research UK—Charity. FL has in the
last 36 months received research grants pertaining to hearing loss from
National Institutes of Health, research grants pertaining to hearing loss
from Eleanor Schwartz Charitable Foundation, consulting fees as
consultant on topics related to hearing loss from Frequency
www.thelancet.com Vol ▪ ▪, 2023
Therapeutics and Apple Inc., personal fees as expert witness for the
plaintiff in a class action lawsuit against an insurance company in
Washington state pertaining to litigation relating to the insurance
company’s policy of non-coverage for hearing aids, is a scientific advi-
sory board member for Fondation Pour L’Audition, is a scientific advi-
sory board member (possible stock options pending continued role on
the SAB), is a volunteer board of the nonprofit AccessHears, received
donation in-kind from Sonova to Johns Hopkins University for hearing
technologies used in the NIH-funded ACHIEVE trial, and is director of
a public health research center funded in part by a philanthropic
donation from Cochlear Ltd., to the Johns Hopkins Bloomberg School of
Public Health. GL has since the initial planning of the work received
payment made to the institutions University College London Hospitals’
National Institute for Health Research (NIHR), and Biomedical
Research Centre, North Thames NIHR Applied Research Collaboration,
and as an NIHR Senior Investigator to support academics to work. GS
has participated in advisory boards for Biogen, Eisai and Roche con-
cerning antidementia drugs. All other authors declare no competing
interests.

Acknowledgements
The Trøndelag Health Study (The HUNT Study) is a collaboration be-
tween HUNT Research Centre, (Faculty of Medicine and Health Sci-
ences, NTNU, Norwegian University of Science and Technology),
Trøndelag County Council, Central Norway Regional Health Authority
and the Norwegian Institute of Public Health. This work was supported
by The Norwegian National Centre for Ageing and Health with a grant
from Health South-East (2019024). Co-author Gill Livingston is sup-
ported by University College London Hospitals’ National Institute for
Health Research (NIHR) and Biomedical Research Centre, North
Thames NIHR Applied Research Collaboration, as an NIHR Senior
Investigator. Co-author Beate Øhre is supported by the Norwegian Na-
tional Unit for Sensory Loss and Mental Health, Oslo University Hos-
pital, as a researcher.

Appendix A. Supplementary data
Supplementary data related to this article can be found at https://doi.
org/10.1016/j.eclinm.2023.102319.
References
1 Nichols E, Steinmetz JD, Vollset SE, et al. Estimation of the global

prevalence of dementia in 2019 and forecasted prevalence in 2050:
an analysis for the global burden of disease study 2019. Lancet
Public Health. 2022;7(2):e105–e125.

2 GBD 2016 Dementia Collaborators. Global, regional, and national
burden of Alzheimer’s disease and other dementias, 1990-2016: a
systematic analysis for the global burden of disease study 2016.
Lancet Neurol. 2019;18(1):88–106.

3 Wyller TB. Geriatri. 3rd ed. Gyldendal Norsk Forlag AS; 2020.
4 Engdahl B, Strand BH, Aarhus L. Better hearing in Norway: a

comparison of two HUNT cohorts 20 years apart. Ear Hear.
2021;42(1):42–52.

5 Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention,
intervention, and care: 2020 report of the Lancet Commission.
Lancet. 2020;396(10248):413–446.

6 Livingston G, Sommerlad A, Orgeta V, et al. Dementia prevention,
intervention, and care. Lancet. 2017;390(10113):2673–2734.

7 Loughrey DG, Kelly ME, Kelley GA, Brennan S, Lawlor BA. Asso-
ciation of age-related hearing loss with cognitive function, cognitive
impairment, and dementia: a systematic review and meta-analysis.
JAMA Otolaryngol Head Neck Surg. 2018;144(2):115–126.

8 Jack CR, Jr, Knopman DS, Jagust WJ, et al. Hypothetical model of
dynamic biomarkers of the Alzheimer’s pathological cascade.
Lancet Neurol. 2010;9(1):119–128.

9 Lin FR, Metter EJ, O’Brien RJ, Resnick SM, Zonderman AB,
Ferrucci L. Hearing loss and incident dementia. Arch Neurol.
2011;68(2):214–220.

