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INVITED REVIEW

Primary eyecare provision for people living with dementia: what do we need to 
know?
Marianne E F Piano a,b, Bao N Nguyen a, Sena A Gocuka, Lynette Joubert c and Allison M McKendrick a

aDepartment of Optometry and Vision Sciences, School of Health Sciences, The University of Melbourne, Melbourne, Australia; bNational Vision 
Research Institute, Australian College of Optometry, Carlton, Australia; cDepartment of Social Work, School of Health Sciences, The University of 
Melbourne, Melbourne, Australia

ABSTRACT
Dementia comprises a group of brain disorders characterised by loss of cognitive function. Sensory 
loss, predominantly vision (the focus of this review) and hearing, is a significant problem for people 
living with dementia. Eyecare practitioners such as optometrists therefore play an important role in 
identifying and addressing vision-related care needs. To support provision of high quality “dementia- 
friendly” eyecare, this scoping review summarises recent primary research findings and available 
clinical practice guidelines, to identify research gaps relating to vision and dementia, and make 
recommendations for future research and clinical practice. The review set a priori guidelines for the 
population, concept and context based on the review questions. Primary research papers (2016– 
2021) were included via 3-step search strategy: preliminary search to index terms, full search, search 
reference lists of included articles for further inclusions. Additionally, websites of eyecare professional 
bodies in English-speaking countries were searched to identify current clinical eyecare practice 
guidelines relating to dementia. Study characteristics (e.g. country, study design) were reported 
descriptively. Patterns within findings/recommendations from included sources were identified 
using thematic analysis and reported as themes. 1651 titles/abstracts and 161 full-text articles were 
screened for eligibility. Three clinical practice guidelines were also identified. The final review 
included 21 sources: 18 primary research papers and 3 clinical practice guidelines. The thematic 
analysis reported five key themes: Diagnosis/Screening, dementia progression, findings on clinical visual 
testing, tailored approach to care, improving care. This scoping review demonstrated limited informa-
tion about current practices of optometrists working with people living with dementia. Recent 
evidence reinforces the continuing need for improved eyecare for people living with dementia, 
taking into account their specific needs with an individualised approach. Up-to-date practical recom-
mendations are synthesised for eyecare providers before, during and after a consultation with 
a person living with dementia, to better support their care.
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Introduction

Dementia is a collection of symptoms caused by disorders of 
the brain, usually characterised by loss of cognitive function. 
Common types include Alzheimer’s disease, vascular demen-
tia, and Lewy Body dementia. Dementia primarily affects 
thinking, behaviour, memory, reasoning and the ability to 
perform everyday tasks. An estimated 55 million people glob-
ally live with dementia, and this number is expected to 
increase to 135 million in the next 30 years.1 Dementia is 
also the seventh leading cause of death,2 creating 
a significant public health challenge for health and aged 
care systems worldwide. Surveys suggest many older adults 
in developed countries, including the UK,3 Australia4 and the 
USA,5 fear developing dementia more than other diseases 
such as cancer or diabetes. Such concerns have increased 
interest in dementia risk mitigation strategies to reduce the 
projected future global health burden, such as lifestyle 
changes and addressing modifiable risk factors.1,6

Sensory losses, such as vision and/or hearing, are common 
and significant problems for people living with dementia, 
with increasing burden as people live longer. A 2020 Lancet 
Commission report7 identified hearing impairment as a major 
potential modifiable risk factor for dementia, but did not 
include vision impairment based on the available evidence 

at that time. Since then, large-scale population studies of 
incident dementia have demonstrated an association 
between visual and cognitive impairment (for a recent 
review, see Nagarajan et al,8 and a recent report extended 
the Lancet Commission report analysis,9 to argue for the 
addition of vision impairment as a modifiable risk factor for 
dementia. However, by contrast, there is limited literature 
exploring the impact of vision impairment upon people 
already living with dementia, or how addressing treatable 
vision impairment may modify outcomes such as 
institutionalisation.10 As such, while awareness of other 
types of sensory loss in dementia is important from an inter-
disciplinary care perspective, the focus of this paper going 
forward will be eyecare (and vision-related sensory needs) 
specifically.

For people living with dementia, comorbid sight problems 
can be difficult to articulate to care professionals and to cope 
with.11,12 One study13 estimated up to 96% of people living 
with dementia alongside hearing and/or vision impairment 
could experience support care needs, which increased with 
the degree of these impairments, yet were frequently unmet. 
Many vision problems in dementia can be detected in stan-
dard clinical assessments, including impaired visual acuity, 
contrast sensitivity, stereopsis, colour vision and visual 
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fields.14 Moreover, compared to those without dementia, 
people living with dementia may experience significant bar-
riers in accessing eyecare services. Such services include low 
vision therapy,12 optometric examinations,15,16 and therapeu-
tic or surgical interventions (e.g. anti-VEGF injections,17 topi-
cal therapeutics,18 cataract surgery.18,19

Treatable vision impairment is more prevalent amongst 
people living with dementia (at home11 or in residential aged 
care facilities11,15 compared to the general population,11 and 
under-diagnosed.11,20 The presence of remediable yet unad-
dressed vision impairment poses significant problems for 
people living with dementia. Vision impairment reduces qual-
ity of life through restricting activities of daily living21–23 and 
limiting independence or societal/social participation.21,23,24 

Poor visual acuity, stereoacuity and contrast sensitivity are all 
established risk factors in falls,25 the negative impacts of 
which are compounded by dementia or cognitive impair-
ment. Dementia and cognitive impairment increases the like-
lihood of falls, resulting in hospitalisation,26 which 
subsequently increases the risk of delirium and further func-
tional or cognitive decline.27 Vision impairment in older 
adults with dementia also increases carer time and burden, 
such as supporting their activities of daily living and routine 
household tasks.28 Addressing the prevalent vision care 
needs for people living with dementia is beneficial beyond 
potential influences on the cognitive decline trajectory. 
Recent reviews addressing vision impairment and cognitive 
decline call for implementation of vision screening, and 
development of interventions, to facilitate early detection 
and management of eye diseases and refractive error.8,29–31 

This would reduce preventable vision impairment in people 
living with dementia,30,31 and older adults more generally.8,29

Eyecare practitioners therefore play an important role in 
dementia care. Many causes of treatable vision impairment 
can be detected during a routine eye examination. 
Uncorrected or under-corrected refractive error, a significant 
cause of vision impairment in people living with 
dementia,11,15 can be remedied by providing appropriate, 
adjusted spectacles. Early detection of age-related eye condi-
tions such as glaucoma, cataract or macular degeneration can 
trigger referrals into tertiary eyecare systems for further man-
agement. In Australia, the Royal Commission into Aged Care 
Quality and Safety final report32 recognised the importance of 
allied health services, including regular eyecare from opto-
metrists, in maintaining quality of life and sustaining inde-
pendence for older adults to live in their own homes longer. 
However, this emphasis on the importance of routine eye 
examinations is yet to be reflected in current dementia care 
pathways, or global guidance for dementia care.1

Optometrists can play a significant role in routine demen-
tia care, to identify visual needs and reduce the prevalence of 
treatable vision impairment for this group. However, it is 
unclear to what extent optometric clinical practice guidelines 
and care pathways support this role. International practice 
recommendations were recently published for the manage-
ment of hearing and vision loss in people living with 
dementia,33 however, these were not developed to be profes-
sion-specific and do not provide advice regarding specific 
diagnostic/testing procedures for eyecare professionals. 
Lastly, there is limited information about current practices 
and behaviours of optometrists working with people living 
with dementia, and an apparent dearth of research evidence 
to support current practice.33 Thus, we conducted a scoping 

review aiming to summarise the most recent findings and 
recommendations for assessing and managing the eyecare 
needs of people with dementia, and to identify gaps that 
could be addressed in future research.

Three prior review papers have examined the topic of 
eyecare and dementia. A systematic review considered 
papers about eyecare services provided for institutionalised 
older adults with cognitive impairment.34 A scoping review 
evaluated available interventions for vision and hearing 
impairments.10 Another scoping review explored suitable 
vision tests for administration by non-eyecare 
professionals.35 These papers reviewed literature published 
until 2017. Our current review updates previous reviews by 
including literature published from 2017 onwards, and aug-
ments what is currently known by:

● Including studies involving people living with dementia 
in both community and institutional settings.

● Considering all aspects of clinical testing and the diag-
nosis/management of vision problems for people with 
dementia, by eyecare professionals specifically.

● Including available English language clinical practice 
guidelines developed by professional bodies for 
clinicians.

Methods

Given the highlighted dearth of evidence surrounding pri-
mary eyecare provision for people living with dementia, 
a scoping review methodology was adopted to systematically 
map the existing research in this area from a range of sources 
and to identify knowledge gaps.

