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Abstract

Background: Age-related vision impairments and dementia both become more prevalent with increasing age. Research into
the mechanisms of these conditions has proposed that some of their causes (eg, macular degeneration/glaucoma and Alzheimer’s
disease) could be symptoms of an underlying common cause. Research into sensory-cognitive aging has provided data that sensory
decline may be linked to the progression of dementia through reduced sensory stimulation. While hearing loss rehabilitation may
have a beneficial effect on cognitive functioning, there are no data available on whether low vision rehabilitation, specifically
for reading, could have a beneficial effect on cognitive health.

Objective: The research questions are: (1) Does low vision rehabilitation reduce reading effort? (2) If so, does reduced reading
effort increase reading activity, and (3) If so, does increased reading activity improve cognitive functioning? The primary objective
is to evaluate cognition before, as well as at 6 months and 12 months after, 3 weeks of low vision reading rehabilitation using
magnification in individuals with age-related macular degeneration, with or without coexisting hearing impairments. We hypothesize
that improvements postrehab will be observed at 6 months and maintained at 12 months for participants with vision loss and less
so for those with dual sensory loss. The secondary objective is to correlate participant characteristics with all cognitive outcomes
to identify which may play an important role in reading rehabilitation.

Methods: We employ a quasiexperimental approach (nonrandomized, pre-post intervention study). A 3x3 design (3 groups x
3 time points) allows us to examine whether cognitive performance will change before and after 6 months and 12 months of a
low vision reading intervention, when comparing 75 low vision and 75 dual sensory impaired (vision & hearing) participants to
75 age-matched healthy controls. The study includes outcome measures of vision (eg, reading acuity and speed), cognition (eg,
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short-term and long-term memory, processing speed), participant descriptors, demographics, and clinical data (eg, speech perception
in noise, mental health).

Results: The study has received approval, and recruitment began on April 24, 2019. As of March 4, 2021, 38 low vision and 7
control participants have been enrolled. Lockdown forced a pause in recruitment, which will recommence once the COVID-19
crisis has reached a point where face-to-face data collection with older adults becomes feasible again.

Conclusions: Evidence of protective effects caused by reading rehabilitation will have a considerable impact on the vision
rehabilitation community and their clients as well as all professionals involved in the care of older adults with or without dementia.
If we demonstrate that reading rehabilitation has a beneficial effect on cognition, the demand for rehabilitation services will
increase, potentially preventing cognitive decline across groups of older adults at risk of developing macular degeneration.

Trial Registration: ClinicalTrials.gov NCT04276610; Unique Protocol ID: CRIR-1284-1217;
https://clinicaltrials.gov/ct2/show/NCT04276610

International Registered Report Identifier (IRRID): DERR1-10.2196/19931

(JMIR Res Protoc 2021;10(3):e19931) doi: 10.2196/19931
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Introduction

Sensory and Cognitive Loss—An International,
National, and Local Priority
Prevention and treatment of cognitive impairments in the aging
population have become priorities for stakeholders in health
care research around the globe. In Canada, the Senate Report
on the need for a Canadian Dementia Strategy was released in
2017 [1], and resulting recommendations started to be made
public in 2019 [2]. For example, the importance of vision and
hearing is mentioned in order to promote and enable early
diagnosis, with the goals of increasing quality of life and
improving social connectedness, belonging, and purpose. These
initiatives specifically refer to the importance of vision and
hearing health research. Internationally, recent publications in
The Lancet [3,4] described dementia as the most challenging
threat to population health in our century and pointed out that
hearing loss may be the largest potentially modifiable risk factor
for cognitive impairments. While low vision rehabilitation (eg,
magnification strategies and reading rehabilitation) may serve
as a potential prevention strategy for cognitive decline, this
possibility is notably absent from this review. There is simply
a lack of evidence from longitudinal or intervention studies
regarding the links between visual loss and cognitive
impairments [5]. Some researchers have indicated that
improvement of vision through cataract surgery has resulted in
improved scores on attention, orientation, memory, language,
visual perceptual, and visuospatial skills as measured by the
Addenbrooke’s Cognitive Examination or the Revised
Hasegawa’s dementia scale [6,7]; however, improvements in
global scores across these cognitive domains did not replicate
when using the Telephone Interview of Cognitive Status [8,9].
This may in part be explained by the fact that some of these
researchers chose to utilize cognitive measures [10] that contain
items that require vision without any adaptations to confirm the
visibility of these test items. Others utilized nonvisual measures
of cognition [11,12], thereby avoiding the possible influence
of improved vision masking as improved cognition on visual
test items. Apart from medical interventions such as cataract

surgery, the main technique to improve visual input for reading
in the presence of low vision has been magnification; however,
vision rehabilitation has never been systematically evaluated
using cognitive outcome measures.

Comorbidity of Ocular Disease and Cognitive
Impairments
There is a growing body of evidence linking age-related eye
diseases such as age-related macular degeneration (AMD) with
changes in cognitive functioning and cognitive impairments
due to Alzheimer’s disease (AD) [13-17]. The prevalences of
AMD and AD increase with increasing age [18-21]; both
conditions share many risk factors (eg, smoking, obesity, age,
and unhealthy diet [22]), yet their comorbidity is higher than
what would be expected if they were independent of each other
[23-25]. The anatomical changes observed in both AMD (eg,
drusen development in the retina) and AD (eg, formation of
plaques in the brain) are possible symptoms of a common
underlying disease mechanism within the central nervous
system. Specifically, the buildup of beta amyloid found in
plaques and drusen could indicate a common pathogenesis for
both diseases [26-28]. Furthermore, declines in visual and
cognitive functioning are correlated [29-31]; for example, higher
cognitive function scores on the Mini-Mental State Examination
(MMSE) were associated with better best-corrected visual acuity
[29], when the visual items on this cognitive screening test are
either included or excluded [31]. Declining scores on a modified
and expanded version of the MMSE correlated with declines
in visual acuity, contrast sensitivity, and stereo acuity
impairments over 9 years in a population-based study of
community-dwelling, highly physically functioning older adults
[30]. It is less clear, however, whether these declines can be
modified with vision interventions, given that the MMSE is a
screening tool covering multiple aspects of cognition but none
at great depth. There is some evidence that individuals who read
frequently are at reduced risk of developing cognitive
impairments [32]. In addition, it is not surprising that there is
overlap between the behavioral aspects of AMD and AD; for
example, social disengagement and functional impairments in
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activities of daily living may be present as a result of either or
both conditions.

Low Vision Makes Reading More Effortful
The Framework for Understanding Effortful Listening has been
used to illustrate how listeners with a hearing impairment
allocate more cognitive resources in challenging conditions
(such as when an individual has hearing loss or there is noise)
[33]. Similarly, reading becomes more effortful in the presence
of central visual impairment or when visual input is suboptimal.
For example, AMD generally causes a reduction in visual acuity,
making it necessary for persons living with AMD to utilize
magnification in order to read with peripheral retina that is still
intact [34,35]. Given that fixation in the periphery is less stable
[36], more concentration and effort are required to read
magnified text with a peripheral retinal locus [37,38]. Effortful
viewing or reading explains why the presence of central visual
impairment (eg, the presence of central scotoma and resulting
drop in visual acuity) has repeatedly been correlated with
reduced reading speed as low as 20-40 words per minute [39],
whereby poorer fixation stability has been associated with
slower reading speeds [40]. Increased cognitive load leads to a
decrease in the attentional visual window [41]. As individuals
with vision loss find reading more effortful, thus experiencing
a higher cognitive load, their attentional window should shrink.
Processing of visual information in the retinal periphery (as is
necessary in persons living with AMD) is slower and not as
efficient as in the macular region [42], in both younger and older
observers [43]. In addition, low vision affects eye movements
during reading, thereby further shrinking the perceptual window
where letters are processed, likely due to the increase in
cognitive demand [44]. Importantly, when some cognitive
resources are diverted to this reading effort, remaining cognitive
resources may be insufficient for readers to rapidly or accurately
process (comprehend or remember) the information that was
seen or read.

Low Vision Rehabilitation Reduces Reading Effort
Difficulty while reading is the most common functional
complaint in persons with low vision, and improving the ability
to read is often the main purpose of vision rehabilitation
interventions [45]. The effectiveness of low vision rehabilitation
has been demonstrated repeatedly [46,47], specifically for
reading [48]. A systematic review confirmed that there is strong
evidence that low vision reading rehabilitation services improve
reading ability overall [49]. Both magnification devices (eg,
handheld magnifiers, closed-circuit televisions, or zoom
functions on an iPad [50,51]) and large print appear to be equally
effective [52]. Increasing reading performance (eg, increasing
reading speed at decreased print size or improving
comprehension) is frequently the main target for improvement
during rehabilitation [49,53]. It has been used as the primary
outcome measure in recent clinical trials demonstrating the
effectiveness of low vision treatments [49,53]. Individuals living
with low vision can be trained to use either closed-circuit
television video magnifiers or mechanical magnification devices
(eg, handheld magnifiers, telescopes) to help improve reading
performance by up to 200% [54]. One central underlying goal
of low vision rehabilitation is to reduce the effort that is required

to accomplish visual tasks in the presence of a visual impairment
[55]. Measuring this effort (or its reduction) can be done
subjectively by asking participants whether they perceive less
effort during completion of the task. However, there are also a
variety of observable variables that can be used as indicators of
reduced reading effort. They include improved reading speed
(eg, reading becomes faster as it becomes easier) and improved
reading comprehension (eg, less effort liberates cognitive
resources for processing and retention [33]). Interestingly, the
findings for reading comprehension in the presence of low vision
are mixed [56] insofar as reading speed (as an indicator of
effort), scotoma size, and visual acuity all influence
comprehension. However, most studies on low vision reading
have small sample sizes and are underpowered. Therefore, it is
hard to control for factors such as scotoma size or acuity
impairment, a problem we hope to overcome in our study by
recruiting a larger number of participants than is generally the
case in studies on low vision and reading.

The Link Between Reading and Cognition
Reading is a complex process that involves bottom-up visual
processing to enable grapheme (ie, letter) recognition that in
turn enables grapheme-to-phoneme conversion, leading to word
recognition and the identification of morphosemantic, syntactic,
and pragmatic features of lexical items that are ultimately used
in the comprehension of sentences and discourse such as stories
[57]. Because reading is subserved by a number of cognitive
processes, including attention, long-term memory, and working
memory, there is a symbiotic relationship between reading and
cognitive processing as has been documented extensively in the
psycholinguistic/neurolinguistic and brain imaging literature
[58,59]. Notably, a number of studies has shown that engaging
in high-level cognitive activities, such as reading text, appears
to preserve cognition in aging adults. The frequency of
participation in activities that are mentally stimulating, such as
reading, is associated with lower risk of incident AD [59-61].
Researchers have also linked reading and engaging in
higher-level cognitive activities with increased cognitive reserve,
that in turn is associated with more tolerance of AD pathology
and stimulation of brain plasticity [62-65].

Does Reduced Reading Effort Lead to Improved
Cognition?
We previously found a positive correlation between reading
speed and higher scores on the Montreal Cognitive Assessment
(MoCA) in persons with AMD [66,67]. Given the information
reviewed in the previous sections, the logical direction for our
investigation into the functional connection between low vision
and cognition is to examine the possible effects of reading
rehabilitation on the cognitive abilities of individuals undergoing
low vision rehabilitation. In order to disentangle the effects of
visual and cognitive impairments in older adults, members of
this research team have adapted cognitive tests so they can be
administered to individuals with low vision [68,69]. In parallel,
we are also in the process of developing a vision-screening test
that can be administered to individuals with various levels of
cognitive impairment [70,71]. This investigation will guide our
future research efforts into the improvement of service provision
in low vision rehabilitation for the purpose of increasing the
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independence and cognitive health of older adults living with
low vision.

Objectives and Hypotheses
The overall goal of the study is to demonstrate that low vision
rehabilitation will improve reading, which, in turn, will improve
cognition.

The primary objective is to measure global changes in reading
ability and cognitive functioning before and after 6 months and
12 months of reading rehabilitation. Hypothesis 1 is that
improvements relative to pretreatment performance will be
observed at 6 months and maintained at 12 months for
participants with vision loss only and less so for those with dual
sensory impairment (DSI). Control participants are expected to
have stable performance and outperform both groups who
receive reading rehabilitation. The global reading outcomes are
reading speed, reading comprehension, and subjective perception
of reading effort.

The global measure of cognition is the MoCA.