10 Gallacher J, Ilubaera V, Ben-Shlomo Y, et al. Auditory threshold,
phonologic demand, and incident dementia. Neurology.
2012;79(15):1583–1590.
9

https://doi.org/10.1016/j.eclinm.2023.102319
https://doi.org/10.1016/j.eclinm.2023.102319
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref2
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref2
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref2
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref2
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref3
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref3
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref3
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref3
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref4
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref18
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref18
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref18
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref6
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref6
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref6
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref7
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref7
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref8
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref8
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref8
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref8
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref9
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref9
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref9
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref9
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref10
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref10
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref10
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref11
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref11
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref11
www.thelancet.com/digital-health


Articles

10
11 Deal JA, Betz J, Yaffe K, et al. Hearing impairment and incident
dementia and cognitive decline in older adults: the health ABC
study. J Gerontol Ser A Biol Sci Med Sci. 2017;72(5):703–709.

12 Marinelli JP, Lohse CM, Fussell WL, et al. Association between
hearing loss and development of dementia using formal behav-
ioural audiometric testing within the Mayo Clinic Study of Aging
(MCSA): a prospective population-based study. Lancet Healthy
Longev. 2022;3(12):e817–e824.

13 Horikawa C, Kodama S, Tanaka S, et al. Diabetes and risk of
hearing impairment in adults: a meta-analysis. J Clin Endocrinol
Metab. 2013;98(1):51–58.

14 Trøndelag i tall 2016 - Statistikk og fakta om Trøndelag; 2016. https://
www.trondelagfylke.no/contentassets/1889712535bd4178b8626f300c04
cae7/trondelag-i-tall-2016.pdf. Accessed December 9, 2021.

15 Dietrichson S. Nordmenns helse under lupen; 2016. Accessed
December 9, 2021.

16 Asvold BO, Langhammer A, Rehn TA, et al. Cohort profile update:
the HUNT study, Norway. Int J Epidemiol. 2022;52(1):e80–e91.

17 HUNT Research Center. HUNT2 hearing study; 2021. https://hunt-
db.medisin.ntnu.no/hunt-db/studyPart/NT2Hear1M1. Accessed
December 17, 2021.

18 Cruickshanks KJ, Nondahl DM, Tweed TS, et al. Education, occu-
pation, noise exposure history and the 10-yr cumulative incidence
of hearing impairment in older adults. Hear Res. 2010;264(1):3–9.

19 Tan HE, Lan NSR, Knuiman MW, et al. Associations between
cardiovascular disease and its risk factors with hearing loss-a cross-
sectional analysis. Clin Otolaryngol. 2018;43(1):172–181.

20 Engdahl B, Aarhus L, Lie A, Tambs K. Cardiovascular risk factors
and hearing loss: the HUNT study. Int J Audiol. 2015;54(12):
958–966.

21 Cruickshanks KJ, Klein R, Klein BEK, Wiley TL, Nondahl DM,
Tweed TS. Cigarette smoking and hearing loss the epidemiology of
hearing loss study. JAMA. 1998;279(21):1715–1719.

22 Fransen E, Topsakal V, Hendrickx JJ, et al. Occupational noise,
smoking, and a high body mass index are risk factors for age-
related hearing impairment and moderate alcohol consumption is
protective: a European population-based multicenter study. J Assoc
Res Otolaryngol. 2008;9(3):264–276 (discussion 1-3).

23 Lin RJ, Krall R, Westerberg BD, Chadha NK, Chau JK. Sys-
tematic review and meta-analysis of the risk factors for sudden
sensorineural hearing loss in adults. Laryngoscope. 2012;122(3):
624–635.

24 Chen JX, Lindeborg M, Herman SD, et al. Systematic review of
hearing loss after traumatic brain injury without associated tem-
poral bone fracture. Am J Otolaryngol. 2018;39(3):338–344.
25 Bess FH, Lichtenstein MJ, Logan SA, Burger MC, Nelson E.
Hearing impairment as a determinant of function in the elderly.
J Am Geriatr Soc. 1989;37(2):123–128.

26 Myrstad C. DAG hearing impairment and dementia; 2023. http://
dagitty.net/mCunoNz2019. Accessed June 20, 2023.

27 Nasreddine ZS, Phillips NA, Bedirian V, et al. The Montreal
Cognitive Assessment, MoCA: a brief screening tool for mild
cognitive impairment. J Am Geriatr Soc. 2005;53(4):695–699.

28 Morris JC, Heyman A, Mohs RC, et al. The Consortium to Estab-
lish a Registry for Alzheimer’s Disease (CERAD). Part I. Clinical
and neuropsychological assessment of Alzheimer’s disease.
Neurology. 1989;39(9):1159–1165.

29 Saxton J, Kastango KB, Hugonot-Diener L, et al. Development of a
short form of the severe impairment battery. Am J Geriatr Psychi-
atry. 2005;13(11):999–1005.