Review questions

Our scoping review focused on issues relating specifically to 
primary eyecare provision for people living with dementia, 
guided by the following research questions:

(1) What are the clinical practice recommendations for 
primary eyecare providers working with people living 
with dementia?

(2) What are the common effects of the presence of 
dementia on the assessment of visual function and 
structure?

(3) What are the documented challenges in eyecare provi-
sion for people living with dementia?

(4) What strategies have been implemented and evalu-
ated that address the eyecare issues experienced by 
people living with dementia?

Development of review protocol and search strategy

Our review protocol followed the Joanna Briggs Institute 
guidelines, structured from the Preferred Reporting Items 
for Systematic reviews and Meta-Analyses extension for 
Scoping Reviews (PRISMA-ScR) checklist.36 This involved set-
ting a priori guidelines for the population, concept and con-
text to answer the broad scoping review question. The search 
strategy was developed iteratively in discussion with the 
research team, following preliminary searches.
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(1) Population: People living with dementia aged 65 and 
older; carers supporting this group; eyecare profes-
sionals providing care to the former population (opto-
metrists, orthoptists, ophthalmologists).

(2) Concept: Eyecare provision, including studies that 
describe or evaluate assessment, diagnosis and man-
agement. Management includes vision rehabilitation.

(3) Context: Care of individuals residing in institutional or 
community settings.

Inclusion/Exclusion criteria

Table 1 details the inclusion and exclusion criteria for the 
scoping review.

Search methods

We followed the three-step search method recommended 
for standard systematic reviews. First, an initial limited 
search of a relevant database (Pubmed) was drafted by 
author MP, followed by an analysis of index terms (words 
within title/abstract; article keywords) by the research team 
to refine the search strategy against review objectives. 
A search was then conducted of all relevant bibliographic 

databases from publication year 2016 to 2021 (MEDLINE, 
Embase, PsychInfo, CINAHL, Scopus) using all identified key-
words and index terms (see Appendix A for final search 
strategy). Finally, we searched reference lists of included 
articles for further relevant papers. The research team addi-
tionally searched the websites of eyecare professional 
bodies in English-speaking countries to identify any clinical 
eyecare practice guidelines relating to dementia. The 
Covidence systematic review software (Veritas Health 
Innovation, Melbourne, Australia) was used for the data 
collation, screening and charting process. Final search 
results were exported into Covidence and duplicates 
removed by author SG.

Screening the search results

Figure 1 shows the search decision flowchart. Each title and 
abstract was independently screened by two reviewers with 
expertise in optometry (SG, BN) or orthoptics (MP). 
Discrepancies were arbitrated through consensus discussion 
between the research team, including the original reviewers, 
at the beginning, midpoint and final stages of the abstract 
review process. Full-text review for potentially eligible 
abstracts was performed by one author (SG) and verified for 

Table 1. Scoping review inclusion and exclusion criteria.

Inclusion Criteria Exclusion criteria
✓ Described, evaluated or reported results from techniques/tools used in 

primary eyecare assessment, diagnosis or management (including vision 
rehabilitation), where these were used.

✓ Focuses on experiences with eye examination or eyecare (patient and/or 
carer’s perspective)

✓ Care recipient has formal diagnosis of dementia
✓ Peer-reviewed and published between January 2016 and 

December 2021 (following on from previously published reviews16,37,38

✓ Written in English
✓ Involved human participants

✖ Epidemiological studies exploring the relationship between vision 
impairment and cognitive decline

✖ Studies focusing on visual system biomarkers for dementia outside the 
scope of current primary eyecare assessments, for example, retinal 
amyloid deposits that require specialised equipment/techniques

✖ Studies where it was not possible to separate findings for people living 
with dementia from the overall sample reported

✖ Animal studies
✖ Studies focusing on visual working memory or other forms of visual 

memory
✖ Self-reported vision impairment without presenting to an eyecare 

professional
✖ Interventional studies, not relating to clinical care

Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram for the scoping review process.
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accuracy by MP. Decisions on borderline articles for inclusion 
were reached by consensus amongst the research team.

Extracting and charting the results

The research team collectively developed the data charting 
form, after which two authors (out of SG, BN and MP) inde-
pendently extracted the data from each included research 
study. Final data extraction was by research team consensus 
to ensure all relevant data were captured.

Evidence synthesis

Characteristics of the included studies, e.g., study design, 
publication year, study population and origin country were 
reported descriptively. Thematic analysis was used to identify, 
analyse and report patterns within the data as themes. 
A single author (MP) collated and coded the qualitative 
results in NVivo 12 (QSR International Pty Ltd) and authors 
SG and BN reviewed the themes against the coded data.

Results

After duplicate removal, 1652 citations were identified. After 
title/abstract screening, 1490 were excluded and 162 full-text 
articles were retrieved to be assessed for eligibility. Of these, 
141 were excluded and 21 sources were considered eligible 
for inclusion in this scoping review (see Figure 1 for the full 
flow diagram, including exclusion reasons). Of the included 
sources, 18 were primary research papers and 3 were clinical 
practice guidelines, one of which was identified during the 
review process. Characteristics of the 18 included research 
studies are detailed in Table 1, alphabetised by first author, 
including study origin, design, aims, population (dementia 
diagnosis) and outcomes. The key findings and recommenda-
tions from the research papers are summarised in Table 2. In 
Table 3, characteristics and care recommendations are sum-
marised from three clinical practice guideline sources.

Study population

Only studies where dementia was formally diagnosed were 
included (n = 18). Participants either received a formal diagnosis 
using clinical criteria16,18,19,40,41,47,49,50,54 (n = 9), or had 
a condition that causes dementia18,39,43,49,51–53,55 (n = 8), such 
as Alzheimer’s disease, Parkinson’s disease. The most common 
diagnoses were Alzheimer’s disease39,49–53,55 (n = 7) and Lewy 
Body disorder including Parkinson’s disease39,43,45 (n = 3). 
Dementia type was specified in 8 studies.39,43,45,49,51–53,55 The 
methods used to diagnose dementia were explicitly stated in 
the included studies (see Table 1), except Leroi et al42, which 
studied clinicians providing care to people with dementia. 
Dementia severity was usually classified based on grading scales 
such as the Mini Mental State Examination (MMSE). Score brack-
eting was mild (MMSE 20–25), moderate (MMSE 10–20), and 
severe (MMSE 0–10). Two studies40,41 divided people living 
with dementia based on whether they had mental capacity. 
Five studies did not present severity data.16,19,39,45,47 Two studies 
included participants with severe dementia18,40; in all other 
studies, they were excluded.

Types of study design

Most studies included were case-control or cohort 
studies16,18,19,39,40,43,45,50–53,55 (n = 12). There were also 
descriptive or qualitative studies42,46,47,54 (n = 4), a single non- 
randomised controlled trial,41 and a single expert committee/ 
consensus report.49 There were no meta-analyses or rando-
mised controlled trials that matched study aims/criteria.

Publication dates and geographical locations of studies

Most studies included were published since 
201916,18,19,39,42,43,45,47,51,52,54,55 (n = 12). These studies were 
predominantly conducted in developed countries such as 
USA/Canada16,19,40,41,47,49 (n = 6), Europe (Spain,18,45,50,51 

Italy,39,53 Poland,55 n = 7), UK42,46 (n = 2) and Australia43 (n =  
1). The study by Wolski et al 54 involved collaboration 
between multiple sites in the UK, Cyprus, and France.

Methodology adopted (types of eye exam tools/ 
assessments performed)

Studies included usually had some form of optometric or 
ophthalmologic examination performed. Most studies were 
cross-sectional18,39–41,43,45,47,50,52,55 or involved retrospective 
analysis of medical charts16,19,51 (n = 13), while a single 
study53 followed participants longitudinally to assess change 
over time. The most common outcomes were visual 
acuity18,39–41,45,50–53,55 (n = 10), optical coherence 
tomography18,39,45,49–53,55 (OCT, n = 9), colour 
vision39,43,45,47,49–52 (n = 8), tonometry18,51,53,55 (n = 4), con-
trast sensitivity45,50–52 (n = 4), and visual field testing39,47,49 

(e.g. automated perimetry, n = 3). Cataract surgery rates 
were reported by two studies.16,19 Qualitative data regarding 
opinions of clinical care by patients and healthcare profes-
sionals were also reported42,46,54 (n = 3).