The secondary objective is to explore changes in more specific
subdomains of reading ability and cognitive functioning.
Hypothesis 2 is that improvements relative to pretreatment
performance will be observed at 6 months and maintained at
12 months for participants with vision loss only and less so for
those with DSI. Control participants are expected to have stable
performance and outperform both groups who receive reading
rehabilitation. The specific reading outcomes are reading acuity,
critical print size, reading accuracy, and subjective reports of
changes in reading habits.

The specific measures of cognition are episodic learning;
memory encoding, storage, and retrieval; attention, speed, and
mental flexibility; and semantic fluency.

Hypothesis 3 is that improved reading behavior will be
correlated with improved cognitive functioning across all 3

groups, with the strongest relationship being in the AMD-only
group. Such correlations will be observed across the global as
well as the specific measures.

The tertiary objective is to explore factors that may influence
the cognitive benefits of reading rehabilitation. Hypothesis 4 is
that individual differences in the association between improved
reading behavior and cognitive functioning may be related to
participant characteristics such as demographic variables,
hearing impairment severity, and mental health.

Study Design
We present this protocol following the Standard Protocol Items:
Recommendations for Interventional Trials (SPIRIT) guidelines
[72]. An overview of the trial registration data is provided in
Table 1. We decided on a 3-arm, quasiexperimental,
repeated-measures design (nonrandomized, pre-post intervention
study) [73], whereby participants act as their own comparison
across time points. Given the prevalence of hearing loss among
older adults, we decided to include both patients with AMD
who present with normal hearing [74,75] and those who
experience both vision and hearing loss (DSI). We decided to
add an age-matched control group with healthy vision and
hearing in order to observe the size of possible practice effects
and record general variability in the measures, given the
expected advanced age of our participants. The rehabilitation
center partners on this study generally provide reading
rehabilitation within 3 months of the initial optometric
assessment. Therefore, we chose 6 and 12 months as suitable
follow-up time points. After 6 months, the initial interventions
will be completed, and participants will have had 3 months to
engage in reading postintervention. Overall, a design with 3
groups (AMD-only, DSI, comparison) x 3 test times
(preintervention, 6 months, 12 months) is planned to allow us
to examine whether cognitive performance will change over
time and if the degree of change and the final performance on
outcome measures will differ across groups.

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 4https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Table 1. Trial registration data.

InformationData category

ClinicalTrials.gov ID: NCT04276610Primary registry and trial identifying number

February 19, 2020Date of registration in primary registry

CRIR-1284-1217Secondary identifying numbers

Fonds de recherche Quebec - Santé & Turmel Foundation (years 1 & 2);
Canadian Institutes of Health Research Project Grant: Patient-Oriented
Research Priority Announcement (year 3)

Source(s) of monetary or material support Primary sponsor

Walter.wittich@umontreal.caContact for public queries

Walter.wittich@umontreal.ca; natalie.phillips@concordia.caContact for scientific queries

Words on the Brain: Can Reading Rehabilitation for Age-Related Vision
Impairment Improve Cognitive Functioning?

Public & scientific title

CanadaCountries of recruitment

Age-related macular degeneration

Dementia

Health condition(s) or problem(s) studied

Behavioral: Low Vision Reading RehabilitationIntervention(s)

Interventional clinical trial, nonrandomized, parallel assignmentStudy type

April 24, 2019Date of first enrollment

225Target sample size

RecruitingRecruitment status

Methods

Study Setting
The study will be conducted at 2 partnering vision rehabilitation
centers in the Montreal area, the Centre de réadaptation
Lethbridge-Layton-Mackay du Centre intégré universitaire de
santé et de services sociaux du Centre-Ouest-
de-l’Île-de-Montréal and the Institut Nazareth et Louis-Braille
du Centre intégré de santé et de services sociaux de la
Montérégie-Centre. Both sites are part of the Center for
Interdisciplinary Rehabilitation Research of Greater Montreal
and provide government-funded rehabilitation services, free of
charge for eligible residents of Quebec, Canada.

Eligibility Criteria

Inclusion Criteria
Participants in the intervention groups (AMD-only and DSI)
are required to have a primary diagnosis of AMD (any type, as
drusen-containing beta amyloid are found in all types of AMD
[26-28]) as confirmed by the ophthalmologist or optometrist
who referred the individual to the vision rehabilitation centers.
They must be able to benefit from a magnification intervention
for the purpose of improving their ability to read, according to
the clinical judgment of their rehabilitation professionals who
coconstruct their personalized intervention plans. All participants
need to be able to communicate in either English or French
(their choice of dominant language) and have a distance visual
acuity in the better eye of 20/60 or less with best standard
refraction, according to the admission criteria for eligibility for
rehabilitation services in Quebec [76]. Individuals in the healthy
control group are required to have age-normal hearing and vision
(visual acuity better than 20/40 in the better eye, no diagnosis

of visual impairment in the last 12 months) [77]. In line with
the hearing impairment categorizations used in Quebec [78],
participants with unaided pure-tone averages (PTAs) across .5,
1, 2, and 4 kHz in the better ear of 40 decibel hearing level (dB
HL) or less will be considered to have no or mild hearing
impairment. Those with PTAs between 41 and 79 dB HL will
be considered participants with moderate to severe hearing
impairment and will be allocated to the DSI group. We will also
recruit 75 age-matched older adults without visual impairment.

Exclusion Criteria
Participants cannot currently be undergoing any medical
treatment for their AMD (eg, antivascular endothelial growth
factor therapy injections). They must have sufficient residual
vision to benefit from magnification for the purpose of reading
printed paragraphs (visual acuity in the better eye of 20/400 or
better). Based on past experience with participant recruitment
over the phone, recruitment success over the phone is low with
individuals living with more severe degrees of hearing
impairment. Therefore, those whose file information indicates
an audiogram with an unaided PTA ≥80 dB HL in their better
ear will not be approached for recruitment [79]. In order to
facilitate the administration of informed written consent through
the research assistants and to focus recruitment on older adults
with the necessary cognitive capacities to complete a somewhat
lengthy protocol, individuals whose file information indicates
a diagnosis of an advanced cognitive impairment such as AD
will not be approached for recruitment. Participants whose total
score on the MoCA is below 18 or whose score on the blind
MoCA is below 10 will not be included in the study, because
our clinical and research experience [80] has indicated that
individuals with scores at that level are likely too cognitively
impaired to complete a research protocol with this level of
complexity. At the initial assessment, both the PTA and MoCA
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scores will be used to determine if participants continue further
in the study.

Intervention
Rehabilitation services at the partner centers will deliver the
low vision evaluation and reading rehabilitation intervention,
as regulated by the Quebec Ministry of Health. Typically, within
3 months of their initial low vision rehabilitation assessment,
individuals will receive most of the recommended interventions.
The clinical staff and rehabilitation professionals at either
rehabilitation center decide which components of the full
complement of services are suited for each participant. The 2
centers offer comparable services, including the provision of
assistive devices and services, as regulated by the Quebec Health
Insurance Program. These services are similar to those provided
within the Blind Rehab Centers of the Veterans Affairs service
in the United States [46,47]. They include, but are not limited
to, a full optometric exam to determine functional vision,
including refraction and the prescription of appropriate near
and distance glasses and optical devices; an assessment by a
low vision therapist or occupational therapist to establish the
participant’s functional priorities and rehabilitation goals; and
the provision of handheld optical magnification devices,
electronic nonoptical magnification devices (eg, portable or
tabletop closed-circuit TVs), or computer software for screen
content magnification (eg, ZoomText). All devices are provided
free of cost for the individual and with appropriate training and
follow-up sessions at home within 3 months of the initial
intervention, as required. The rehabilitation professionals may
perform a systematic lighting assessment in the participants’
homes [81-83] and may make specific lighting recommendations
that are intended to improve their reading ability. In addition,
participants will have access to referral services such as
orientation and mobility training (for independent travel) or
registration with an adapted adult day center for individuals
with sensory loss [80]. These centers provide access to
psychosocial services, counsellors, social workers, or other
mental health professionals. The provision of assistive devices
for magnification and reading is generally linked to a follow-up
visit in the individual’s home 3 weeks after the initial
rehabilitation appointment. At this time, rehabilitation
professionals observe the use of the devices and strategies in
the environment where the participant lives. It is at this point
that the professionals together with the participants decide
whether the devices are useful and are assigned as a permanent
loan. Should additional needs emerge, the participant is at liberty
to contact the rehabilitation center at any time to initiate a new
service episode. The rehabilitation professionals record all
aspects of this intervention in the rehabilitation files, to which
the research team will have access during and at the end of the
12-month study period.

Outcomes

Test Administration
The order of test administration begins with the primary (MoCA,
Minnesota Low Vision Reading Test, International Reading
Speed Test, reading habits questionnaire) followed by the
secondary and then the participant characteristics measures;
should a participant be unable to complete any one of the

measures due to its complexity or to fatigue, the experimenter
moves on to the next test, using personal judgment as to the
participant’s level of fatigue. Participants are encouraged to
take as many breaks as they desire in order to facilitate
completion of the maximum number of tests possible.
Incomplete tests will not be scored; however, the number of
completed tests at each testing session will be compared. Note
that cognitive test administration can be adjusted to make
instructions audible for persons with hearing loss. Ambient
lighting at home in the room where participants generally read
and where the tests are administered will be measured using a
Digital Illuminance Meter (model LX1330B, Dr. Meter, Union
City, CA).

Cognition Outcome Measures
All cognitive measures are administered in the auditory domain
and thus will not be affected by a visual impairment. Therefore,
should performance on the cognitive measures improve
following the vision rehabilitation program, the improvement
should be attributable to the benefit of increased visual function
on cognitive stimulation as opposed to merely being due to
improved perception of the stimuli involved in the tests. It is
reasonable to expect improvement on the chosen cognitive
measures as a result of the reading intervention and within the
timeframe of the study. Notably, the chosen measures assess
cognitive domains that have been shown to predict everyday
function in older adults: episodic learning and memory [84],
processing speed [85], and working memory [86].

General cognition will be measured using the MoCA [87] or
its adapted version for persons with visual impairment
(MoCA-Blind [68]). Should participants be unable to complete
the visual items of this test because their vision is too severely
impaired, the adapted version will be administered. The measure
covers aspects of executive functioning, memory, language,
abstraction, and orientation in time and space. Scoring ranges
from 0 to 30 (MoCA) or 0 to 22 (MoCA-Blind), with higher
scores indicating better performance. A score of 26 on the
MoCA or 18 on the MoCA-Blind is the cut-off indicating that
an individual may be at risk for having mild cognitive
impairments [68,87]. The MoCA has good psychometric
properties (internal reliability: a=.83; test-retest reliability: r=.92;
validity: r=.87). The MoCA is available in multiple equivalent
versions and in multiple languages. One of the 3 available
versions of the MoCA will be assigned randomly for each
participant at the first session in order to reduce practice effects.
The other 2 versions will be used for sessions 2 and 3.

Auditory episodic learning and memory will be assessed using
the Rey Auditory Verbal Learning Test (RAVLT) [88]. This
test evaluates memory encoding, storage, and retrieval. Its
psychometric properties indicate an internal reliability of .90
and test-retest variability ranging from r=.60 to r=.70 [88]. Both
parts of the RAVLT (acquisition, as well as delayed recall and
recognition) will be used. In the acquisition part of the test, the
experimenter reads a list of 15 words that the participant needs
to repeat immediately afterwards. The experimenter reads the
list 5 times, and after each time, the participant repeats the words
remembered from the same 15-word list. The experimenter then
reads a second list of words once in order to create interference.
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The participants are asked to say as many words as they can
remember from this list. After the interference task, the
participant is asked to recall as many words as possible from
the first list. After a 20-minute break, the participant is asked
to recall as many words as possible from the first list. Then, the
experimenter reads a list of 50 words and asks the participant
to identify which of these words were contained in the first list
(recognition task). Acquisition (ie, number of words recalled
in the first 5 trials), delayed recall (ie, the number of words
recalled after the 20-minute interval), and recognition (ie,
number of words correctly identified in a 50-word list) are the
components of the RAVLT. Higher scores indicate better
performance.

The Oral Trail Making Test parts A & B [89] evaluate sequential
set-shifting without the motor and visual demands of its written
counterpart, thereby being ideally adapted for persons with
visual impairment [88]. This test assesses attention, speed, and
mental flexibility. Validity has been reported at .68 for Part A
and .72 for Part B [88]. In part A of the test, participants are
asked to count from 1 to 25 as fast as possible while maintaining
intelligibility. In part B, they are asked to count to 13 by
alternating a number and a letter in numerical and alphabetical
order. The outcome measure is the time, in seconds, participants
take to complete the task, with lower scores indicating better
performance.