30 American Psychiatric Association. Diagnostic and statistical manual
of mental disorders, 5th Edition: DSM-5. American Psychiatric As-
sociation; 2013.

31 GjOra L, Strand BH, Bergh S, et al. Current and future prevalence
estimates of mild cognitive impairment, dementia, and its subtypes
in a population-based sample of people 70 years and older in
Norway: the HUNT study. J Alzheimers Dis. 2021;79(3):1213–1226.

32 Harrell FE. Regression modeling strategies: with applications to linear
models, logistic regression, and survival analysis. Springer Science &
Business Media; 2013.

33 Sterne JA, White IR, Carlin JB, et al. Multiple imputation for
missing data in epidemiological and clinical research: potential and
pitfalls. BMJ. 2009;338:b2393.

34 Zhu D, Montagne A, Zhao Z. Alzheimer’s pathogenic mechanisms
and underlying sex difference. Cell Mol Life Sci. 2021;78(11):
4907–4920.

35 Liu CJ, Chang PS, Griffith CF, Hanley SI, Lu Y. The nexus of
sensory loss, cognitive impairment, and functional decline in older
adults: a scoping review. Gerontologist. 2021;62(8):e457–e467.

36 Mueller C, Soysal P, Rongve A, et al. Survival time and differences
between dementia with Lewy bodies and Alzheimer’s disease
following diagnosis: a meta-analysis of longitudinal studies. Ageing
Res Rev. 2019;50:72–80.

37 Dawes P, Emsley R, Cruickshanks KJ, et al. Hearing loss and
cognition: the role of hearing AIDS, social isolation and depression.
PLoS One. 2015;10(3):e0119616.

38 Tun PA, McCoy S, Wingfield A. Aging, hearing acuity, and the
attentional costs of effortful listening. Psychol Aging. 2009;24(3):761.

39 Lin F, Ferrucci L, An Y, et al. Association of hearing impairment with
brain volume changes in older adults. Neuroimage. 2014;90:84–92.
www.thelancet.com Vol ▪ ▪, 2023

http://refhub.elsevier.com/S2589-5370(23)00496-0/sref12
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref12
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref12
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref13
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref13
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref13
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref13
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref13
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref20
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref20
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref20
https://www.trondelagfylke.no/contentassets/1889712535bd4178b8626f300c04cae7/trondelag-i-tall-2016.pdf
https://www.trondelagfylke.no/contentassets/1889712535bd4178b8626f300c04cae7/trondelag-i-tall-2016.pdf
https://www.trondelagfylke.no/contentassets/1889712535bd4178b8626f300c04cae7/trondelag-i-tall-2016.pdf
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref15
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref15
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref16
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref16
https://hunt-db.medisin.ntnu.no/hunt-db/studyPart/NT2Hear1M1
https://hunt-db.medisin.ntnu.no/hunt-db/studyPart/NT2Hear1M1
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref19
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref19
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref19
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref21
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref21
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref21
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref22
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref22
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref22
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref23
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref23
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref23
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref24
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref24
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref24
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref24
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref24
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref25
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref25
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref25
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref25
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref26
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref26
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref26
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref27
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref27
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref27
http://dagitty.net/mCunoNz2019
http://dagitty.net/mCunoNz2019
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref29
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref29
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref29
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref30
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref30
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref30
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref30
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref31
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref31
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref31
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref32
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref32
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref32
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref33
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref33
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref33
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref33
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref34
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref34
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref34
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref35
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref35
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref35
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref36
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref36
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref36
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref37
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref37
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref37
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref38
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref38
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref38
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref38
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref39
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref39
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref39
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref40
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref40
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref41
http://refhub.elsevier.com/S2589-5370(23)00496-0/sref41
www.thelancet.com/digital-health

	Hearing impairment and risk of dementia in The HUNT Study (HUNT4 70+): a Norwegian cohort study
	Introduction
	Methods
	Study design and participants
	Ethics
	Exposures
	Outcomes
	Statistical analysis
	Role of the funding source

	Results
	Discussion
	ContributorsCM: Conceptualisation, resources, data curation, project administration, formal analysis, validation, access an ...
	Data sharing statementThe data for this study encompasses information on the health and samples from participants in The No ...
	Declaration of interests
	Acknowledgements
	Appendix A. Supplementary data
	References