Thematic analysis

The thematic analysis revealed 5 themes and 12 sub-themes 
across the 21 included sources in our review (Appendix B):

(1) Diagnosis/screening: Four sources addressed this 
theme, identifying that vision screening was not rou-
tinely conducted as part of dementia care. Healthcare 
professionals felt less confident in applying and inter-
preting screening tools from outside their discipline. 
One study described the design and use of a vision 
screening tool in aged care settings, demonstrating 
concordance with a gold standard optometric exam-
ination and generating a high referral rate for 
a comprehensive eye examination.41 Another study 
performed comprehensive eye examinations and 
reported a significant proportion with poor visual 
acuity requiring follow-up eyecare.40 Clinical 
guidelines56,57 indicated the importance of clearly 
explaining test findings to people living with dementia 
and carers, with the person’s consent.

(2) Dementia progression: Linkage between dementia 
severity and measures of visual function and retinal 
structure/function was identified within 4 studies.43,51– 

53 Dementia severity was also linked to likelihood of 
access to care/treatment.19 Studies in this theme were 
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Table 2. Characteristics of the included research studies (n = 18) in the scoping review.

Author, Year Origin Study Type Main Aim/Purpose

Participant 
group: Sample 

Size Dementia Diagnosis Study Outcomes
Bargagli 

et al., 
202039

Italy Case-control 
/cohort

Measure visual and binocular function 
in people with Alzheimer’s disease 
and Parkinson’s disease

Parkinson’s 
disease: 6 

Alzheimer’s 
disease: 6 

Control: 8

Amyloid PETa scan 
(Alzheimer’s 
disease); 
Dopaminergic CTa 

and MRIa scans 
(Parkinson’s disease)

Visual acuity, Confrontation 
visual fields, Colour vision, 
Convergence near point, 
Angle of deviation, 
Stereopsis, OCTa

Chriqui 
et al., 
201740

Canada Case-control 
/cohort

Estimate prevalence of vision 
impairment in people with 
dementia in long-term care 
facilities

Dementia: 150 Clinical diagnosis of 
dementia noted in 
care records

Visual acuity, Refraction, Ocular 
pathologies

Kergoat 
et al., 
201741

Canada Non- 
randomised 
trial

Determine appropriate optotype for 
visual acuity screening and develop 
clinical decision-making algorithm 
to identify need for further eye 
examination in people with 
dementia

Dementia: 150 Clinical diagnosis of 
dementia noted in 
care records

Response rate per optotype, 
Visual acuity, Participants 
requiring referral

Leroi et al., 
201942

UK Descriptive/ 
qualitative

Explore healthcare professionals’ 
perspective of clinical care of 
people with concurrent hearing, 
vision, and cognitive impairment

Expert 
reference 
group: 17 

Survey 
respondent: 
653

Not applicable Qualitative summative data on 
gaps and solutions, 
Quantitative survey data 
regarding cognitive, vision 
and hearing screening in 
clinics

Marquie 
et al., 
201918

Spain Case-control 
/cohort

Assess visual function and 
ophthalmological care received to 
determine if cognitive impairment 
influenced presence, prior 
detection, and treatment of ocular 
pathology

Subjective 
cognitive 
decline: 229 

Mild cognitive 
impairment: 
684 

Dementia: 833

DSM-Vb criteria Clinical history, Visual acuity, 
Tonometry, OCTa

Matar et al., 
201943

Australia Case-control 
/cohort

Determine if colour discrimination 
relates to visual hallucinations and 
visuospatial function in Dementia 
with Lewy bodies

Dementia with 
Lewy bodies: 
24 

Control: 25

2017 Dementia with 
Lewy Body 
Consortium 
consensus criteria44

Colour vision, Visual 
hallucination rating

Murueta- 
Goyena 
et al., 
201945

Spain Case-control 
/cohort

Determine if distribution of retinal 
damage relates to visual disability 
in Lewy Body Diseases

Parkinson’s 
disease: 63 

Dementia with 
Lewy Bodies: 
8 

Symptomatic 
carriers: 4 

Control: 34

2016 revised clinical 
diagnosis criteria 
(source not 
specified)

Visual acuity, Contrast 
sensitivity, Colour vision, 
OCTa, Neuropsychological 
test battery

Nyman 
et al., 
201746

UK Descriptive/ 
qualitative

Identify needs, barriers and 
facilitators for effective social care 
and support provision to people 
with dementia and vision 
impairment

Dementia: 26 Self-report of formal 
diagnosis or current 
assessment

Qualitative themes about 
dementia and vision 
impairment social care 
needs, Barriers/facilitators to 
meeting these needs

Olds et al., 
202047

USA Descriptive/ 
qualitative

Characterise presentation of posterior 
cortical atrophy to neuro- 
ophthalmologists compared to 
cognitive specialists

Dementia: 38 Tang-Wai et al48 

criteria then 
consensus 
classification of 
posterior cortical 
atrophy

Self-reported symptoms, Visual 
fields, Colour vision, 
Stereopsis

Pelak et al., 
201849

USA Consensus/ 
opinion

Describe the range of retinal, 
electrophysiological, colour vision, 
and visual field deficits in people 
with Alzheimer’s disease

Varying sample 
sizes in 
studies 
reviewed

NIA-AAb criteria OCTa, Visual fields, Colour 
vision, Electrophysiology

Pershing 
et al., 
202016

USA Case-control 
/cohort

Examine dementia status and receipt 
of eyecare amongst Medicare 
recipients

Total: 
4,451,200 

Dementia: 
351,127

Medicare recipient 
diagnosis codes

Optometrist and 
ophthalmologist visits, 
Cataract surgery

Pershing 
et al., 
201919

USA Case-control 
/cohort

Examine first and second-eye cataract 
surgery rates between people with 
and without dementia

Total: 
1,125,387 

Dementia: 
23,331

Medicare recipient 
diagnosis codes

Cataract surgery (first or second 
eye)

Polo et al., 
201750

Spain Case-control 
/cohort

Examine association between visual 
dysfunction and morphologic 
retinal parameters in Alzheimer’s 
disease

Dementia: 24 
Control: 24

NINCDS-ADRDAb or 
DSM-IVb criteria

Pupils, Slit lamp examination, 
Visual acuity, Contrast 
sensitivity, Colour vision, 
OCTa

Salobrar- 
Garcia 
et al., 
201951

Spain Case-control 
/cohort

Determine if visual function relates to 
neurodegenerative changes in 
Alzheimer’s disease

Alzheimer’s 
disease: 60 

Control: 40

MMSEb score ≥ 17, 
NINCDS-ADRDAb or 
DSM-IVb criteria, 
Clinical Dementia 
Scale (severity)

Visual acuity, Refraction, Slit 
lamp examination, 
Tonometry, Contrast 
sensitivity, Colour vision, 
Orientation perception, OCTa

Sen et al., 
202052

India Case-control 
/cohort

Compare structural and functional 
changes in macula and optic nerve 
in people with Alzheimer’s disease 
and controls

Alzheimer’s 
disease: 20 

Control: 40

NINCDS-ADRDAb 

criteria
Visual acuity, Colour vision, 

Contrast sensitivity, OCTa, 
Electrophysiology

(Continued)
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cross-sectional excepting one longitudinal study.53 

One study found no relationship between MMSE 
scores and changes in retinal vasculature.55

(3) Findings on clinical visual testing: Changes in the retina 
were visible with commercially available imaging 
devices, namely OCT, with retinal nerve fibre layer 
thinning commonly reported. In some instances, 
these changes were linked to dementia severity, as 
measured via cognitive test scores (n = 3,51–53 or to 
visual function (n = 3.45,50,53 Poorer visual 
acuity,18,39,45,53 reduced contrast sensitivity45,50–52 

and impaired colour vision43,47,50,51 were identified in 
four studies each. Poorer binocular vision was identi-
fied in two studies.39,47 Only one study reported nor-
mal visual acuity in people with dementia.52

(4) Tailored approach to care: Six studies made sugges-
tions about the choice of tests,41,47,50,51,53,55 as well as 
three clinical guidelines.56–58 There were also qualita-
tive observations about the need for more time con-
ducting tests, or multiple visits to complete 
testing40,42,45,54 (n = 4), also emphasised in the clinical 
guidelines.56–58 Other studies recommended a more 
individualised approach to care based on qualitative 
research exploring the perspectives of healthcare 
professionals42 or people living with dementia and 
their carers.46,54 Clinical guidelines also identified the 
importance of considering a range of individual factors 
when deciding how to act in the person’s best 
interests,56,58 tailoring appointments to individual 
needs,57 and prioritising obtaining the most important 
information.58