Semantic fluency describes the ability to successfully retrieve
specific information within a time limit. Fluency will be
measured with the letters F, A, and S, as well as by animal
naming [90]. Reported psychometric properties include internal
reliability of r=.83, test-retest reliability of r=.74, and validity
ranging from r=.85 to r=.94 [88]. Specifically, the participant
is asked to generate as many words as possible starting with the
letters F, A, and S, as well as to name as many animals as
possible, all within 1 minute. The instructions are to avoid
repetitions, proper names, or slang. Higher scores indicate better
performance.

Reading Outcome Measures
The secondary measures pertain to reading, including past and
present reading habits, reading acuity, reading speed, and
reading comprehension. These measures will demonstrate if
there are direct benefits from low vision rehabilitation on
reading. Multiple tests were chosen in order to capture various
aspects of reading under different conditions.

To subjectively assess reading and reading effort, we will
administer a questionnaire about reading habits that was
developed specifically to evaluate the extent to and frequency
with which an individual engages in reading activities during
activities of daily living, including reading for entertainment or
education. Our team has previously employed this measure [50].
It includes questions on language background (eg, first language,
language proficiency), assessed self-reported proficiency in
reading (1=no ability, 5=fluent ability), reading habits before
and after onset of low vision (eg, frequency, enjoyment, type
of reading), and enjoyment of reading. In order to evaluate the
subjective experience of reading effort, participants will be
asked: “When considering your vision, is reading easy,
somewhat difficult, very difficult, or impossible?”

To objectively measure reading performance of short individual
sentences, participants will read the English or French version
of the Minnesota Low Vision Reading Test chart [91], a clinical
assessment chart that allows for the measurement of reading
acuity (smallest print read), reading speed (in words per minute),
critical print size (smallest print at which reading speed is still
optimal), and the Reading Accessibility Index [92], which
considers reading ability over a range of print sizes. Its test-retest
reliability has been reported at r=.88 [92-94].

In order to measure sustained reading of text in paragraph
format, participants will be asked to read English or French
paragraphs from the International Reading Speed Test [95].
This measure includes reading comprehension questions that
have previously been developed and used in our lab in the
context of a low vision reading evaluation using the iPad as a
magnification device [50]. Its internal reliability has been
reported ranging from a=.77 to a=.93 [95,96].

Finally, we will administer a semantic judgment task using a
calibrated computer display, allowing us to capture reaction
time and response congruency during a sentence-reading task.
Here, participants must first read a sentence (prime) and then
see a word (target). Their task is to determine if the target word
completes the sentence in a way that makes sense or not. An
equal number of congruent and incongruent sentences is
included, and dependent variables are accuracy and speed.
Sentences chosen for this task all have established completion
and Cloze probability norms ([97] for the French and [98]
English sentences). During this task, we obtain measures on
response speed and accuracy, allowing us to evaluate reading
speed, vocabulary comprehension, and ability to judge semantic
congruency.

Participant Characteristics
Hearing ability will be assessed as part of the protocol because
hearing has been identified as a risk factor for cognitive
impairments [4]. We designed the cognitive assessment
procedure in such a way that vision is not required for the
administration of the auditory testing materials. We will
document the ambient sound levels during testing using the
Decibel X app by SkyPaw Co Ltd (Hanoi, Vietnam), because
testing may be conducted in participants’homes. Ambient noise
levels will be used to statistically explore potential noise effects
on hearing thresholds. For individuals who experience
difficulties hearing the experimental protocol instructions, a
Williams Sound Pocketalker (Eden Prairie, MN [99]) will be
used to provide amplification.

The integrity of the ear canal will be inspected using the Welch
Allyn 22820 PocketScope Otoscope, and the presence of any
abnormalities (eg, impacted cerumen, collapsing canals) will
be noted.

Participants for whom a recent audiogram is not available in
the rehabilitation file will complete a pure-tone audiogram
administered using a portable audiometer (Maico MA41, Berlin,
Germany, from GénieAudio, Laval, Quebec) with Radioear
DD45 earphones. We will use the audiometric results to
calculate the PTA dB HL threshold across 0.5, 1, 2, and 4 kHz
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in each ear. The PTA will be used to determine which
participants become part of the DSI group.

Speech-in-noise thresholds will be measured using the Canadian
Digit Triplet Test, validated both in Canadian English and
French [100,101]. During this test, participants listen under
headphones to triplets of spoken digits (eg, 2, 9, 5) presented
in the presence of matched speech-spectrum background noise.
The listener can respond nonverbally by entering the digits that
have been heard on a numeric keypad or verbally so the tester
can enter the responses on the keypad. The Canadian Digit
Triplet Test uses an adaptive procedure to compute a speech
reception threshold in noise, defined as the signal-to-noise ratio
at which the triplets are recognized 50% of the time. There is a
high level of consistency across the English and French versions
of the test [101]. The more negative the score, the more noise
the listener can tolerate.

Participants will complete the Hearing Handicap Inventory for
the Elderly questionnaire [102,103] and answer 3 individual
questions about hearing ability, which assess their perception
of difficulties with activities of daily living that require hearing
[102]. These hearing assessments are the same as those that
have been used or are planned for the Canadian Longitudinal
Study on Aging [104], thereby allowing us to compare our
intervention findings to national population data. The Hearing
Handicap Inventory for the Elderly explores self-reported
situational and emotional hearing abilities and has a reliability
coefficient ranging from .88 to .95 and test-retest reliability of
r=.84 [102,105].

The onset of age-related vision loss due to AMD is often
accompanied by a multitude of emotional responses that can
potentially interfere with the success of low vision rehabilitation
[106,107]. Therefore, the Depression, Anxiety and Stress Scale
[108] will be included in the protocol in order to identify
individuals whose rehabilitation outcomes might be influenced
by their psychological state; however, they are not excluded
depending on this measure. This 21-item questionnaire shows
excellent psychometric properties, with an internal reliability
ranging from a=.86 to a=.90 and has been validated in both
English and French [109,110].

As part of any low vision exam, the eye care professionals
within each rehabilitation center record key variables in the
rehabilitation charts. These data will be available for extraction
by the research team as described in the study consent and will
be extracted at the beginning and end of the study. They include,
but are not limited to, diagnoses (ocular and otherwise),
monocular and binocular visual acuity (distance vision using
ETDRS [111] and contrast sensitivity [Mars chart] [112]), visual
field diameter (Octopus perimeter), type and duration of
rehabilitation services provided (eg, computer rehabilitation,
orientation & mobility services), and type of assistive devices
that were prescribed and provided (please note that these devices
are provided at no cost to the individual through Quebec Health
Insurance/Régie de l'assurance maladie du Québec; therefore,
income is not a barrier to device use). The file contains
information about the type, frequency, and intensity of vision
rehabilitation strategies that were implemented and trained (eg,
provision of improved lighting, strategies to read while placing
materials on reading stands at the appropriate distance).

In addition, the file contains basic demographic information
(eg, presenting gender, age, living situation), as well as a record
of all parallel services that were accessed (eg, participation in
the day center service, provision of hearing rehabilitation). These
clinical variables will be available to the research team for
statistical control and analysis.

Participant Timeline
Figure 1 illustrates the structure and timeline of the study. After
intake, but before intervention begins, participants will complete
the initial administration of all assessment measures. At 6
months and 12 months after the initial rehabilitation
appointment, the research assistants will meet with each
participant (at home for rehabilitation participants, in the lab
with control participants) to repeat the administration of all
measures. After the 12-month follow-up, data will be extracted
from the rehabilitation charts detailing all rehabilitation
interventions. A detailed overview of this process is presented
in Figure 2.
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Figure 1. Overview of the study structure, timeline, and variables to be measured.
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Figure 2. Protocol schedule and procedures. N/A: not applicable.

Sample Size
The power analysis for this study is centered around the MoCA,
the primary outcome measure of cognition. We are only aware
of 1 study reporting MoCA scores (in its blind version) after a
vision rehabilitation intervention, whereby 21 older adults
participated in a program evaluation [80]. This study, however,
contained reading rehabilitation in addition to various other
interventions (eg, orientation and mobility, social engagement
in an adapted day center); therefore, the reported effect size of

d=0.794 (η2 equivalent=0.136) after 6 months likely
overestimates the outcomes we would expect in our study
design. To be conservative, we halved this expected effect size
for our power estimate. Please note that our control group is
primarily used to examine possible practice effects and to
observe variability on the measures in a cohort with potentially
high age. We based our power analysis on a 3x3 (group x time
point) within-between design for analysis of variance. Using
gPower [113], a minimum sample size of n=81 will allow us to
detect small effect sizes of .20 or greater, with an alpha of .05
and a desired power of .95. We also expect an attrition rate of
around 10% at each time point based on our previous research
with older, visually impaired adults [114,115]. We plan to
include covariates in the analyses that will be identified from
the analyses linked to the tertiary objective exploring factors
that may influence the cognitive benefits of reading
rehabilitation. The sample will need to be sufficiently large for
these variables to be normally distributed in each group.
Therefore, a sample goal of 225 (150 participants with sensory
loss, 75 controls) should be sufficient for our protocol. This
goal is feasible given an average of 3000 new referrals to
rehabilitation in Montreal per year.

Recruitment
Our partner organizations will conduct recruitment for
participants in the intervention groups (AMD-only and DSI) as
part of their responsibility on the research team. We will recruit
control participants through staff of the partner organizations,
from family members of participants, as well as through open
advertisements in public media and communications to senior
groups. In addition, we have access to the Banque des
participants of the Centre de recherche institut universitaire de
gériatrie de Montreal (n>1000). Using this database, we can
match our control participants to the intervention participants
on variables such as age (by decade), presenting gender,
education, and other potential variables of interest, such as
MoCA score. Our pilot study [66,67] indicated that we will be
able to recruit at least 3 AMD or DSI participants per week,
making the recruitment target goal feasible to achieve within
18 months.

Data Collection Methods
Data will be collected by 4 trained research assistants (2 teams
of 2 people). The composition of the pairs who work together
to collect the data will continuously rotate in order to facilitate
harmonization among the teams and ensure consistency and
accuracy in the administration of the measures. It will not be
possible to conceal group membership from the research
assistants because the administration of some of the measures
will determine if participants are considered to have a hearing
impairment. In addition, control participants will be identifiable
because they are not visually impaired. However, the teams will
be independent of the administration of the intervention, which
will be provided by rehabilitation professionals outside of the
research team. Administration of the measures will be
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audio-recorded throughout several of the tasks to ensure the
highest level of precision and quality control for data entry and
to improve testing efficiency and reduce testing time. We offer
participants the choice of coming to the lab space at either
rehabilitation center or receiving a home visit for data collection.
Therefore, we developed our protocol to be easily portable such
that the necessary measures and materials can be transported
wherever needed by the research team using a wheeled carry-on
suitcase.

Data Management
In line with the data management requirements of the
Institutional Review Board that approved this protocol and the
recommendations by Michener for data management [116], all
data will be anonymized and entered in a central
password-protected Excel file that will be stored on the
encrypted server of the Université de Montréal. Data integrity
and quality control will be enforced through random
spot-checking by a second member of the team. The data will
be accessible for the period of the study approval, plus an
additional 5 years thereafter, at which point all electronic and
paper files will be destroyed.

Statistical Methods

Planned Analyses
Table 2 provides an overview of the planned analyses. We will
examine change in the primary outcome measures (ie, MoCA,
reading speed, reading comprehension, subjective report of
effort) from baseline over time using generalized linear
mixed-effect model analysis employing the lme4 package [117]
and the bobyca optimizer in RStudio [118]. For all primary
outcomes, we will assess normality using a visual inspection
of the quantile-quantile plot and the Shapiro-Wilk test using
the function shapiro.test.

