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Sensitivity to Alzheimer's disease
he recent passing of our
40th President, Ronald W.
Reagan, brought his experience with Alzheimer's disease
to the forefront of America's consciousness. Alzheimer's disease
(AD), one of the causes of
dementia, usually occurs after 60
years of age, "with a doubling of
risk every five years after the age
of 65."' With the population
aging, one should expect to see
a rise in the numbers of those in
whom this progressive and ultimately fatal neurodegenerative
disorder is likely to develop. In
fact, the present number of 4
million Americans who have this
disease is expected to swell to
13.2 million by 2050.2
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AD results in functional and
behavioral changes, including
memory loss, language difficulties
and motor impairments, which
can affect mobility. In addition,
AD can cause challenges that
involve visuospatial difficulties,
including the inability to accurately judge depth, and sensory
abnormalities, such as decreased
contrast sensitivity and difficulty
in discriminating short wavelength hue^.^,^ Along with these
clinical features, affected individuals can also experience the
same sight and visual maladies
that affect "healthy"seniors, like
cataracts, glaucoma, and agerelated macular degeneration-all
of which can affect contrast sensitivity. (Even in the perfectly
visually healthy senior, it is well
known that more light is needed
to see the same target as accurately as someone younger.)
Alone, or in combination with
other co-morbidities,these ocular

conditions can disrupt many
visual activities of daily living,
such as reading, check writing,
television viewing, and other
discriminatory visual activities
that permit individuals to maintain a predictably consistent relationship with their surroundings.
n the medical front, with
optometry joining ophthalmology in the treatment of glaucoma and, based on
the potentiation of contrast loss (a
result of both AD and glaucoma
being present), doctors should
seek to aggressively treat those
patients who have both conditions
as early as possible. This might
mean that baseline testing using
imaging and visual field evaluations could be considered part of
the "routine"care of patients with
AD, similar to regularly scheduled
dilated fundus examinations for
people with diabetes. Along this
same line of thinking, cataract
surgery might be considered earlier rather than later, not only for
enhancement of visual acuity, but
for the potential to decrease
glare sensitivity while increasing
contrast awareness.
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On the behavioral front, in an article in the New England Journal of
Medicine, it was purported that
cognitive activities, such as reading and playing board games,
appeared to be "associated with a
lower risk of dementia."5 Interestingly, the exclusionary criteria
for this study included the presence of a severe visual impairment
(thisterm was not defined in the
study).If this study could be revisited, I might respectfully suggest
that the researchers be made
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aware that niany individuals with
a "severe visual impairment" can
be assisted to see with low vision
rehabiitation, thereby participating in some of those activities that
appeared to decrease the risk of
dementia. Therefore, optometric
intervention can serve as an
invaluable adjunct to the care of
patients with AD by doing what
optometrists do best-prescribing
the appropriate optics for maximum sight ability. I have had the
personal experience-and I'm
sure there are many others who
have as weu-of prescribing a low
vision magnification device to
someone who initially appeared
out of touch, only to find that the
patient showed a renewed interest
in many activities that were presumed lost to AD.
ndividuals with AD are
deserving of the same levels
of thoughtful care as any
other patient. There may be a
temptation to modify treatment
or care based on the patient's
age andlor cognitive level. The

I

541

V O L U M E 7 5 l N U M B E R 9ISEPTEMBER 2004

OPTOMETRY

EDITORIAL

potential modification of treatment based on that perception
of the elderly, with or without a
co-morbidity-or, for that matter, the multiply handicapped,
cognitively challenged, or otherwise incapacitated-is amoral
by any health care professional.
For example, a nursing professor
reported that a relative's 86year-old mother in law, who had
experienced a stroke and needed
rehabilitation, asked to be
"referred to a well-respected
local rehab facility instead of
another less expensive one." Her
doctor compared that request to
"having a world-class architect
do repairs on your old, rundown
h ~ u s e . "And
~
because AD
occurs mostly in the older population, it would behoove the
health care community to
develop more sensitivity to the
needs of the elderly and treat
these individuals as we will
someday want to be treated.

Pediatric Use
of Ophthalmic
Drugs
Congratulations on the great
paper on pediatric patients you
published in the July issue of
Optometry. It was wellresearched, well-written, and
very clinical. I'm going to call
my students' attention to it
tomorrow in class.
Keep up the good work!

Bob Newcomb, O.D., M.RH.
Ohio State University
College o f Optometry
Columbus, Ohio

At present, the therapies for this
disease are palliative. Ophthalmic
medication, corrective lenses, or
low vision devices can be part of
the overall armamentarium for the
care of patients with AD. Optometry has an opportunity to join
mainstream health care in playing
an important role in providing prolonged quality of life and, with
that, minhkiig some of the dayto-day challenges confronting
these individuals. And with our
knowledge of the neurodegenerative disease process of glaucoma, optometrists may be able to
help provide input into the early
diagnosis of AD through some of
the same testing procedures we
presently use for the diagnosis and
management of glaucoma.
There is a need for more research
that can turn anecdotal reports of
the successful eye care of patients
with AD into evidence-based criteria for the care of these individ-

uals. Unlike most of the more
recent challenges facing optometry,
this one is not political, but
patient-oriented, and thus is ideally
suited for our collective energies.
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More thanks
I just wanted to thank you so
much for the job you do as editor. I have noticed many more
articles on binocular vision and
pediatric optometry this past
year. I am actually now saving
my Journals instead of throwing
them in the wastebasket
because they were full of medical disease issues and little else.
When you see mostly pediatric
patients, you don't see much
disease of any kind. I really
appreciate the shift in direction.

Carol L. Scott, O.D.
Vision Enhancement Clinic
Springfield, Missouri
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