(5) Improving care: This theme was mainly identified in 
qualitative research papers exploring eyecare provision 
for people living with dementia from the perspective of 
healthcare professionals or people living with dementia 
and carers.42,54 Findings related to access to care came 
from quantitative studies evaluating likelihood of 
receiving treatment16,18 or seeing an eyecare 
professional.19 Three studies highlighted the need for 
interdisciplinary collaboration and better 

communication between healthcare professionals 
involved in dementia care,16,42,54 alongside addressing 
inequities in access to care and/or suggesting a need 
for a dedicated eyecare pathway for people living with 
dementia.16,18,42 Clinical guidelines also highlighted the 
role of communication with people living with demen-
tia and carers,56,57 and that aged care staff could facil-
itate this, particularly social workers.58 However, this 
communication pathway was only addressed in one 
research study, identifying that information/explana-
tions provided by eyecare practitioners about optical 
devices and care could be improved.54

Discussion

Our scoping review was undertaken to answer a broad theme 
of enquiry about how optometrists, as primary eyecare pro-
fessionals, can support their provision of high-quality eyecare 
for people living with dementia. We first identified a number 
of relevant studies and guidelines (Tables 2–4). Alongside 
a limited number of clinical practice guidelines, eighteen 
primary research studies were found. Most research took 
the form of cohort or case-control studies, with a single non- 
randomised trial identified that applied a vision screening 
protocol developed to support clinical decision-making for 
referral. Included research studies were primarily cross- 
sectional, with just one study exploring changes in visual 
function and retinal structure over timeR. The clinical guide-
lines, albeit few, provided recommendations to support the 
management of eye conditions and eyecare service delivery 
for people living with dementia.

What are the clinical practice recommendations for 
eyecare provision for people living with dementia?

To answer our first research question, we synthesised findings 
of studies and guidelines identified in our review, to form 
a summary of clinical eyecare practice recommendations for 
the assessment and management of people living with 
dementia (Table 5). These recommendations encompass all 

Table 2. (Continued).

Author, Year Origin Study Type Main Aim/Purpose

Participant 
group: Sample 

Size Dementia Diagnosis Study Outcomes
Trebbastoni 

et al., 
201653

Italy Case-control 
/cohort

Compare 12-month peripapillary 
retinal nerve fibre layer thickness 
change between Alzheimer’s 
disease patients and controls

Alzheimer’s 
disease: 36 

Control: 36

NINCDS-ADRDAb 

criteria
Visual acuity, Ocular biometry, 

OCTa, Slit lamp examination, 
Tonometry, Fundus 
photography,

Wolski et al., 
201954

UK,  
Cyprus, 
France

Descriptive/ 
qualitative

Explore experiences of people living 
with concurrent sensory and 
cognitive impairment and their 
care partners

Dementia: 18 
Care partner: 

15

Memory clinic 
assessment (further 
details not reported)

Qualitative themes about 
perception of the assessment 
process

Zabel et al., 
201955

Poland Case-control 
/cohort

Compare changes in retinal 
microvasculature in Alzheimer’s 
disease and primary open angle 
glaucoma

Alzheimer’s 
disease: 27 

Primary open 
angle 
glaucoma: 
27 

Control: 27

DSM-IVb and NIA-AAb 

criteria, confirmed 
by Amyloid PET scan

Visual acuity, Tonometry, 
Slit lamp examination, OCTa, 

OCT-Aa

aImaging abbreviations: Positron Emission Tomography (PET), Computerised Tomography (CT), Magnetic Resonance Imaging (MRI), Optical Coherence 
Tomography (OCT), OCT Angiography (OCT-A). 

bDiagnostic test abbreviations: Diagnostic and Statistical Manual of Mental Disorders 4th/5th edition (DSM-IV/V), National Institute on Aging and Alzheimer’s 
Association (NIA-AA), National Institute of Neurological and Communicative Disorders and Stroke and Alzheimer’s Disease and Related Disorders Association 
(NINCDS-ADRDA), Mini Mental State Examination (MMSE).
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aspects of an eye examination, from initial preparation to 
finalisation of the eye examination and patient interaction. 
Rather than a checklist of tests, many of the recommenda-
tions focus on how to manage the patient and time, appro-
priate communication techniques and involvement of 
individuals who are familiar to the patient and/or part of 
their overall healthcare.

What are the common effects of the presence of 
dementia on the assessment of visual function and 
structure?

It is clear from the literature that a concurrent diagnosis of 
dementia can be associated with abnormal results on a range 
of routine clinical tests used to assess visual function and 
structure. For example, with recent advances in ophthalmic 
imaging, there is increasing literature on retinal imaging 
findings in people living with dementia (see recent review 
by Synder et al.60 It must be noted, however, that the visual 
findings highlighted in Table 3. are not intended to assist in 
the screening or diagnosis of dementia, as these studies have 
all involved a group of participants already diagnosed with 
dementia. Rather, our scoping review highlights the need for 
eyecare clinicians to be aware of the likelihood of abnormal 
test results, such as for the co-management of other ocular 
health conditions (e.g. glaucoma) that rely on tests like retinal 
imaging. However, it is currently not possible to make recom-
mendations for OCT, for example, in clinical practice, as more 
work is needed to distinguish dementia-associated retinal 
thinning from glaucomatous changes, which may share the 
same pathogenesis but are characterised by a different vas-
cular phenotype.55

This review has identified a body of recent evidence to 
support the use of additional tests for people living with 
dementia to detect visual deficits, which are not performed 
routinely on each patient in primary eyecare practice. This 
includes contrast sensitivity and low contrast visual acuity 
testing, colour vision testing using hue-based tests and bino-
cular vision testing. These findings support and add to recom-
mendations in previous literature relating to near visual 
acuity testing11,15 and are well within the scope of practice 
of optometrists as part of a tailored assessment for people 
living with dementia.

As identified in Table 5, eyecare professionals can tailor 
their choice of tests to accommodate varying levels of under-
standing and ability, where different options are available. For 
example, Kergoat et al41 suggest that for visual acuity testing, 
letter optotypes should be the first point of call. This can be 
followed by number optotypes. While not all people with 
dementia can be expected to respond, a low proportion 
(15%) did not respond to any optotype.41 Bowen et al11 and 
Chriqui et al40 found that a significant majority could still 
participate in many aspects of the routine eye examination, 
or indeed a complete assessment, with the right support, 
even in cases where dementia was severe.11 However, visual 
field testing with automated perimetry can be more difficult 
to complete for people living with dementia – Bowen et al11 

reported a 30% completion rate for static perimetry, and one 
study in our review opted not to perform visual field testing 
due to low reliability.55 Yet, conversely, for people with pos-
terior cortical atrophy, automated perimetry can surmount 
the profound visual perceptual difficulties associated with 
this particular type of dementia,47 demonstrating the value 

of a tailored approach to testing. In most studies reviewed, it 
was unclear what, if any, adaptations were made to visual 
function tests to accommodate dementia – only one study40 

documented this comprehensively. Overall, it is worthwhile 
attempting most tests, but more research about how eyecare 
practitioners adapt their practice and utilise different options 
for testing is needed.

What are the documented challenges in eyecare 
provision for people living with dementia?

The challenges to effective eyecare provision are captured 
within the Improving care theme. In the review by Campos 
et al (2019), only a few tools (14%) used in the reviewed 
literature were suitable for use by non-eyecare professionals, 
such as nurses, for screening vision impairments in people 
living with dementia. The main reasons for excluding appro-
priate tests were test duration, complexity of interpreting 
results, and need for specialised resources. The themes 
Improving care and Tailored approach to care also identified 
that the choice of test, duration of consultations, and access 
to care as barriers to providing optimal care to people living 
with dementia. Communication between different allied 
health, nursing and medical disciplines involved in dementia 
care was identified as a key challenge to meeting care needs 
relating to vision, by people with dementia, carers and health-
care professionals alike. This finding is reflected in dementia 
care literature focusing on patient needs in other areas61,62 

and may reinforce the need for an eyecare pathway that is 
integrated into routine dementia care, another subtheme in 
this review.

Lastly, a qualitative study by Wolski et al.54 identified that 
people living with dementia and carers have information 
needs that are not always met by clinicians in eye and hearing 
care, with key challenges being use of jargon, assuming prior 
knowledge/understanding, or verbal explanations of proce-
dures or use of optical devices not being stepped through in 
a clear, logical manner. Clinician-patient communication chal-
lenges within eyecare are not unique to the optometry pro-
fession, with a recent UK study highlighting similar challenges 
in ophthalmology care when communicating an eye disease 
diagnosis.63 This study highlighted the importance of adopt-
ing a proactive approach, primarily ensuring access to reliable 
written information, prompt referral to low vision services, 
and signposting to support groups/charities. While such 
approaches are likely to hold relevance for addressing similar 
challenges experienced by people living with dementia and 
carers, it is not clear to what extent these are being used 
outside of hospital eye clinics. Further, research to date has 
focused on people living with dementia and concurrent 
vision impairment. Overall, qualitative research focusing on 
the experiences of this group with the routine eye examina-
tion and following routine eyecare advice is limited.