In comparison to traditional parametric statistics (ie, analyses
of variance), mixed-effect models are relatively robust to
violations of normality [117]. Generalized linear mixed-effect
model analysis can accommodate nonnormally distributed

responses or dependent variables and categorical data via their
variety of family functions. Each measure will be specified as
a continuous dependent variable and examined as a gamma
model (if outcome measure data are skewed) or gaussian model
(if data are normally distributed) in the family argument of the
glmer function as a function of the 2 categorical predictors:
group (ie, low vision, DSI, control) and time of testing (ie,
before, 6 months after, and 12 months after reading
rehabilitation), and their interaction. All generalized linear
mixed-effect model analyses will include the maximal random
effects structure justified by the experimental design [119].
They will include all main effects and interactions of our 2
predictors, group and time of testing, as well as by-subject and
by-item random intercepts and random slopes for all relevant
main effects. We will exclude random correlations this model.
The 95% confidence intervals will be calculated for all estimates
(using the broom package and Wald method in RStudio [118]).
In addition, we will account for small imbalances in numbers
of the predictors’ levels (due to participants not completing all
aspects of the test) by entering all predictors in mean-centered
form (ie, deviation coding). All entered predictors will be
checked for collinearity (using the cor function and model output

in RStudio). Lastly, we will use post-hoc likelihood-ratio (X2)
model comparisons to quantify the predictive power and exact
significance level of all initially significant or trending effects
(ie, P<.1) revealed by the generalized linear mixed-effect models
analyses, as well as the Akaike information criterion. The
analyses will include consideration of potential moderators or
confounders (ie, presenting gender, age, education). Where
significant differences are observed within the primary
dependent variables, post-hoc comparisons between groups and
level of impairment will calculate unbiased effect sizes, their
exact 95% confidence intervals, and Bayes factors [120]. Along
with the confidence intervals, a Bayes factor analysis will allow
us to quantify the strength of the evidence in support of the null
hypothesis if no difference between groups exists. Due to a lack
of previous research using Bayes factors in this area, we will
use an uninformed prior for the Bayes analysis with a Cauchy
width of 0.7.
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Table 2. Variables, measures, and methods of analyses.

Method(s) of analysisOutcome measure(s)HypothesisVariable or outcome

Primary

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Montreal Cognitive Assess-
ment

Improves outcomes at 6
months, maintained at 12
months

Global cognitive function

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Minnesota Low Vision
Reading Test, International
Reading Speed Test

Improves outcomes at 6
months, maintained at 12
months

Reading speed

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Comprehension questions of
International Reading Speed
Test

Improves outcomes at 6
months, maintained at 12
months

Reading comprehension

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Reading Habit Question-
naire

Improves outcomes at 6
months, maintained at 12
months

Perceived effort

Secondary

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Minnesota Low Vision
Reading Test

Improves outcomes at 6
months, maintained at 12
months

Reading acuity

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Minnesota Low Vision
Reading Test

Improves outcomes at 6
months, maintained at 12
months

Critical print size

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Semantic judgment taskImproves outcomes at 6
months, maintained at 12
months

Reading accuracy

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Reading Habit Question-
naire

Improves outcomes at 6
months, maintained at 12
months

Subjective reports of changes in reading habits

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Rey Auditory Verbal Learn-
ing Test

Improves outcomes at 6
months, maintained at 12
months

Episodic learning

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Rey Auditory Verbal Learn-
ing Test

Improves outcomes at 6
months, maintained at 12
months

Memory encoding, storage, and retrieval

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Oral Trail Making TestImproves outcomes at 6
months, maintained at 12
months

Attention, speed, and mental flexibility

Mixed effect models, post-
hoc analyses, effect sizes,
Bayes factors

Word Fluency: FAS & ani-
mal naming

Improves outcomes at 6
months, maintained at 12
months

Semantic fluency

Pearson and Spearman corre-
lation coefficients

All measuresImproved outcomes are
positively correlated

Correlations among sensory and cognitive variables

Tertiary

Covariate in mixed effect
models

Clinical chart reviewInfluence the cognitive ben-
efits of reading rehabilita-
tion, with varied directional-
ity

Demographic variables

Covariate in mixed effect
models

Audiogram, Canadian Digit
Triplet Test, Hearing Ques-
tionnaire

Increase in hearing impair-
ment reduces cognitive ben-
efit of reading rehabilitation

Hearing impairment severity

Covariate in mixed effect
models

Depression, Anxiety and
Stress Scale

Decrease in mental health
reduces cognitive benefit of
reading rehabilitation

Mental health
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Exploratory Analyses
It is likely that some participants will self-select not to complete
the follow-up or to abandon parts of the recommended
intervention tools and techniques. Therefore, we will examine
differences in participant characteristics and consider
intent-to-treat within the statistical analyses. These analyses
will also explore whether the heterogeneity of the sample has
possible effects on the outcomes. We are currently exploring
additional funding possibilities in order to extend the study
period, should the recruitment of a larger sample be required.
This increase in available data would also address possible
limitations in statistical power for the large number of potential
variables to be included in the analyses.

These data may allow us to follow potential exploratory avenues
of analysis. First, if the recruited participants naturally divide
into groups with different degrees of change in reading (eg,
individuals whose self-reported reading effort was reduced or
whose reading activity increased versus those for whom we do
not observe a change in reading behavior), we can compare
these 2 groups directly, while still considering factors such as
hearing status or presenting gender. Second, if no such clear
division occurs but participants naturally distribute along a
continuum of reading effort and reading behavior variables, we
can simply use the secondary reading outcome measure(s) as
predictors to test whether any or all of the reading effort
measures emerge as significant covariates and examine whether
scores on the primary cognitive outcome measures improved
over time across our 3 groups, after removing the effect of
rehabilitation on reading. Third, if the amount and type of data
allow, we will use latent factor analysis to explore whether
specific clusters of variables are specifically associated with
improvements in reading ability or improved performance on
cognitive tests.

In line with the requirements of our funding agencies, both sex
and gender were considered during study planning [121]. The
present study will not include any biological measures of sex;
however, with regards to presenting gender, we will pay specific
attention to the binary men:women ratio in the sample as
recruitment will likely result in a larger number of women who
will participate, given their increased lifespan and larger
numbers in vision rehabilitation settings [78]. In addition, gender
differences in openness to the acceptance and use of assistive
technology have been reported [122-124], which can directly
affect the potential benefit of reading rehabilitation approaches
that include electronic magnification (eg, the use of an iPad
[50,51]). Therefore, presenting gender will feature prominently
in our statistical analyses.

Research Ethics Approval
The Comité d'éthique de la recherche of the Centre de recherché
interdisciplinaire en readaptation du Montreal metropolitain
(CRIR#1284-1217) has provided institutional review board
approval. This committee is responsible for research protocols
involving recruitment from and testing on the sites of the local
clinical partners for this study. The principal investigator will
obtain renewal of the ethics approval annually. We submitted
all aspects of the study design and data analysis as a stage 1

pre-registered report (ClinicalTrials.gov ID: NCT04276610;
February 19, 2020).

Protocol Amendments
Any necessary changes to the protocol (eg, safety and security
measures necessary due to COVID-19) are planned in
collaboration with the partner sites in order to adhere to the
requirements of the Quebec Ministry of Health. These updates
and amendments are the submitted for approval to the Comité
d'éthique de la recherche of the Centre de recherché
interdisciplinaire en readaptation du Montreal metropolitain.

Consent
One of the 4 trained research assistants will obtain written
informed consent at the first in-person meeting, either in the
home or at the lab in the partner sites. Consent forms are
available in large print in both English and French. Participants
are free to abandon the study at any time, and this choice will
not affect their care at the study partner sites.

Confidentiality
All electronic study data will be stored in a password-protected
Excel file on an encrypted server at the Université de Montréal
and can only be accessed through a password-protected
computer in a locked lab space. All records that contain personal
identifiers, such as consent forms and questionnaires, will be
stored separately from study records. Each participant file will
be identified by code number. Study data will not be released
to anyone outside the research team.

Access to Data
Data access is limited to the members of the research team and
their trainees. In order to ensure confidentiality, the data that
will be available to the research team members will only contain
deidentified information.

Ancillary and Posttrial Care
All participants will be rehabilitation clients of 1 of the 2 partner
sites. Therefore, they will have access to all available service
and referral pathways that are part of the care offer. Should the
research team suspect or a participant express a potential need
for services or referral (eg, counseling), the research team will
connect the participant with their respective rehabilitation file
manager at the partner site for follow-up.

Dissemination Policy
All members of the research team have the right to access and
analyze all data, for the purpose of dissemination. The principal
investigator will oversee dissemination activities in order to
ensure that team members with the necessary topic expertise
are involved in each aspect of dissemination. Study results will
be made available in open-access format whenever possible and
will be presented in formats that are accessible to researchers,
clinicians, policy makers, members of the public, participants,
and all other stakeholders. The study also distinguishes itself
with its multifaceted approach to integrated knowledge
translation and dissemination. The clinical partners are
represented on the research team, directly influencing the study
and maintaining the clinical relevance of the study goals. They
are part of a local network of rehabilitation research sites, the
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Center for Interdisciplinary Rehabilitation Research of Greater
Montreal [125], providing the research team a unique
opportunity to disseminate their knowledge translation activities
that are planned to occur after the study is completed. As an
extension of this network, established collaborations with the
Sense-Cog group in Europe [126], Envision University in the
United States [127], and Canadian Consortium on
Neurodegeneration in Aging knowledge translation team [128]
provide access to sensory-cognitive-specific knowledge
translation opportunities that will facilitate the distribution and
implementation of our findings. Furthermore, Dr. Swenor, as a
visually impaired scientist [129] and team member, brings a
unique and important knowledge translation, equity, and
inclusion perspective to the study. Finally, all collaborators and
partners will participate in the development of a Canadian
Institutes of Health Research Café scientifique [130] at study
completion. This type of public, open science dissemination
event is designed to disseminate the results at a clinical level
and inform stakeholders as well as participants and their friends
and family of the study outcomes

Results

The Fonds de recherche Quebec - Santé & Fondation Turmel
funded the first 2 years of this peer-reviewed protocol (see
Multimedia Appendix 1). The Canadian Institutes of Health
Research provided a Project Grant within a Patient-Oriented
Research Priority Announcement for a third year. We submitted
all aspects of the study design and data analysis as a stage 1
pre-registered report (ClinicalTrials.gov ID: NCT04276610;
February 19, 2020). The Comité d'éthique de la recherche of

the Centre de recherché interdisciplinaire en readaptation du
Montreal metropolitain (CRIR#1284-1217) has provided
institutional review board approval. This committee is
responsible for research protocols involving recruitment from
the clinical partners (local sensory rehabilitation centers) within
this  s tudy:  the  Centre  de  réadaptat ion
Lethbridge-Layton-Mackay du Centre intégré universitaire de
santé et de services sociaux du Centre-Ouest-
de-l’Île-de-Montréal and the Institut Nazareth et Louis-Braille
du Centre intégré de santé et de services sociaux de la
Montérégie-Centre. Recruitment began on April 24, 2019. As
of March 13, 2020, 38 low vision participants and 7 control
participants had been enrolled. Recruitment was paused due to
lock-down on March 13, 2020 and will recommence once the
COVID-19 crisis has passed to a point where face-to-face data
collection with older adults becomes feasible again.

Discussion

To our knowledge, this study protocol is the first to propose the
exploration of the potentially beneficial effect of reading
rehabilitation on cognitive functioning in older adults with
AMD. Both vision and hearing impairments were recently
specifically mentioned as variables that should be considered
in the assessment of cognitive functioning [5]. Therefore, given
the current trends in the global aging of the population and the
emerging importance of sensory health for cognitive health [3],
the timing of this study is optimal in order to elucidate whether
reading rehabilitation may be able to reduce the potential risks
that vision impairment poses for declines in cognitive
functioning.

Acknowledgments
We would like to acknowledge the support of our funding organizations: Fonds de recherche Quebec - Santé & Fondation Turmel
(#252235) and Canadian Institutes of Health Research (Project Grant: Patient-Oriented Research Priority Announcement #432862).
WW, NP, and MKPF are supported by the Canadian Consortium on Neurodegeneration in Aging. Graduate fellowship support
to GA is provided for year 1 by the Canadian Institutes of Health Research and for year 2 by Fonds de recherche Quebec - Santé
(#286521). WW is supported in part by a Fonds de recherche Quebec - Santé chercheur boursier junior 2 career award (#281454).