Eyecare access barriers clearly exist for a proportion of 
people living with dementia, even for basic eyecare provision, 
e.g., a standard optometric eye examination. However, as 
studies identifying this access gap were quantitative and 
retrospective in nature, it is unclear which factors contribute 
to this lower likelihood of accessing eyecare services, and to 
what extent creating a dedicated eyecare pathway for people 
living with dementia would address such factors. Moreover, 
not all aspects of primary eyecare were addressed in the 
studies examining access. Our review identified no studies 
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Table 3. Summary of key findings and recommendations from the included research articles in the scoping review (n = 18).

Author, Year Key Findings Recommendations for eyecare
Bargagli et al., 

202039
People with Alzheimer’s or Parkinson’s disease more likely to self-report 

poor vision, intermittent diplopia/blur, asthenopia, photophobia and 
glare. Reduced superior and inferior retinal nerve fibre layer thickness 
in both groups compared to controls.

Binocular vision rehabilitation may help minimise ocular 
symptoms (e.g., intermittent diplopia)

Chriqui et al., 
201740

Eye exam usually completed in two sessions (8% one, 11% three, 3% four 
+). Not always possible to complete all visual tests. Of completed 
exams (n = 134), 63% no vision impairment, 68% pathology affecting 
visual acuity and required follow-up eyecare. Medical records only 
reported 27% with ocular disease. Almost half had no glasses for near 
vision.

Complete eye exam at a convenient time for patient across 
multiple sessions, if required, and reduce distractors from 
external sources.

Kergoat et al., 
201741

85% could respond to letters, 84% to numbers, 66% to tumbling Es and 
15% did not respond to any optotype. Screening and eye examination 
concordance in identifying people with decreased visual acuity at 
distance and near (>80%) and referring people for further testing 
(90%). 77% of participants required referral for comprehensive eye 
examination.

Monocular testing and letter optotypes are recommended for 
screening visual acuity in people with dementia. Visual acuity 
screening effectively detects people with dementia who need 
further comprehensive eye examination.

Leroi et al., 
201942

From expert reference group: 1. Poor interdisciplinary communication and 
care pathways; 

2. Lack of standardised, sensitive clinical assessment tools and evidence- 
based interventions to identify/meet needs; 

3. Need for flexible, individualised, patient- and caregiver-centred 
approaches, based on an interdisciplinary approach. 

From healthcare professional survey: 1. Screening not routinely 
undertaken in practice; 

2. Professionals feel less confident applying and interpreting screening 
tests outside of their discipline.

Inter-disciplinary training and screening tools and procedures are 
required for efficient referral, especially for patients with 
multiple sensory impairments (i.e., vision, hearing, etc.).

Marquie et al., 
201918

People with dementia less likely to be wearing spectacle correction, have 
undergone ocular surgery, and to receive ophthalmological treatment 
than people with subjective or mild cognitive decline. People with 
dementia more likely to present with reduced visual acuity, and show 
worse OCT image quality than people with subjective or mild cognitive 
decline.

Regular ophthalmological assessments are required to optimize 
visual function in people with dementia to improve quality of 
life, avoid isolation and reduce caregiver burden.

Matar et al., 
201943

People with Dementia with Lewy bodies showed impaired colour 
discrimination (67%) and self-reported visual hallucinations (63%). 
Poorer colour discrimination associated with clinician rating of visual 
hallucination.

Colour discrimination impairment and visual hallucinations may 
signal evolving Dementia with Lewy bodies.

Murueta- 
Goyena 
et al., 
201945

People with Dementia with Lewy Bodies, compared to Parkinson’s Disease 
and controls, have impaired low contrast visual acuity and visual 
attention and processing. Significant thinning of parafoveal inner 
retinal layers associated with poorer low contrast visual acuity and 
neuropsychological test scores (visual attention, perception, and 
processing speed).

Inner retinal layer thinning on OCT scans may be associated with 
increased visual disability in people with Dementia with Lewy 
Bodies.

Nyman et al., 
201746

Dementia can reduce an individual’s ability to cope with their vision 
impairment and make them more dependent and prone to lack of daily 
stimulation. Difficulties reported in learning to use unfamiliar 
technology (aids and appliances).

Be familiar with the needs of people with vision impairment and 
dementia, to support person-centred and effective care for 
individuals and family members.

Olds et al., 
202047

People with posterior cortical atrophy most often presented to neuro- 
ophthalmologists with difficulty reading (91%), poor performance on 
colour vision (88%), stereopsis (86%), and visual field testing (89%).

Assess visual fields with automated (perimetry) rather than 
confrontational visual field testing, colour vision and stereopsis 
to identify common deficits.

Pelak et al., 
201849

Clinical assessment tools show varying visual dysfunction (both cortical 
and retinal) in people with Alzheimer’s disease.

Tools used to assess anatomy (e.g., OCT) or function (e.g., visual 
fields) can reveal visual/ocular deficits in Alzheimer’s disease.

Pershing et al., 
202016

70.4% of recipients of eyecare with dementia saw an optometrist and 
54.7% saw an ophthalmologist. People with dementia were less likely 
to see an eyecare provider, receive a cataract diagnosis, and undergo 
cataract surgery.

Improved access to eyecare service including improved referral 
coordination between eyecare providers and other healthcare 
professionals is required.

Pershing et al., 
201919

People with dementia 47% less likely to undergo cataract surgery in any 
given year; likelihood decreases with time since dementia diagnosis. 
Lower proportion of second eye surgery in people with dementia 
(49.5% vs 75.3%). Second eye surgery more common in younger 
people, rural settings, lower Charlson Comorbidity index, fewer ocular 
comorbidities, or uncomplicated first eye surgery. Increasing age 
reduced likelihood of second eye surgery more for people with 
dementia.

People with dementia should be considered for cataract surgery 
more often and/or undergo surgery earlier. Second eye surgery 
should also be considered for suitable individuals.

Polo et al., 
201750

Visual dysfunction, related to retinal ganglion cell dysfunction, is 
detectable in people with Alzheimer’s disease. Contrast sensitivity and 
colour vision deficits are associated with retinal structural changes in 
people with Alzheimer’s disease.

Assess contrast sensitivity, colour vision and retinal changes on 
OCT in people with Alzheimer’s disease.

Salobrar- 
Garcia et al., 
201951

Not all colour vision tests are appropriate to detect colour vision 
abnormalities in people with dementia (e.g., Ishihara not appropriate 
for people with simultagnosia). Visual function tests (i.e., contrast 
sensitivity) are already abnormal in mild disease. Inferior thinning of 
RNFL thickness in people with Alzheimer’s disease correlates with 
MMSE score.

Assess contrast sensitivity to identify subclinical visual function 
deterioration, assess colour vision using hue-based tests and 
consider the supplemental use of OCT to indicate progression in 
Alzheimer’s disease.

Sen et al., 
202052

Despite normal visual acuity, Alzheimer’s disease patients have reduced 
contrast sensitivity, thinning of nerve fibre layer, ganglion cell layer and 
macular volume, reduced multifocal electroretinogram amplitude and 
delayed implicit times.

Imaging biomarkers improve diagnostic accuracy for Alzheimer’s 
disease, as these parameters correlate with electrophysiological 
disturbances and disease severity.

(Continued)
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Table 3. (Continued).

Author, Year Key Findings Recommendations for eyecare
Trebbastoni 

et al., 
201653

Baseline visual acuity is worse in patients with Alzheimer’s Disease. At 12 
months, nerve fibre layer thickness, cognitive function and visual acuity 
was reduced compared to baseline (mean reduction: 1.4 letters; no 
change in controls).

Test anterior visual pathways in Alzheimer’s disease, and be aware 
visual acuity may worsen over time.

Wolski et al., 
201954

Professionals’ clinical interests and expertise appeared limited to single 
systems. Few clinics had robust appointment reminder systems. Home- 
based tests are not favourable. Challenges in information sharing in 
hearing, vision, and cognitive assessments. Assessment time often too 
short and does not provide adequate information and explanations for 
carers.

Improvements in communication, information regarding optical/ 
hearing devices, and dementia care are required. Take more 
time assessing patients with multiple impairments and broaden 
knowledge on this.

Zabel et al., 
201955

Perimetry not performed due to low reliability. People with Alzheimer’s 
disease had lower vessel density in the deep vascular plexus and larger 
foveal avascular zone compared to people with glaucoma and controls, 
as well as thinner RNFL compared to controls. No correlation between 
MMSE score and vascular parameters.

Degenerative changes in glaucoma may share same pathogenesis 
as Alzheimer’s disease but different vascular phenotypes. OCT-A 
may help distinguish cause of RNFL damage and facilitate early 
diagnosis of primary open angle glaucoma

Table 4. Summary of recommendations from available clinical practice guidelines about eyecare provision for people living with dementia (n = 3).

Author, Year Origin Source type Recommendations for eyecare
College of Optometrists, 

202056
UK Clinical practice guidelines When examining people with cognitive impairment:

● Be aware that people with dementia are more susceptible to changes in colour 
vision and contrast sensitivity.

● Be aware that people with dementia can experience cortical vision impairment
● Be flexible and adapt testing techniques to the patient’s needs and attention levels
● Allow more time to complete the examination
● Be aware that capacity to consent and understand may vary within/between 

sessions
● Record any reasons for limitations on the examination and results obtained.
When managing eye conditions for people with cognitive impairment:
● Communicate findings and benefits/disadvantages of treatment in a clear, under-

standable way to both the person with dementia and carer
● Only prescribe where in best interests of the patient, considering level of change 

and functional vision improvement, falls risk, contrast sensitivity and serviceability/ 
use of current spectacles.

● Provide spectacle aftercare for as long as is reasonable.
● Make referrals in discussion with person with dementia, carer and GP if appropriate

Royal College of 
Ophthalmologists, 
201557

UK Quality standards Ask GPs to include information about the extent of cognitive impairment in making their 
referral. 

Ask people with dementia and carers to contact the department to alert them of dementia 
diagnosis 

Ensure staff delivering care are appropriately trained in sight loss and dementia 
Encourage people with dementia to participate in their own care as much as possible to 

ensure provided support reflects their preferences and helps retain independence 
Seek input from carers and advocacy services to support decision-making if mental 

capacity is absent or fluctuating 
Support access to eyecare appointments by:
● Making quiet rooms available for people with dementia
● Offering pre-appointment visits
● Creating specific pathways for managing clinic visits
● Adapting clinic spaces to minimise glare/reflections, improve colour contrast and 

navigation
● Ensuring waiting times are short and offering longer or flexible appointment times
Provide clear and accessible information about eye health for people with dementia 

and carers 
Adapt testing to focus on functional vision where appropriate 
Ensure referrals to sight loss support services are made via agreed pathways tailored 

to dementia
American Academy of 

Optometry, 201458
USA Clinical practice guidelines 

(aged care homes only)
When examining people with cognitive impairment:
● Be flexible and adapt testing techniques to the patient’s needs and attention levels, 

and prioritise obtaining the most important information
● Appreciate that they may have good and bad days
● Be flexible with appointments and reschedule if necessary to avoid agitation
When managing eye conditions for people with cognitive impairment:
● Optometrists can join Alzheimer Disease multidisciplinary teams operating in aged 

care homes
● Engagement with social worker can be valuable as they can support interactions 

with family members to obtain their input during decision-making
● Only prescribe where in best interests of the patient, considering level of change 

and functional vision improvement
● Level of cognitive impairment can impact on ability to handle and care for contact 

lenses
● Level of cognitive impairment is a limiting factor in the type and complexity of low 

vision care/choice of low vision aids.
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or guidelines relating to engagement with diabetic retinopa-
thy screening, and important management options such as 
ocular lubricants, topical glaucoma medications and lid com-
presses were only addressed in one study.18

What strategies have been implemented and evaluated 
that address the eyecare issues encountered by people 
living with dementia?

While some challenges in eyecare provision for people living 
with dementia have been documented, the development of 
comprehensive strategies to address these issues is still 
ongoing, with limited implementation or evaluation to date. 
Our review found that suggestions for strategies were scat-
tered across sources, with the most integrated being the UK 
College of Optometrists and Royal College of 
Ophthalmologists guidelines and quality standards 
(Table 3). This demonstrates the value of clinical practice 
guidelines for bringing such strategies into a cohesive docu-
ment that can inform a tailored approach to care, but few 
English-speaking countries whose professional body websites 
we accessed had such guidelines/standards in place. 
Although international practice recommendations were 
recently published covering hearing and vision 
impairment,33 the guidelines were multidisciplinary and 
therefore specific recommendations for vision testing/care 
are limited, and the level of uptake of these recommenda-
tions by eyecare practitioners is unknown. Adherence to such 
guidelines relies on people living with dementia accessing 
eyecare services, which is less likely for this group as high-
lighted above. The development of a dementia eyecare path-
way may help address service access gaps.

Our review identified a single intervention trial to imple-
ment strategies to address eyecare issues. Kergoat et al41 

trialled a vision screening protocol for people living with 
dementia and reported the number of referrals made and 
concordance with a standard optometric examination. 

However, there was no evaluation of the referral outcomes 
and it is unclear whether the screening protocol was imple-
mented beyond the study. Most eyecare studies included in 
our review were cross-sectional and did not address impor-
tant issues as discussed above. Overall, intervention studies 
for people with dementia appear rare, and there was limited 
information about how eyecare provision for this group could 
change, and whether such changes improve outcomes for 
people with dementia and carers.

Some strategies to accommodate dementia during clinical 
testing were identified in the Tailored approach to care theme, 
such as recognising the varied presentation of dementia, 
choosing tests carefully and allowing more time for testing. 
One example of implementing testing strategies to accom-
modate dementia in delivery of a hearing and vision care 
intervention is the European SENSE-Cog field trial64 – 
although not eligible for inclusion in our review as it was 
a feasibility trial not reporting eye examination details or 
visual outcomes, it documents deployment of some strate-
gies highlighted above. While the impact of deploying these 
strategies was not reported, a positive impact of the inter-
vention was identified for participants with dementia, and 
a full randomised controlled trial is underway. Thus, well- 
constructed intervention studies with evaluation data, and 
clear reporting of modifications made to accommodate 
dementia, are likely to appear in the future. These would 
provide appropriate information about effective eyecare pro-
vision for people with dementia, to update existing clinical 
guidelines and create new ones in other countries.

Gaps in the literature

A key area for future research is the development and imple-
mentation of a dementia eyecare pathway. Some reviewed 
studies have suggested such a pathway could encompass 
aspects such as referrals for cataract surgery16,19 and low 
vision therapy.42,54 However, more work is needed to 

Table 5. Clinical eyecare practice recommendations for the assessment and management of people living with dementia.

PREPARATION FOR AN EYE EXAMINATION
● Advise people with dementia and their carers to contact the eyecare practice in advance to alert them of dementia diagnosis before the appointment
● Ask general practitioners and other referring practitioners for information about the person’s extent of cognitive impairment (e.g. MMSE score)
● Be flexible and tailor the timing of eye examination/s to the individual by scheduling appointments at a preferred time of day, providing extra time for an 

appointment, minimising the waiting times, and/or conducting multiple sessions
● Ensure all staff involved in service and care delivery are appropriately trained in dementia (e.g. making a quiet area available for people with dementia)
● Adapt clinic spaces to reduce glare/reflections, improve colour contrast and aid navigation
● Identify whether the person with dementia has a preferred person they wish to involve during the consultation and in decision-making processes, with 

their consent (if practicable)
DURING AN EYE EXAMINATION
● Ask the patient and their carers about their individual visual needs and preferences (e.g. use of aids and appliances, activities of daily living) and consider 

these aspects in the management plan (e.g. prescribing new spectacles may not be necessary if current pair are serviceable and appropriate for their 
needs)

● Focus on functional or objective vision tests where appropriate, and consider testing aspects of visual function other than “standard” high contrast visual 
acuity, for example, low contrast visual acuity, contrast sensitivity, binocular vision, and, for people with Lewy Body disorders, colour vision

● Maximise test responsivity from people with dementia by reducing distractors in the room, and if not responding to letter optotypes, try numbers rather 
than tumbling E optotypes

● Attempt tests such as automated perimetry, imaging (e.g. OCT), electrophysiology (e.g. electroretinography) when clinically warranted, and record any 
reasons for limited examination results

● Encourage people with dementia to participate in their own care as much as possible, and seek input as appropriate from carers and/or advocacy services 
(if available in the local setting), to support decision-making if mental capacity is absent or fluctuating

AT THE END OF AN EYE EXAMINATION
● Communicate with people with dementia, their carers and other healthcare professionals in a clear, understandable way about importance of regular 

eyecare appointments, referrals, examination findings, benefits/disadvantages of treatments and the management plan
● Specifically enquire about potential other impairments (e.g. hearing) and liaise with appropriate professionals through coordinated referrals (e.g. 