Thank you to Nancy Azevedo for insights on the semantic judgment task, to Olga Overbury for conceptual advice, and to Micheline
Gloin for graphic design assistance. We specifically thank our participants for their generosity, time, and effort to participate in
our work.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Peer Review Comments by the Fonds de recherche Quebec - Santé (funding for Year 1 and 2) and Canadian Institutes of Health
Research (year 3) committees.
[PDF File (Adobe PDF File), 194 KB-Multimedia Appendix 1]

References

1. Dementia In Canada: A National Strategy for Dementia-friendly Communities. Senate of Canada. 2016. URL: https:/
/sencanada.ca/content/sen/committee/421/SOCI/Reports/SOCI_6thReport_DementiaInCanada-WEB_e.pdf [accessed
2021-03-04]

2. A Dementia Strategy for Canada: Together We Aspire. Public Health Agency of Canada. 2019 Jun 17. URL: https://www.
canada.ca/en/public-health/services/publications/diseases-conditions/dementia-strategy.html [accessed 2021-03-04]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 14https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=resprot_v10i3e19931_app1.pdf&filename=a081262478eae659623a677ab6960757.pdf
https://jmir.org/api/download?alt_name=resprot_v10i3e19931_app1.pdf&filename=a081262478eae659623a677ab6960757.pdf
https://sencanada.ca/content/sen/committee/421/SOCI/Reports/SOCI_6thReport_DementiaInCanada-WEB_e.pdf
https://sencanada.ca/content/sen/committee/421/SOCI/Reports/SOCI_6thReport_DementiaInCanada-WEB_e.pdf
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/dementia-strategy.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/dementia-strategy.html
http://www.w3.org/Style/XSL
http://www.renderx.com/


3. Livingston G, Huntley J, Sommerlad A, Ames D, Ballard C, Banerjee S, et al. Dementia prevention, intervention, and care:
2020 report of the Lancet Commission. The Lancet 2020 Aug 08;396(10248):413-446 [FREE Full text] [doi:
10.1016/S0140-6736(20)30367-6] [Medline: 32738937]

4. Livingston G, Sommerlad A, Orgeta V, Costafreda SG, Huntley J, Ames D, et al. Dementia prevention, intervention, and
care. The Lancet 2017 Dec;390(10113):2673-2734. [doi: 10.1016/S0140-6736(17)31363-6]

5. Ismail Z, Black SE, Camicioli R, Chertkow H, Herrmann N, Laforce R, CCCDTD5 participants. Recommendations of the
5th Canadian Consensus Conference on the diagnosis and treatment of dementia. Alzheimers Dement 2020
Aug;16(8):1182-1195. [doi: 10.1002/alz.12105] [Medline: 32725777]

6. Jefferis JM, Clarke MP, Taylor J. Effect of cataract surgery on cognition, mood, and visual hallucinations in older adults.
J Cataract Refract Surg 2015 Jun;41(6):1241-1247. [doi: 10.1016/j.jcrs.2014.09.044] [Medline: 26096519]

7. Tamura H, Tsukamoto H, Mukai S, Kato T, Minamoto A, Ohno Y, et al. Improvement in cognitive impairment after cataract
surgery in elderly patients. J Cataract Refract Surg 2004 Mar;30(3):598-602. [doi: 10.1016/j.jcrs.2003.10.019] [Medline:
15050255]

8. Grodstein F, Chen J, Hankinson SE. Cataract extraction and cognitive function in older women. Epidemiology 2003
Jul;14(4):493-497. [doi: 10.1097/01.ede.0000083503.34133.8c] [Medline: 12843777]

9. Fukuoka H, Sutu C, Afshari NA. The impact of cataract surgery on cognitive function in an aging population. Current
Opinion in Ophthalmology 2016;27(1):3-8. [doi: 10.1097/icu.0000000000000226]

10. Mioshi E, Dawson K, Mitchell J, Arnold R, Hodges JR. The Addenbrooke's Cognitive Examination Revised (ACE-R): a
brief cognitive test battery for dementia screening. Int J Geriatr Psychiatry 2006 Nov;21(11):1078-1085. [doi:
10.1002/gps.1610] [Medline: 16977673]

11. Tsai N, Gao Z. Validity of Hasegawa's Dementia Scale for screening dementia among aged Chinese. Int Psychogeriatr
1989 Jan 07;1(2):145-152. [doi: 10.1017/s1041610289000153] [Medline: 2491141]

12. Brandt J, Spencer M, Folstein M. The Telephone Interview for Cognitive Status. Neuropsychiatry, Neuropsychology &
Behavioral Neurology 1988;1(2):111-118.

13. Whitson HE, Cousins SW, Burchett BM, Hybels CF, Pieper CF, Cohen HJ. The combined effect of visual impairment and
cognitive impairment on disability in older people. J Am Geriatr Soc 2007 Jun;55(6):885-891. [doi:
10.1111/j.1532-5415.2007.01093.x] [Medline: 17537089]

14. Whitson HE, Whitaker D, Sanders LL, Potter GG, Cousins SW, Ansah D, et al. Memory deficit associated with worse
functional trajectories in older adults in low-vision rehabilitation for macular disease. J Am Geriatr Soc 2012
Nov;60(11):2087-2092 [FREE Full text] [doi: 10.1111/j.1532-5415.2012.04194.x] [Medline: 23126548]

15. Liu PL, Cohen HJ, Fillenbaum GG, Burchett BM, Whitson HE. Association of Co-Existing Impairments in Cognition and
Self-Rated Vision and Hearing With Health Outcomes in Older Adults. Gerontol Geriatr Med 2016;2. [doi:
10.1177/2333721415623495] [Medline: 27054148]

16. Whitson HE, Ansah D, Sanders LL, Whitaker D, Potter GG, Cousins SW, et al. Comorbid cognitive impairment and
functional trajectories in low vision rehabilitation for macular disease. Aging Clin Exp Res 2011;23(5-6):343-350 [FREE
Full text] [doi: 10.1007/BF03325233] [Medline: 22526069]

17. Çerman E, Eraslan M, Çekiç O. Age-related macular degeneration and Alzheimer disease. Turk J Med Sci
2015;45(5):1004-1009 [FREE Full text] [doi: 10.3906/sag-1406-146] [Medline: 26738339]

18. Coleman HR, Chan C, Ferris FL, Chew EY. Age-related macular degeneration. The Lancet 2008 Nov
22;372(9652):1835-1845 [FREE Full text] [doi: 10.1016/S0140-6736(08)61759-6] [Medline: 19027484]

19. Ferri CP, Prince M, Brayne C, Brodaty H, Fratiglioni L, Ganguli M, et al. Global prevalence of dementia: a Delphi consensus
study. The Lancet 2005 Dec 17;366(9503):2112-2117 [FREE Full text] [doi: 10.1016/S0140-6736(05)67889-0] [Medline:
16360788]

20. Whitson HE, Ansah D, Whitaker D, Potter G, Cousins SW, MacDonald H, et al. Prevalence and patterns of comorbid
cognitive impairment in low vision rehabilitation for macular disease. Arch Gerontol Geriatr 2010;50(2):209-212 [FREE
Full text] [doi: 10.1016/j.archger.2009.03.010] [Medline: 19427045]

21. Wong W, Su X, Li X, Cheung C, Klein R, Cheng C, et al. Global prevalence of age-related macular degeneration and
disease burden projection for 2020 and 2040: a systematic review and meta-analysis. The Lancet Global Health 2014
Feb;2(2):e106-e116. [doi: 10.1016/s2214-109x(13)70145-1]

22. Kaarniranta K, Salminen A, Haapasalo A, Soininen H, Hiltunen M. Age-related macular degeneration (AMD): Alzheimer's
disease in the eye? J Alzheimers Dis 2011;24(4):615-631. [doi: 10.3233/JAD-2011-101908] [Medline: 21297256]

23. Boxerman H, Wittich W, Overbury O. Charles Bonnet syndrome in older adults with age-related macular degeneration:
Its relationship to depression and mild cognitive impairment. British Journal of Visual Impairment 2014 Dec 22;33(1):19-30.
[doi: 10.1177/0264619614557529]

24. Clemons TE, Rankin MW, McBee WL, Age-Related Eye Disease Study Research Group. Cognitive impairment in the
Age-Related Eye Disease Study: AREDS report no. 16. Arch Ophthalmol 2006 Apr;124(4):537-543 [FREE Full text] [doi:
10.1001/archopht.124.4.537] [Medline: 16606880]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 15https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://europepmc.org/abstract/MED/32738937
http://dx.doi.org/10.1016/S0140-6736(20)30367-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32738937&dopt=Abstract
http://dx.doi.org/10.1016/S0140-6736(17)31363-6
http://dx.doi.org/10.1002/alz.12105
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32725777&dopt=Abstract
http://dx.doi.org/10.1016/j.jcrs.2014.09.044
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26096519&dopt=Abstract
http://dx.doi.org/10.1016/j.jcrs.2003.10.019
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15050255&dopt=Abstract
http://dx.doi.org/10.1097/01.ede.0000083503.34133.8c
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12843777&dopt=Abstract
http://dx.doi.org/10.1097/icu.0000000000000226
http://dx.doi.org/10.1002/gps.1610
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16977673&dopt=Abstract
http://dx.doi.org/10.1017/s1041610289000153
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2491141&dopt=Abstract
http://dx.doi.org/10.1111/j.1532-5415.2007.01093.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17537089&dopt=Abstract
http://europepmc.org/abstract/MED/23126548
http://dx.doi.org/10.1111/j.1532-5415.2012.04194.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23126548&dopt=Abstract
http://dx.doi.org/10.1177/2333721415623495
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27054148&dopt=Abstract
http://europepmc.org/abstract/MED/22526069
http://europepmc.org/abstract/MED/22526069
http://dx.doi.org/10.1007/BF03325233
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22526069&dopt=Abstract
https://doi.org/10.3906/sag-1406-146
http://dx.doi.org/10.3906/sag-1406-146
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26738339&dopt=Abstract
http://europepmc.org/abstract/MED/19027484
http://dx.doi.org/10.1016/S0140-6736(08)61759-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19027484&dopt=Abstract
http://europepmc.org/abstract/MED/16360788
http://dx.doi.org/10.1016/S0140-6736(05)67889-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16360788&dopt=Abstract
http://europepmc.org/abstract/MED/19427045
http://europepmc.org/abstract/MED/19427045
http://dx.doi.org/10.1016/j.archger.2009.03.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19427045&dopt=Abstract
http://dx.doi.org/10.1016/s2214-109x(13)70145-1
http://dx.doi.org/10.3233/JAD-2011-101908
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21297256&dopt=Abstract
http://dx.doi.org/10.1177/0264619614557529
http://europepmc.org/abstract/MED/16606880
http://dx.doi.org/10.1001/archopht.124.4.537
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16606880&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


25. Baker ML, Wang JJ, Rogers S, Klein R, Kuller LH, Larsen EK, et al. Early age-related macular degeneration, cognitive
function, and dementia: the Cardiovascular Health Study. Arch Ophthalmol 2009 May;127(5):667-673 [FREE Full text]
[doi: 10.1001/archophthalmol.2009.30] [Medline: 19433718]

26. Hageman GS, Anderson DH, Johnson LV, Hancox LS, Taiber AJ, Hardisty LI, et al. A common haplotype in the complement
regulatory gene factor H (HF1/CFH) predisposes individuals to age-related macular degeneration. Proc Natl Acad Sci U
S A 2005 May 17;102(20):7227-7232 [FREE Full text] [doi: 10.1073/pnas.0501536102] [Medline: 15870199]

27. Ohno-Matsui K. Parallel findings in age-related macular degeneration and Alzheimer's disease. Prog Retin Eye Res 2011
Jul;30(4):217-238. [doi: 10.1016/j.preteyeres.2011.02.004] [Medline: 21440663]

28. Anderson DH, Talaga KC, Rivest AJ, Barron E, Hageman GS, Johnson LV. Characterization of beta amyloid assemblies
in drusen: the deposits associated with aging and age-related macular degeneration. Exp Eye Res 2004 Feb;78(2):243-256.
[doi: 10.1016/j.exer.2003.10.011] [Medline: 14729357]

29. Jonas JB, Wei WB, Zhu LP, Xu L, Wang YX. Cognitive Function and Ophthalmological Diseases: The Beijing Eye Study.
Sci Rep 2018 Mar 19;8(1):4816 [FREE Full text] [doi: 10.1038/s41598-018-23314-5] [Medline: 29556090]

30. Swenor B, Wang J, Varadaraj V, Rosano C, Yaffe K, Albert M, et al. Vision Impairment and Cognitive Outcomes in Older
Adults: The Health ABC Study. J Gerontol A Biol Sci Med Sci 2019 Aug 16;74(9):1454-1460 [FREE Full text] [doi:
10.1093/gerona/gly244] [Medline: 30358809]

31. Tay T, Wang JJ, Kifley A, Lindley R, Newall P, Mitchell P. Sensory and cognitive association in older persons: findings
from an older Australian population. Gerontology 2006;52(6):386-394. [doi: 10.1159/000095129] [Medline: 16921251]

32. Gallucci M, Antuono P, Ongaro F, Forloni P, Albani D, Amici G, et al. Physical activity, socialization and reading in the
elderly over the age of seventy: what is the relation with cognitive decline? Evidence from "The Treviso Longeva
(TRELONG) study". Arch Gerontol Geriatr 2009 May;48(3):284-286. [doi: 10.1016/j.archger.2008.02.006] [Medline:
18374429]