audiologists, general practitioners, occupational/rehabilitation therapists)
● Consider referrals for cataract surgery (first and second eye, if appropriate), as people with dementia may benefit from intervention
● Provide clear and accessible information about eye health for people with dementia and carers using “dementia-friendly” guidelines59

● Offer referrals to additional services (e.g. ophthalmology, support for low vision) via agreed pathways tailored to people with dementia, where these 
pathways exist
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determine key details such as pathway format and compo-
nents, access points/routes, who is involved and whether 
there should be training/accreditation requirements for pro-
viders within the pathway. For example, a memory clinic 
facilitating post-diagnosis access to services may wish to 
refer people living with dementia to specific optometrists 
who can evidence completion of appropriate training to 
support their work with this group. Consideration also 
needs to be given to how such a pathway would also address 
the highlighted challenges with interdisciplinary 
communication/referrals16,42,54 and facilitate better experi-
ences for people living with dementia and carers. It is 
unknown whether the development and implementation of 
a dementia eyecare pathway would be sufficient to close the 
identified eyecare access gap, or whether other steps would 
be needed, such as teaching non-eyecare professionals 
involved in dementia care to perform vision screening.41,42

There is also a clear need for further intervention studies 
focusing on other aspects of eyecare provision, beyond spec-
tacles and low vision aids as deployed within the SENSE-Cog 
field trial,64 to address access barriers identified in areas such 
as cataract surgery, anti-VEGF treatments and ocular thera-
peutics. Extended follow-up within intervention studies 
would identify whether addressing treatable vision impair-
ment may modify outcomes such as rate of cognitive decline 
or institutionalisation.

Services not covered by current research such as diabetic 
eye screening and glaucoma monitoring could be explored in 
future studies. Documentation of adaptations to testing and 
management to accommodate different severities of demen-
tia in future studies would need elucidation. Reduction of 
eyecare access barriers would help people living with demen-
tia remain within primary eyecare systems, and may enable 
future research to explore associations between rate of cog-
nitive decline and vision impairment in people already living 
with dementia.

Rarer dementias, such as frontotemporal dementia and 
young-onset dementia, were not represented within the 
papers evaluated. It cannot be assumed that all aspects of 
our recommendations are applicable to these types of 
dementia. For example, we were unable to find advice or 
recommendations for eyecare practitioners regarding mana-
ging behavioural symptoms of dementia, common in certain 
variants of frontotemporal dementia. No recent research 
about vascular dementia was identified. Nevertheless, opto-
metrists could refer to the stroke rehabilitation literature 
when considering testing for this group, as well as taking on 
board recommendations made here regarding tailoring test-
ing and care to accommodate cognitive impairment. Further 
research about implications of the different dementia types 
for eyecare provision would help to diversify current and 
future clinical guidelines.

Limitations of review

As with all literature reviews utilising a pre-formulated search 
strategy, our search terms may not have identified papers 
where people living with dementia were incidentally 
included within a sample but this was not reported in the 
title, abstract or keywords. We endeavoured to address such 
issues by examining forward and backward citations of 
papers, but this may not have captured all instances.

We only included papers featuring participants with 
a formal diagnosis of dementia, thus findings may be less 
generalisable to those with mild cognitive impairment or 
undiagnosed dementia. Global estimates65 suggest at least 
50% of dementia cases go undocumented in primary care. It 
is therefore likely that eyecare practitioners, particularly opto-
metrists in primary care, are regularly encountering people 
living with dementia in clinical practice with no formal diag-
nosis. This poses challenges relating to access to tailored 
referral and eyecare pathways for people with dementia, 
should these be developed in future.

Findings from the scientific literature are not necessarily 
indicative of real-world clinical practice,35 creating further 
generalisability issues for our findings. To mitigate this, we 
included the review of clinical guidelines to identify current 
recommendations for working with people living with 
dementia. However, we were only able to identify such gui-
dance for a small number of countries, despite searching 
across all known English-speaking countries (e.g. UK, 
Australia, New Zealand, Singapore, Canada and USA). 
Moreover, constraining our search to English language only 
may limit the ability to generalise findings from our review to, 
for example, developing countries, which were not repre-
sented in our review (barring a single study conducted in 
India). While there are limitations to this methodology that 
mean our coverage may not be comprehensive, inclusion of 
these guidelines at least helps to bridge the gap between 
some of the exploratory studies identified in our review and 
the clinical practicalities, for example, important topics such 
as ongoing consent.

Conclusions

This scoping review reinforces the need for improved eye-
care service delivery and facilitated access for people living 
with dementia, to ensure their vision needs are identified 
early and addressed. To support this important role for 
eyecare practitioners, such as optometrists, we have endea-
voured, as an initial step, to synthesise available clinical 
practice recommendations for working with people living 
with dementia and their carers. These recommendations are 
timely given the 2022 World Alzheimer’s Report66 includes, 
for the first time, a dedicated section on the importance of 
addressing sensory health for people living with dementia. 
This highlights the importance of addressing sensory care 
needs to support the participation of people living with 
dementia and their carers in tailored interventions and 
programmes to maintain quality of life post-diagnosis. 
With an individualised approach to care, and clear recom-
mendations to guide process, this review suggests that 
eyecare professionals can improve their assessment and 
management of the eyecare needs of people living with 
dementia, thereby contributing towards addressing their 
sensory health overall. However, the dearth of available 
evidence limits the extent to which comprehensive recom-
mendations can be made for daily practice. More research 
needs to be done, including more intervention and follow- 
up, longitudinal studies to identify the benefits of receiving 
such care.
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Appendix

Appendix A. – Search Strategy

OVID MEDLINE, EMBASE, PSYCINFO

Population AND Context AND Concepts

Hits
People with 
dementia

Eyecare in home, 
clinical or aged 

care settings

Eye examination and 
management of 

refractive error OR

Management of 
age-related 

ocular disease 
(Cataract, 

Glaucoma, AMD, 
dry eye, diabetic 
retinopathy) OR

Management of 
vision 

impairment OR

Referrals and 
followup 

(between eyecare 
professionals) OR Eyecare professionals

Dementia/OR 
Dementia, 
Vascular/OR  
Frontotemporal 
Dementia/OR 
Dementia, 
Multi-infarct/OR 
Lewy Body 
Disease/OR 
Alzheimer 
Disease/OR 
(Dement* OR 
cogniti* OR 
Alzheimer* OR 
Parkinson* OR 
progressive 
aphasia OR 
posterior 
cortical atrophy 
OR Mini Mental 
OR MMSE).tw

Visual Acuity/OR 
Vision, 
Monocular/OR 
Vision, 
Binocular/OR 
Depth 
Perception/OR 
Diplopia/OR 
Vision 
Disorders/OR 
Vision, Ocular/ 
OR Vision 
Tests/OR 
Vision 
Screening/OR 
(((Eye* or 
ocular or 
vision or visual 
or refract*) 
adj2 (exam* or 
test* or 
screen* or 
treat* or 
correct* or 
care* or need* 
or problem* or 
disorder* or 
provi* or 
profession* or 
serv* or 
special*)) or 
eye care or 
eyecare or 
visual acuity). 
tw

Objective 
examination: 
Refraction, Ocular/ 
OR Tomography, 
Optical 
Coherence/OR  
Ophthalmoscopy/ 
OR Diagnostic 
Techniques, 
Ophthalmological/ 
OR Retinoscopy/ 
OR Visual Field 
Tests/OR (slit lamp 
or anterior eye 
exam* or posterior 
eye exam*).tw 

Refractive error: 
Refractive Errors/ 
OR Eyeglasses/OR 
(glasses or eye 
glasses or 
eyeglasses or eye 
wear or eyewear 
or spectacles or 
correct*).tw

Eye Diseases/OR 
Retinal 
Diseases/OR 
Retinal  
Degeneration/ 
OR Ocular 
Hypertension/ 
OR Dry Eye 
Syndromes/OR 
Diabetic 
Retinopathy/ 
OR Cataract/ 
OR Cataract 
Extraction/OR 
Vascular 
Endothelial 
Growth Factor 
A/OR Laser 
coagulation/ 
OR ((eye or 
ocular or 
catarac*) adj2 
(surg* or 
procedur* or 
operat* or 
manag* or 
treat*)).tw

Vision, Low/OR 
Visually 
Impaired 
Persons/OR 
Deaf-Blind 
Disorders/OR 
(low vision or 
blind or visual 
need* or vision 
need* or 
((vision or 
visual* or sight 
or sens*) adj2 
(impair* or loss 
or rehab* or 
restor* or 
deficit*))).tw

“Referral and 
Consultation”/OR  
Interprofessional 
Relations/OR 
Communication/ 
OR (refer* OR 
follow up OR 
followup OR 
monitor*).tw