33. Pichora-Fuller MK, Kramer SE, Eckert MA, Edwards B, Hornsby BWY, Humes LE, et al. Hearing Impairment and Cognitive
Energy: The Framework for Understanding Effortful Listening (FUEL). Ear Hear 2016 Dec;37 Suppl 1(12):5S-27S [FREE
Full text] [doi: 10.1097/AUD.0000000000000312] [Medline: 27355771]

34. Legge G, Ross J, Isenberg L, LaMay J. Psychophysics of reading. Clinical predictors of low-vision reading speed. Invest
Ophthalmol Vis Sci 1992 Mar;33(3):677-687. [Medline: 1544792]

35. Legge GE, Mansfield J, Chung ST. Psychophysics of reading. XX. Linking letter recognition to reading speed in central
and peripheral vision. Vision Res 2001 Mar;41(6):725-743 [FREE Full text] [doi: 10.1016/s0042-6989(00)00295-9]
[Medline: 11248262]

36. Falkenberg HK, Rubin GS, Bex PJ. Acuity, crowding, reading and fixation stability. Vision Res 2007 Jan;47(1):126-135
[FREE Full text] [doi: 10.1016/j.visres.2006.09.014] [Medline: 17078991]

37. Chung ST, Mansfield J, Legge GE. Psychophysics of reading. XVIII. The effect of print size on reading speed in normal
peripheral vision. Vision Research 1998 Oct;38(19):2949-2962. [doi: 10.1016/s0042-6989(98)00072-8]

38. Ahn SJ, Ledge GE. Psychophysics of reading—XIII. Predictors of magnifier-aided reading speed in low vision. Vision
Research 1995 Jul;35(13):1931-1938. [doi: 10.1016/0042-6989(94)00293-u]

39. Calabrèse A, Bernard J, Hoffart L, Faure G, Barouch F, Conrath J, et al. Wet versus dry age-related macular degeneration
in patients with central field loss: different effects on maximum reading speed. Invest Ophthalmol Vis Sci 2011 Apr
14;52(5):2417-2424. [doi: 10.1167/iovs.09-5056] [Medline: 21228374]

40. Crossland MD, Culham LE, Rubin GS. Fixation stability and reading speed in patients with newly developed macular
disease. Ophthalmic Physiol Opt 2004 Jul;24(4):327-333. [doi: 10.1111/j.1475-1313.2004.00213.x] [Medline: 15228511]

41. Frey A, Bosse M. Perceptual span, visual span, and visual attention span: Three potential ways to quantify limits on visual
processing during reading. Visual Cognition 2018 May 11;26(6):412-429. [doi: 10.1080/13506285.2018.1472163]

42. Cheong AMY, Legge GE, Lawrence MG, Cheung S, Ruff MA. Relationship between slow visual processing and reading
speed in people with macular degeneration. Vision Res 2007 Oct;47(23):2943-2955 [FREE Full text] [doi:
10.1016/j.visres.2007.07.010] [Medline: 17881032]

43. Rayner K, Yang J, Schuett S, Slattery TJ. The effect of foveal and parafoveal masks on the eye movements of older and
younger readers. Psychol Aging 2014 Jun;29(2):205-212. [doi: 10.1037/a0036015] [Medline: 24730466]

44. Calabrèse A, Bernard J, Faure G, Hoffart L, Castet E. Eye movements and reading speed in macular disease: the shrinking
perceptual span hypothesis requires and is supported by a mediation analysis. Invest Ophthalmol Vis Sci 2014 May
15;55(6):3638-3645. [doi: 10.1167/iovs.13-13408] [Medline: 24833746]

45. Brown JC, Goldstein JE, Chan TL, Massof R, Ramulu P, Low Vision Research Network Study Group. Characterizing
functional complaints in patients seeking outpatient low-vision services in the United States. Ophthalmology 2014
Aug;121(8):1655-62.e1 [FREE Full text] [doi: 10.1016/j.ophtha.2014.02.030] [Medline: 24768243]

46. Stelmack JA, Tang XC, Reda DJ, Rinne S, Mancil RM, Massof RW, LOVIT Study Group. Outcomes of the Veterans
Affairs Low Vision Intervention Trial (LOVIT). Arch Ophthalmol 2008 May 01;126(5):608-617. [doi:
10.1001/archopht.126.5.608] [Medline: 18474769]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 16https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://europepmc.org/abstract/MED/19433718
http://dx.doi.org/10.1001/archophthalmol.2009.30
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19433718&dopt=Abstract
http://www.pnas.org/lookup/pmidlookup?view=long&pmid=15870199
http://dx.doi.org/10.1073/pnas.0501536102
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15870199&dopt=Abstract
http://dx.doi.org/10.1016/j.preteyeres.2011.02.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21440663&dopt=Abstract
http://dx.doi.org/10.1016/j.exer.2003.10.011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14729357&dopt=Abstract
https://doi.org/10.1038/s41598-018-23314-5
http://dx.doi.org/10.1038/s41598-018-23314-5
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29556090&dopt=Abstract
http://europepmc.org/abstract/MED/30358809
http://dx.doi.org/10.1093/gerona/gly244
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30358809&dopt=Abstract
http://dx.doi.org/10.1159/000095129
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16921251&dopt=Abstract
http://dx.doi.org/10.1016/j.archger.2008.02.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18374429&dopt=Abstract
http://aac.asm.org/cgi/pmidlookup?view=long&pmid=25246403
http://aac.asm.org/cgi/pmidlookup?view=long&pmid=25246403
http://dx.doi.org/10.1097/AUD.0000000000000312
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27355771&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1544792&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0042-6989(00)00295-9
http://dx.doi.org/10.1016/s0042-6989(00)00295-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11248262&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0042-6989(06)00436-6
http://dx.doi.org/10.1016/j.visres.2006.09.014
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17078991&dopt=Abstract
http://dx.doi.org/10.1016/s0042-6989(98)00072-8
http://dx.doi.org/10.1016/0042-6989(94)00293-u
http://dx.doi.org/10.1167/iovs.09-5056
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21228374&dopt=Abstract
http://dx.doi.org/10.1111/j.1475-1313.2004.00213.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15228511&dopt=Abstract
http://dx.doi.org/10.1080/13506285.2018.1472163
https://linkinghub.elsevier.com/retrieve/pii/S0042-6989(07)00305-7
http://dx.doi.org/10.1016/j.visres.2007.07.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17881032&dopt=Abstract
http://dx.doi.org/10.1037/a0036015
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24730466&dopt=Abstract
http://dx.doi.org/10.1167/iovs.13-13408
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24833746&dopt=Abstract
http://europepmc.org/abstract/MED/24768243
http://dx.doi.org/10.1016/j.ophtha.2014.02.030
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24768243&dopt=Abstract
http://dx.doi.org/10.1001/archopht.126.5.608
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18474769&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


47. Stelmack JA, Tang XC, Wei Y, Wilcox DT, Morand T, Brahm K, LOVIT II Study Group. Outcomes of the Veterans Affairs
Low Vision Intervention Trial II (LOVIT II): A Randomized Clinical Trial. JAMA Ophthalmol 2017 Feb 01;135(2):96-104.
[doi: 10.1001/jamaophthalmol.2016.4742] [Medline: 27978569]

48. Smallfield S, Clem K, Myers A. Occupational therapy interventions to improve the reading ability of older adults with low
vision: a systematic review. Am J Occup Ther 2013 Apr 18;67(3):288-295. [doi: 10.5014/ajot.2013.004929] [Medline:
23597686]

49. Binns AM, Bunce C, Dickinson C, Harper R, Tudor-Edwards R, Woodhouse M, et al. How effective is low vision service
provision? A systematic review. Surv Ophthalmol 2012;57(1):34-65. [doi: 10.1016/j.survophthal.2011.06.006] [Medline:
22018676]

50. Morrice E, Johnson AP, Marinier J, Wittich W. Assessment of the Apple iPad as a low-vision reading aid. Eye (Lond) 2017
Jun 3;31(6):865-871 [FREE Full text] [doi: 10.1038/eye.2016.309] [Medline: 28157222]

51. Wittich W, Jarry J, Morrice E, Johnson A. Effectiveness of the Apple iPad as a Spot-reading Magnifier. Optom Vis Sci
2018;95(9):704-710. [doi: 10.1097/opx.0000000000001269]

52. Bowers AR, Lovie-Kitchin JE, Woods RL. Eye movements and reading with large print and optical magnifiers in macular
disease. Optom Vis Sci 2001 May;78(5):325-334. [doi: 10.1097/00006324-200105000-00016] [Medline: 11384010]

53. Tufail A, Patel PJ, Egan C, Hykin P, da Cruz L, Gregor Z, ABC Trial Investigators. Bevacizumab for neovascular age
related macular degeneration (ABC Trial): multicentre randomised double masked study. BMJ 2010 Jun 09;340:c2459.
[doi: 10.1136/bmj.c2459] [Medline: 20538634]

54. Nguyen NX, Weismann M, Trauzettel-Klosinski S. Improvement of reading speed after providing of low vision aids in
patients with age-related macular degeneration. Acta Ophthalmol 2009 Nov;87(8):849-853 [FREE Full text] [doi:
10.1111/j.1755-3768.2008.01423.x] [Medline: 19141148]

55. Colenbrander A, Fletcher DC. Basic concepts and terms for low vision rehabilitation. Am J Occup Ther 1995 Oct
01;49(9):865-869. [doi: 10.5014/ajot.49.9.865] [Medline: 8572044]

56. Legge G, Ross J, Maxwell K, Luebker A. Psychophysics of Reading: VII Comprehension in normal and low vision. Clinical
Vision Sciences 1989;4(1):60.

57. Stanovich KE. Individual differences in the cognitive processes of reading: I. Word decoding. J Learn Disabil 1982
Oct;15(8):485-493. [doi: 10.1177/002221948201500809] [Medline: 7142804]

58. Valenzuela MJ, Jones M, Wen W, Rae C, Graham S, Shnier R, et al. Memory training alters hippocampal neurochemistry
in healthy elderly. Neuroreport 2003 Jul 18;14(10):1333-1337. [doi: 10.1097/01.wnr.0000077548.91466.05] [Medline:
12876468]

59. Wilson RS, Scherr PA, Schneider JA, Tang Y, Bennett DA. Relation of cognitive activity to risk of developing Alzheimer
disease. Neurology 2007 Nov 13;69(20):1911-1920. [doi: 10.1212/01.wnl.0000271087.67782.cb] [Medline: 17596582]

60. Scarmeas N, Levy G, Tang MX, Manly J, Stern Y. Influence of leisure activity on the incidence of Alzheimer's disease.
Neurology 2001 Dec 26;57(12):2236-2242 [FREE Full text] [doi: 10.1212/wnl.57.12.2236] [Medline: 11756603]

61. Verghese J, Lipton RB, Katz MJ, Hall CB, Derby CA, Kuslansky G, et al. Leisure activities and the risk of dementia in the
elderly. N Engl J Med 2003 Jun 19;348(25):2508-2516. [doi: 10.1056/NEJMoa022252] [Medline: 12815136]

62. La Rue A. Healthy brain aging: role of cognitive reserve, cognitive stimulation, and cognitive exercises. Clin Geriatr Med
2010 Feb;26(1):99-111. [doi: 10.1016/j.cger.2009.11.003] [Medline: 20176296]

63. Stern Y. Cognitive reserve and Alzheimer disease. Alzheimer Dis Assoc Disord 2006;20(3 Suppl 2):S69-S74. [doi:
10.1097/00002093-200607001-00010] [Medline: 16917199]

64. Valenzuela MJ, Sachdev P. Brain reserve and dementia: a systematic review. Psychol Med 2006 Apr;36(4):441-454. [doi:
10.1017/S0033291705006264] [Medline: 16207391]

65. Stern Y. Cognitive reserve in ageing and Alzheimer's disease. Lancet Neurol 2012 Nov;11(11):1006-1012 [FREE Full text]
[doi: 10.1016/S1474-4422(12)70191-6] [Medline: 23079557]

66. Aubin G, Elalouf K, Urqueta AA, Johnson AP, Marinier JA, Kehayia E, et al. The relationship among vision-, hearing-
and cognitive functions in older adults undergoing low vision rehabilitation: Preliminary data analyses at baseline. 2019
Presented at: 10th Canadian Conference on Dementia; October 3-5, 2019; Quebec City, Quebec.

67. Balaji S, Elalouf K, Urqueta-Alfaro A, Marinier J, Johnson A, Phillips N, et al. AB029. Investigating the link between
reduced reading ability and cognitive decline in older adults with acquired vision impairment: a feasibility study. Ann Eye
Sci 2019 Dec;4:AB029-AB029. [doi: 10.21037/aes.2019.AB029]

68. Wittich W, Phillips N, Nasreddine ZS, Chertkow H. Sensitivity and Specificity of the Montreal Cognitive Assessment
Modified for Individuals who are Visually Impaired. Journal of Visual Impairment & Blindness 2019 Jan 07;104(6):360-368.
[doi: 10.1177/0145482X1010400606]

69. Bertone A, Wittich W, Watanabe D, Overbury O, Faubert J. The effect of age-related macular degeneration on non-verbal
neuropsychological test performance. International Congress Series 2005 Sep;1282:26-30. [doi: 10.1016/j.ics.2005.05.151]

70. McGilton KS, Höbler F, Campos J, Dupuis K, Labreche T, Guthrie DM, et al. Hearing and vision screening tools for
long-term care residents with dementia: protocol for a scoping review. BMJ Open 2016 Jul 26;6(7):e011945 [FREE Full
text] [doi: 10.1136/bmjopen-2016-011945] [Medline: 27466242]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 17https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1001/jamaophthalmol.2016.4742
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27978569&dopt=Abstract
http://dx.doi.org/10.5014/ajot.2013.004929
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23597686&dopt=Abstract
http://dx.doi.org/10.1016/j.survophthal.2011.06.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22018676&dopt=Abstract
http://europepmc.org/abstract/MED/28157222
http://dx.doi.org/10.1038/eye.2016.309
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28157222&dopt=Abstract
http://dx.doi.org/10.1097/opx.0000000000001269
http://dx.doi.org/10.1097/00006324-200105000-00016
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11384010&dopt=Abstract
http://dx.doi.org/10.1136/bmj.c2459
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20538634&dopt=Abstract
https://doi.org/10.1111/j.1755-3768.2008.01423.x
http://dx.doi.org/10.1111/j.1755-3768.2008.01423.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19141148&dopt=Abstract
http://dx.doi.org/10.5014/ajot.49.9.865
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=8572044&dopt=Abstract
http://dx.doi.org/10.1177/002221948201500809
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7142804&dopt=Abstract
http://dx.doi.org/10.1097/01.wnr.0000077548.91466.05
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12876468&dopt=Abstract
http://dx.doi.org/10.1212/01.wnl.0000271087.67782.cb
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17596582&dopt=Abstract
http://europepmc.org/abstract/MED/11756603
http://dx.doi.org/10.1212/wnl.57.12.2236
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11756603&dopt=Abstract
http://dx.doi.org/10.1056/NEJMoa022252
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12815136&dopt=Abstract
http://dx.doi.org/10.1016/j.cger.2009.11.003
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20176296&dopt=Abstract
http://dx.doi.org/10.1097/00002093-200607001-00010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16917199&dopt=Abstract
http://dx.doi.org/10.1017/S0033291705006264
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16207391&dopt=Abstract
http://europepmc.org/abstract/MED/23079557
http://dx.doi.org/10.1016/S1474-4422(12)70191-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23079557&dopt=Abstract
http://dx.doi.org/10.21037/aes.2019.AB029
http://dx.doi.org/10.1177/0145482X1010400606
http://dx.doi.org/10.1016/j.ics.2005.05.151
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=27466242
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=27466242
http://dx.doi.org/10.1136/bmjopen-2016-011945
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27466242&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


71. Wittich W, Jarry J, Hobler F, McGilton KS. P3-529: Consensus on the Use of Sensory Screening Techniques for Older
Adults With Cognitive Impairment: A Reactive Delphi Study. Alzheimer's & Dementia 2006 Jul
01;14(7S_Part_25):P1325-P1326. [doi: 10.1016/j.jalz.2018.06.1894]

72. Chan A, Tetzlaff JM, Gøtzsche PC, Altman DG, Mann H, Berlin JA, et al. SPIRIT 2013 explanation and elaboration:
guidance for protocols of clinical trials. BMJ 2013 Jan 08;346:e7586 [FREE Full text] [doi: 10.1136/bmj.e7586] [Medline:
23303884]

73. Reichardt C. Quasi-Experimental Design. In: Millsap R, Maydeu-Olivares A, editors. SAGE Handbook of Quantitative
Methods in Psychology. London, UK: Sage Publications; 2009.

74. Wittich W, Gagné J. Perceptual aspects of gerotechnology. In: Kwon S, editor. Gerotechnology 2.0. New York, NY:
Springer Publishing Company; 2004.

75. Schmiedt RA. The Physiology of Cochlear Presbycusis. In: Gordon-Salant S, Frisina R, Popper A, Fay R, editors. The
Aging Auditory System. Springer Handbook of Auditory Research, vol 34. New York, NY: Springer Science & Business
Media; 2010:9.

76. Visual devices. Regie de l'assurance maladie du Quebec. 2021. URL: http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/
visual-aids/Pages/visual-aids.aspx [accessed 2021-03-04]

77. Wittich W, Gagné J. Perceptual aspects of gerotechnology. In: Kwon S, editor. Gerotechnology: Research, Practice and
Principles in the Field of Technology and Aging. New York, NY: Springer Publishing Co; 2016:13-34.

78. Wittich W, Watanabe DH, Gagné JP. Sensory and demographic characteristics of deafblindness rehabilitation clients in
Montréal, Canada. Ophthalmic Physiol Opt 2012 May;32(3):242-251. [doi: 10.1111/j.1475-1313.2012.00897.x] [Medline:
22348651]

79. Hearing aids. Regie de l'assurance maladie du Quebec. 2021. URL: http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/
hearing-aids/Pages/hearing-aids.aspx [accessed 2021-03-08]

80. Wittich W, Murphy C, Mulrooney D. An adapted adult day centre for older adults with sensory impairment. British Journal
of Visual Impairment 2014 Aug 20;32(3):249-262. [doi: 10.1177/0264619614540162]

81. Perlmutter MS, Bhorade A, Gordon M, Hollingsworth H, Engsberg JE, Carolyn Baum M. Home lighting assessment for
clients with low vision. Am J Occup Ther 2013;67(6):674-682 [FREE Full text] [doi: 10.5014/ajot.2013.006692] [Medline:
24195901]

82. Wittich W, St. Amour L, Jarry J, Seiple W. Test-retest Variability of a Standardized Low Vision Lighting Assessment.
Optom Vis Sci 2018;95(9):852-858. [doi: 10.1097/opx.0000000000001275]

83. Henry R, Duquette J, Wittich W. Comparison of Two Lighting Assessment Methods when Reading with Low Vision.
Optom Vis Sci 2020;97(4):257-264. [doi: 10.1097/opx.0000000000001499]

84. Gross AL, Rebok GW, Unverzagt FW, Willis SL, Brandt J. Word list memory predicts everyday function and problem-solving
in the elderly: results from the ACTIVE cognitive intervention trial. Neuropsychol Dev Cogn B Aging Neuropsychol Cogn
2011 Mar;18(2):129-146 [FREE Full text] [doi: 10.1080/13825585.2010.516814] [Medline: 21069610]

85. Edwards JD, Xu H, Clark DO, Guey LT, Ross LA, Unverzagt FW. Speed of processing training results in lower risk of
dementia. Alzheimers Dement (N Y) 2017 Nov 07;3(4):603-611 [FREE Full text] [doi: 10.1016/j.trci.2017.09.002] [Medline:
29201994]

86. Aretouli E, Brandt J. Everyday functioning in mild cognitive impairment and its relationship with executive cognition. Int
J Geriatr Psychiatry 2010 Mar;25(3):224-233 [FREE Full text] [doi: 10.1002/gps.2325] [Medline: 19650160]

87. Nasreddine ZS, Phillips NA, Bédirian V, Charbonneau S, Whitehead V, Collin I, et al. The Montreal Cognitive Assessment,
MoCA: a brief screening tool for mild cognitive impairment. J Am Geriatr Soc 2005 Apr;53(4):695-699. [doi:
10.1111/j.1532-5415.2005.53221.x] [Medline: 15817019]

88. Strauss E, Sherman EM, Spreen O. A Compendium of Neuropsychological Tests: Administration, Norms, and Commentary.
New York, NY: Oxford University Press; 2006.

89. Mrazik M, Millis S, Drane DL. The oral trail making test: effects of age and concurrent validity. Arch Clin Neuropsychol
2010 May;25(3):236-243 [FREE Full text] [doi: 10.1093/arclin/acq006] [Medline: 20197294]

90. Tombaugh TN, Kozak J, Rees L. Normative data stratified by age and education for two measures of verbal fluency: FAS
and animal naming. Arch Clin Neuropsychol 1999 Feb;14(2):167-177. [Medline: 14590600]

91. Mansfield J, Legge G, Luebker A, Cunningham K. MNRead Acuity Charts: Continuous-text reading-acuity charts for
normal and low vision. Long Island City, NY: Lighthouse Low Vision Products; 1994.

92. Calabrèse A, Owsley C, McGwin G, Legge GE. Development of a Reading Accessibility Index Using the MNREAD Acuity
Chart. JAMA Ophthalmol 2016 Apr;134(4):398-405 [FREE Full text] [doi: 10.1001/jamaophthalmol.2015.6097] [Medline:
26868760]

93. Legge GE, Ross JA, Luebker A, LaMay JM. Psychophysics of reading. VIII. The Minnesota Low-Vision Reading Test.
Optom Vis Sci 1989 Dec;66(12):843-853. [doi: 10.1097/00006324-198912000-00008] [Medline: 2626251]

94. Patel PJ, Chen FK, Da Cruz L, Rubin GS, Tufail A. Test-retest variability of reading performance metrics using MNREAD
in patients with age-related macular degeneration. Invest Ophthalmol Vis Sci 2011 Jun 01;52(6):3854-3859. [doi:
10.1167/iovs.10-6601] [Medline: 21421873]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 18https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1016/j.jalz.2018.06.1894
http://www.bmj.com/lookup/pmidlookup?view=long&pmid=23303884
http://dx.doi.org/10.1136/bmj.e7586
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23303884&dopt=Abstract
http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/visual-aids/Pages/visual-aids.aspx
http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/visual-aids/Pages/visual-aids.aspx
http://dx.doi.org/10.1111/j.1475-1313.2012.00897.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22348651&dopt=Abstract
http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/hearing-aids/Pages/hearing-aids.aspx
http://www.ramq.gouv.qc.ca/en/citizens/aid-programs/hearing-aids/Pages/hearing-aids.aspx
http://dx.doi.org/10.1177/0264619614540162
http://europepmc.org/abstract/MED/24195901
http://dx.doi.org/10.5014/ajot.2013.006692
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24195901&dopt=Abstract
http://dx.doi.org/10.1097/opx.0000000000001275
http://dx.doi.org/10.1097/opx.0000000000001499
http://europepmc.org/abstract/MED/21069610
http://dx.doi.org/10.1080/13825585.2010.516814
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21069610&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S2352-8737(17)30059-8
http://dx.doi.org/10.1016/j.trci.2017.09.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29201994&dopt=Abstract
http://europepmc.org/abstract/MED/19650160
http://dx.doi.org/10.1002/gps.2325
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19650160&dopt=Abstract
http://dx.doi.org/10.1111/j.1532-5415.2005.53221.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15817019&dopt=Abstract
http://europepmc.org/abstract/MED/20197294
http://dx.doi.org/10.1093/arclin/acq006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20197294&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14590600&dopt=Abstract
http://europepmc.org/abstract/MED/26868760
http://dx.doi.org/10.1001/jamaophthalmol.2015.6097
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26868760&dopt=Abstract
http://dx.doi.org/10.1097/00006324-198912000-00008
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2626251&dopt=Abstract
http://dx.doi.org/10.1167/iovs.10-6601
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21421873&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


95. Trauzettel-Klosinski S, Dietz K, IReST Study Group. Standardized assessment of reading performance: the New International
Reading Speed Texts IReST. Invest Ophthalmol Vis Sci 2012 Aug 13;53(9):5452-5461. [doi: 10.1167/iovs.11-8284]
[Medline: 22661485]

96. Hahn GA, Penka D, Gehrlich C, Messias A, Weismann M, Hyvärinen L, et al. New standardised texts for assessing reading
performance in four European languages. Br J Ophthalmol 2006 Apr;90(4):480-484 [FREE Full text] [doi:
10.1136/bjo.2005.087379] [Medline: 16547331]

97. Azevedo N, Blain-Moraes S, Berkun K, Papathanasopoulos A, Amani L, Rokos A, et al. Developing and validating a
Canadian French N400 event-related potential paradigm. 2019 Presented at: 11th International Conference on the Mental
Lexicon; September 25-28, 2018; Edmonton, Alberta, Canada.