Optometrists/OR 
Optometry/OR 
Orthoptics/OR  
Ophthalmologists/ 
OR 

Ophthalmology/OR 
(optomet* OR 

ophthal* OR 
optic* OR 
orthopt*).tw

MEDLINE 
395 

PSYCINFO 
158 

EMBASE 
999
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SCOPUS (n = 336)

TITLE-ABS ((“Dement*” OR “Lewy Bod*” OR “Alzheimer*” OR “cogniti*” OR 
Parkinson* OR “progressive aphasia” OR “posterior cortical atrophy” OR 
“Mini Mental*” OR “MMSE”)

AND
(((“Eye*” or “ocular” or “vision” or “visual” or “refract*”) w/2 (“exam*” or 

“test*” or “screen*” or “treat*” or “correct*” or “care*” or “need*” or 
“problem*” or “disorder*” or “provi*” or “profession*” or “serv*” or “spe-
cial*”)) or “eye care” or “eyecare” or “visual acuity” or “binocular vision” or 
“depth perception” or “diplopia”)

AND
(“Refract*” or “optical coherence tomography” OR “Ophthalmoscopy” 

OR “Retinoscopy” OR “Visual Field” OR “slit lamp” or “anterior eye exam*” 
or “posterior eye exam*” OR “glasses” or “eye glasses” or “eyeglasses” or 
“eye wear” or “eyewear” or “spectacles” or “correct*” OR “Dry Eye” OR 
“Diabetic Retinopathy” OR “Cataract” OR “Vascular Endothelial Growth 
Factor” OR “Laser coagulation” OR ((“eye” or “ocular” or “catarac*” or 
“retina*”) w/2 (“disease*” or “hypertens*” or “degen*” or “surg*” or 
“extract*” or “procedur*” or “operat*” or “manag*” or “treat*”)) OR “low 
vision” or “blind” or “part* sight*” or “visual need*” or “vision need*” 
((“vision” or “visual” or “sight” or “sens*”) w/2 (“impair*” or “loss” or 
“rehab*” or “restor*” or “deficit*”)) OR “Interprofessional Relations” or 
“Communication” OR “referral” OR “referred” OR “refer” OR “follow up” 
OR “followup” OR “monitor*” OR “optomet*” OR “ophthal*” OR “optic*” 
OR “orthopt*”))

AND
(LIMIT-TO (PUBYEAR,2022) OR LIMIT-TO (PUBYEAR,2021) OR LIMIT-TO 

(PUBYEAR,2020) OR LIMIT-TO (PUBYEAR,2019) OR LIMIT-TO 
(PUBYEAR,2018) OR LIMIT-TO (PUBYEAR,2017) OR LIMIT-TO 
(PUBYEAR,2016)) AND (LIMIT-TO (LANGUAGE,“English”)) AND (LIMIT-TO 
(EXACTKEYWORD,“Human”) OR LIMIT-TO (EXACTKEYWORD,“Aged”))

CINAHL (n = 212)

((MH Dementia) OR (MH “Dementia, Vascular”) OR (MH “Frontotemporal 
Dementia”) OR (MH “Dementia, Multi-infarct”) OR (MH “Lewy Body 
Disease”) OR (MH “Alzheimer Disease”) OR ((TI Dement* OR AB 
Dement*) OR (TI cogniti* OR AB cogniti*) OR (TI Alzheimer* OR AB 
Alzheimer*) OR (TI Parkinson* OR AB Parkinson*) OR (TI “progressive 
aphasia” OR AB “progressive aphasia”) OR (TI “posterior cortical atrophy” 
OR AB “posterior cortical atrophy”) OR (TI “Mini Mental” OR AB “Mini 
Mental”) OR (TI MMSE OR AB MMSE)))

AND
((MH “Visual Acuity”) OR (MH “Vision, Monocular”) OR (MH “Vision, 

Binocular”) OR (MH “Depth Perception”) OR (MH Diplopia) OR (MH 
“Vision Disorders”) OR (MH “Vision, Ocular”) OR (MH “Vision Tests”) OR 
(MH “Vision Screening”) OR ((((TI Eye* OR AB Eye*) OR (TI ocular OR AB 
ocular) OR (TI vision OR AB vision) OR (TI visual OR AB visual) OR (TI 
refract* OR AB refract*)) N2 ((TI exam* OR AB exam*) OR (TI test* OR AB 
test*) OR (TI screen* OR AB screen*) OR (TI treat* OR AB treat*) OR (TI 
correct* OR AB correct*) OR (TI care* OR AB care*) OR (TI need* OR AB 
need*) OR (TI problem* OR AB problem*) OR (TI disorder* OR AB dis-
order*) OR (TI provi* OR AB provi*) OR (TI profession* OR AB profession*) 
OR (TI serv* OR AB serv*) OR (TI special* OR AB special*))) OR (TI “eye care” 
OR AB “eye care”) OR (TI eyecare OR AB eyecare) OR (TI “Visual Acuity” OR 
AB “Visual Acuity”)))

AND
((MH “Refraction, Ocular”) OR (MH “Tomography, Optical Coherence”) 

OR (MH Ophthalmoscopy) OR (MH “Diagnostic Techniques, 
Ophthalmological”) OR (MH Retinoscopy) OR (MH “Visual Field Tests”) 
OR ((TI “slit lamp” OR AB “slit lamp”) OR (TI “anterior eye exam*” OR AB 
“anterior eye exam*”) OR (TI “posterior eye exam*” OR AB “posterior eye 
exam*”))) OR ((MH “Refractive Errors”) OR (MH Eyeglasses) OR ((TI glasses 
OR AB glasses) OR (TI “eye glasses” OR AB “eye glasses”) OR (TI eyeglasses 
OR AB eyeglasses) OR (TI “eye wear” OR AB “eye wear”) OR (TI eyewear OR 
AB eyewear) OR (TI spectacles OR AB spectacles) OR (TI correct* OR AB 
correct*))) OR ((MH “Eye Diseases”) OR (MH “Retinal Diseases”) OR (MH 
“Retinal Degeneration”) OR (MH “Ocular Hypertension”) OR (MH “Dry Eye 
Syndromes”) OR (MH “Diabetic Retinopathy”) OR (MH Cataract) OR (MH 
“Cataract Extraction”) OR (MH “Vascular Endothelial Growth Factor A”) OR 
(MH “Laser coagulation”) OR (((TI eye OR AB eye) OR (TI ocular OR AB 
ocular) OR (TI catarac* OR AB catarac*)) N2 ((TI surg* OR AB surg*) OR (TI 
procedur* OR AB procedur*) OR (TI operat* OR AB operat*) OR (TI manag* 
OR AB manag*) OR (TI treat* OR AB treat*)))) OR ((MH “Vision, Low”) OR 
(MH “Visually Impaired Persons”) OR (MH “Deaf-Blind Disorders”) OR (“low 
vision” OR blind OR “visual need*” OR “vision need*” OR (((TI vision OR AB 
vision) OR (TI visual* OR AB visual*) OR (TI sight OR AB sight) OR (TI sens* 
OR AB sens*)) N2 ((TI impair* OR AB impair*) OR (TI loss OR AB loss) OR (TI 
rehab* OR AB rehab*) OR (TI restor* OR AB restor*) OR (TI deficit* OR AB 
deficit*)))) OR ((MH “Referral and Consultation”) OR (MH “Interprofessional 
Relations”) OR (MH Communication) OR ((TI refer* OR AB refer*) OR (TI 
“follow up” OR AB “follow up”) OR (TI followup OR AB followup) OR (TI 
monitor* OR AB monitor*))) OR ((MH Optometrists) OR (MH Optometry) 
OR (MH Orthoptics) OR (MH Ophthalmologists) OR (MH Ophthalmology) 
OR ((TI optomet* OR AB optomet*) OR (TI ophthal* OR AB ophthal*) OR (TI 
optic* OR AB optic*) OR (TI orthopt* OR AB orthopt*))))

Appendix B. – Key themes identified across the 
included sources in the scoping review (n = 21)

Theme Subtheme

Number 
of 

mentions

Number of 
papers or 
guidelines

Diagnosis/ 
Screening

N/A 7 4

Dementia  
progression

N/A 7 6

Findings on 
clinical 
testing

Retinal changes 11 7
Poorer colour vision 6 5
Poorer contrast sensitivity 7 5
Poorer visual acuity 4 4
Poorer binocular vision 2 2

Tailored 
approach 
to care

Choice of tests 10 9
Need more time or visits 9 7
Individualised approach 13 6

Improving 
care

Access to care 5 4
Care pathways 8 5
Communication and working 

with other health care 
professionals

11 6

Communication with people 
living with dementia and 
carers

13 4
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