98. Block CK, Baldwin CL. Cloze probability and completion norms for 498 sentences: Behavioral and neural validation using
event-related potentials. Behavior Research Methods 2010 Aug;42(3):665-670. [doi: 10.3758/brm.42.3.665]

99. Williams AV. 2021. URL: https://www.williamssound.com/pocketalker [accessed 2021-03-02]
100. Ellahan N, Giguère C, Lagacé J, Pichora-Fuller M. A software platform to administer the Canadian digit triple test. Canadian

Acoustics 2016 Aug 24;44(3):1-2 [FREE Full text]
101. Giguère C, Lagacé J, Ellaham NN, Pichora-Fuller MK, Goy H, Bégin C, et al. Development of the Canadian Digit Triplet

Test in English and French. J Acoust Soc Am 2020 Mar;147(3):EL252-EL258. [doi: 10.1121/10.0000825] [Medline:
32237800]

102. Ventry IM, Weinstein BE. The hearing handicap inventory for the elderly: a new tool. Ear Hear 1982;3(3):128-134. [doi:
10.1097/00003446-198205000-00006] [Medline: 7095321]

103. Hébert R, Voyer L. Traduction du "Hearing Handicap Inventory for the Elderly". In: Cent Rech en gérontologie gériatrie.
Sherbrooke, Quebec: Inst Univ Gériatrie; 1995.

104. Kirkland SA, Griffith LE, Menec V, Wister A, Payette H, Wolfson C, et al. Mining a Unique Canadian Resource: The
Canadian Longitudinal Study on Aging. Can J Aging 2015 Sep;34(3):366-377. [doi: 10.1017/S071498081500029X]
[Medline: 26300192]

105. Tomioka K, Ikeda H, Hanaie K, Morikawa M, Iwamoto J, Okamoto N, et al. The Hearing Handicap Inventory for
Elderly-Screening (HHIE-S) versus a single question: reliability, validity, and relations with quality of life measures in the
elderly community, Japan. Qual Life Res 2013 Jun;22(5):1151-1159. [doi: 10.1007/s11136-012-0235-2] [Medline: 22833152]

106. Heine C, Browning CJ. Communication and psychosocial consequences of sensory loss in older adults: overview and
rehabilitation directions. Disabil Rehabil 2002 Oct 15;24(15):763-773. [doi: 10.1080/09638280210129162] [Medline:
12437862]

107. Renaud J, Bédard E. Depression in the elderly with visual impairment and its association with quality of life. Clin Interv
Aging 2013;8:931-943 [FREE Full text] [doi: 10.2147/CIA.S27717] [Medline: 23888110]

108. Lovibond S, Lovibond P. Manual for the Depression Anxiety Stress Scales. Sydney, Australia: Psychology Foundation;
1995.

109. Ramasawmy S. Validation of the French Depression Anxiety Stress Scales (DASS-21) and predictors of depression in an
adolescent Mauritian population. Marseille, France: Université Aix-Marseille; 2015.

110. Gloster AT, Rhoades HM, Novy D, Klotsche J, Senior A, Kunik M, et al. Psychometric properties of the Depression Anxiety
and Stress Scale-21 in older primary care patients. J Affect Disord 2008 Oct;110(3):248-259 [FREE Full text] [doi:
10.1016/j.jad.2008.01.023] [Medline: 18304648]

111. Ferris FL, Kassoff A, Bresnick GH, Bailey I. New visual acuity charts for clinical research. Am J Ophthalmol 1982
Jul;94(1):91-96. [Medline: 7091289]

112. Arditi A. Improving the design of the letter contrast sensitivity test. Invest Ophthalmol Vis Sci 2005 Jun 01;46(6):2225-2229.
[doi: 10.1167/iovs.04-1198] [Medline: 15914645]

113. Erdfelder E, Faul F, Buchner A. GPOWER: A general power analysis program. Behavior Research Methods, Instruments,
& Computers 1996 Mar;28(1):1-11. [doi: 10.3758/bf03203630]

114. Wittich W, Overbury O, Kapusta MA, Watanabe DH. Hierarchical linear modeling of visual acuity change over time: rate
of functional recovery after macular hole surgery. Optom Vis Sci 2007 Sep;84(9):872-878. [doi:
10.1097/OPX.0b013e3181559c17] [Medline: 17873773]

115. Wittich W, Overbury O, Kapusta MA, Watanabe DH, Faubert J. Macular hole: perceptual filling-in across central scotomas.
Vision Res 2006 Nov;46(23):4064-4070 [FREE Full text] [doi: 10.1016/j.visres.2006.07.005] [Medline: 16938330]

116. Michener WK. Ten Simple Rules for Creating a Good Data Management Plan. PLoS Comput Biol 2015 Oct
22;11(10):e1004525 [FREE Full text] [doi: 10.1371/journal.pcbi.1004525] [Medline: 26492633]

117. Baayen R, Davidson D, Bates D. Mixed-effects modeling with crossed random effects for subjects and items. Journal of
Memory and Language 2008 Nov;59(4):390-412. [doi: 10.1016/j.jml.2007.12.005]

118. RStudio: Integrated Development for R. 2021. URL: https://rstudio.com/ [accessed 2021-03-04]
119. Barr DJ, Levy R, Scheepers C, Tily HJ. Random effects structure for confirmatory hypothesis testing: Keep it maximal. J

Mem Lang 2013 Apr;68(3) [FREE Full text] [doi: 10.1016/j.jml.2012.11.001] [Medline: 24403724]
120. Hentschke H, Stüttgen MC. Computation of measures of effect size for neuroscience data sets. Eur J Neurosci 2011

Dec;34(12):1887-1894. [doi: 10.1111/j.1460-9568.2011.07902.x] [Medline: 22082031]

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 19https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1167/iovs.11-8284
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22661485&dopt=Abstract
http://europepmc.org/abstract/MED/16547331
http://dx.doi.org/10.1136/bjo.2005.087379
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16547331&dopt=Abstract
http://dx.doi.org/10.3758/brm.42.3.665
https://www.williamssound.com/pocketalker
https://jcaa.caa-aca.ca/index.php/jcaa/article/view/2960
http://dx.doi.org/10.1121/10.0000825
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32237800&dopt=Abstract
http://dx.doi.org/10.1097/00003446-198205000-00006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7095321&dopt=Abstract
http://dx.doi.org/10.1017/S071498081500029X
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26300192&dopt=Abstract
http://dx.doi.org/10.1007/s11136-012-0235-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22833152&dopt=Abstract
http://dx.doi.org/10.1080/09638280210129162
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12437862&dopt=Abstract
https://dx.doi.org/10.2147/CIA.S27717
http://dx.doi.org/10.2147/CIA.S27717
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23888110&dopt=Abstract
http://europepmc.org/abstract/MED/18304648
http://dx.doi.org/10.1016/j.jad.2008.01.023
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18304648&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7091289&dopt=Abstract
http://dx.doi.org/10.1167/iovs.04-1198
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15914645&dopt=Abstract
http://dx.doi.org/10.3758/bf03203630
http://dx.doi.org/10.1097/OPX.0b013e3181559c17
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17873773&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S0042-6989(06)00309-9
http://dx.doi.org/10.1016/j.visres.2006.07.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16938330&dopt=Abstract
https://dx.plos.org/10.1371/journal.pcbi.1004525
http://dx.doi.org/10.1371/journal.pcbi.1004525
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26492633&dopt=Abstract
http://dx.doi.org/10.1016/j.jml.2007.12.005
https://rstudio.com/
http://europepmc.org/abstract/MED/24403724
http://dx.doi.org/10.1016/j.jml.2012.11.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24403724&dopt=Abstract
http://dx.doi.org/10.1111/j.1460-9568.2011.07902.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22082031&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


121. Clayton JA, Tannenbaum C. Reporting Sex, Gender, or Both in Clinical Research? JAMA 2016 Nov 08;316(18):1863-1864.
[doi: 10.1001/jama.2016.16405] [Medline: 27802482]

122. Alagöz F, Ziefle M, Wilkowska W, Valdez A. Information Quality in e-Health. In: Holzinger A, Simonic KM, editors.
Openness to Accept Medical Technology - A Cultural View. Berlin & Heidelberg, Germany: Springer-Verlag; 2011:151-170.

123. Heerink M. Exploring the influence of age, gender, education and computer experience on robot acceptance by older adults.
2011 Presented at: HRI'11: International Conference on Human-Robot Interaction; March 2011; Lausanne Switzerland p.
147-148 URL: https://dl.acm.org/doi/proceedings/10.1145/1957656 [doi: 10.1145/1957656.1957704]

124. Parette P, Scherer M. Assistive Technology Use and Stigma. Education and Training in Developmental Disabilities
2004;39(3):217-226.

125. Our News. Centre de recherche interdisciplinarie en réadaptation du Montréal métropolitain. 2021. URL: https://crir.ca/en/
[accessed 2021-03-04]

126. Welcome to the SENSE-Cog project. SENSE-Cog. 2021. URL: https://www.sense-cog.eu/ [accessed 2021-03-04]
127. Envision virtual conference. Envision University. 2021. URL: https://university.envisionus.com/Home [accessed 2021-03-04]
128. Knowledge Translation and Exchange. Canadian Consortium on Neurodegeneration in Aging. 2021. URL: https://ccna-ccnv.

ca/knowledge-translation-exchange-kte/ [accessed 2021-03-04]
129. Swenor B. Losing Vision and Gaining Perspective. JAMA 2019 Feb 05;321(5):455-456. [doi: 10.1001/jama.2019.0076]

[Medline: 30721299]
130. Café Scientifique: Making health research available to the public. Hospital News. 2020. URL: https://hospitalnews.com/

cafe-scientifique-making-health-research-available-to-the-public/ [accessed 2021-03-04]

Abbreviations
AD: Alzheimer’s disease
AMD: age-related macular degeneration
dB HL: decibel hearing level
DSI: dual sensory impairment
MMSE: Mini-Mental State Examination
MoCA: Montreal Cognitive Assessment
PTA: pure-tone average
RAVLT: Rey Auditory Verbal Learning Test

Edited by G Eysenbach; submitted 24.05.20; peer-reviewed by A Naidu, A Colenbrander, A Lindauer, P Heyn; comments to author
13.06.20; revised version received 24.08.20; accepted 24.02.21; published 11.03.21

Please cite as:
Wittich W, Pichora-Fuller MK, Johnson A, Joubert S, Kehayia E, Bachir V, Aubin G, Jaiswal A, Phillips N
Effect of Reading Rehabilitation for Age-Related Macular Degeneration on Cognitive Functioning: Protocol for a Nonrandomized
Pre-Post Intervention Study
JMIR Res Protoc 2021;10(3):e19931
URL: https://www.researchprotocols.org/2021/3/e19931
doi: 10.2196/19931
PMID: 33704074

©Walter Wittich, M Kathleen Pichora-Fuller, Aaron Johnson, Sven Joubert, Eva Kehayia, Vanessa Bachir, Gabrielle Aubin, Atul
Jaiswal, Natalie Phillips. Originally published in JMIR Research Protocols (http://www.researchprotocols.org), 11.03.2021. This
is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic information,
a link to the original publication on http://www.researchprotocols.org, as well as this copyright and license information must be
included.

JMIR Res Protoc 2021 | vol. 10 | iss. 3 | e19931 | p. 20https://www.researchprotocols.org/2021/3/e19931
(page number not for citation purposes)

Wittich et alJMIR RESEARCH PROTOCOLS

XSL•FO
RenderX

http://dx.doi.org/10.1001/jama.2016.16405
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27802482&dopt=Abstract
https://dl.acm.org/doi/proceedings/10.1145/1957656
http://dx.doi.org/10.1145/1957656.1957704
https://crir.ca/en/
https://www.sense-cog.eu/
https://university.envisionus.com/Home
https://ccna-ccnv.ca/knowledge-translation-exchange-kte/
https://ccna-ccnv.ca/knowledge-translation-exchange-kte/
http://dx.doi.org/10.1001/jama.2019.0076
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30721299&dopt=Abstract
https://hospitalnews.com/cafe-scientifique-making-health-research-available-to-the-public/
https://hospitalnews.com/cafe-scientifique-making-health-research-available-to-the-public/
https://www.researchprotocols.org/2021/3/e19931
http://dx.doi.org/10.2196/19931
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33704074&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

