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Purpose: Tobacco smoking and nutrition are key lifestyle factors with long-term 

effects on eye health. However, little is known about patients’ perceptions and 

experiences in these areas in relation to the care received from optometrists. The main 

aim was to survey patients’ perceptions and prior experience regarding the role of 

optometrists in enquiring and providing advice about tobacco smoking and nutrition. 

 

Methods: An anonymous, paper-based survey was distributed to a convenience 

sample of 225 adults attending the University of Melbourne eye care clinic. 

Respondents provided demographic and other information (age, sex, length of time 

since last eye examination, country of most recent eye examination, smoking status 

and intake of nutritional supplements) and indicated their level of agreement (using a 

five-step Likert scale) with a series of statements relating to the care provided by 

optometrists in the areas of health, smoking and nutrition. The statements were 

designed to assess the perceived scope of practice of optometrists and the extent to 

which patients expect, and feel comfortable, discussing these issues with their 

optometrist. 

 

Results: 220 completed surveys were returned. Most respondents (>80%) agreed that 

they visit their optometrist to quantify their refractive error and to examine their eye 

health. About two-thirds of respondents indicated that they expect their optometrist to 

ask about their general health, with almost half expecting their optometrist to 

communicate with their general medical practitioner. Approximately one-third of 

respondents indicated having been routinely questioned about their smoking status, 

diet and nutritional supplement intake by their optometrist. This was despite about 

half expecting their optometrist to question them about these factors and almost three 

out of four respondents indicating that they felt comfortable talking with their 

optometrist about these lifestyle behaviours.  

 

Conclusions: This study provides novel insight into patients’ perceptions and 

experience with optometric practice in the areas of tobacco smoking and nutrition. 

The majority of respondents expected their optometrist to examine their eye health, 

ask them about their smoking and diet habits, and indicated feeling comfortable 

discussing these topics with their primary eye care provider. These findings suggest 
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that brief advice interventions relating to tobacco use and diet are likely to be 

acceptable to deliver in optometry practice. 

 

MAIN TEXT 

 

INTRODUCTION  

Optometric scope of practice varies greatly in different parts of the world, and there is 

not a universal, common definition of what an optometrist ‘is’ or ‘does.’1 In some 

countries optometry consists solely of rudimentary eyesight testing and the provision 

of spectacles and/or contact lenses for refractive correction. In contrast, in some states 

of the United States of America (USA), optometrists are accredited to perform minor 

ocular surgeries. Further, the scope of practice of optometrists is continuing to expand 

and with this comes a wider range of extended clinical responsibilities that encompass 

ocular disease diagnosis and management.2

 

 

In Australia, the professional scope of optometry practice has evolved over the past 

several decades, and currently includes the independent diagnosis, assessment and 

management of ocular disorders relating to visual function and eye health, including 

the prescription of scheduled topical medicines.5

 

 However, it is unclear whether the 

public’s perception of optometric practice has kept pace with the changes that have 

occurred in scope of practice. There is currently no literature, from any region 

worldwide, investigating patient expectations in relation to the care they expect to 

receive when they attend for an eye examination with an optometrist. For example, 

are patients seeking only refractive care, and therefore do not expect and/or do not 

feel comfortable discussing general health and lifestyle factors that can potentially 

influence eye health with their optometrist? Alternatively, do patients perceive the 

role of their optometrist as a part of their primary health care team and, in doing so, 

expect evidence-based questioning and advice about how their general health and 

certain lifestyle behaviours could be impacting upon their ocular health?  

These questions are particularly relevant to two key modifiable risk factors, tobacco 

use and nutrition, which have long-term effects on ocular health. Tobacco smoking is 

linked to several serious ocular pathologies, in particular age-related macular 

degeneration (AMD).6-8 AMD accounts for more than half of adult blindness in 
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developed countries.9 With ageing global demographics, the number of people with 

AMD is predicted to almost double by 2035.9 While treatments currently exist for the 

neovascular form of late-stage AMD, therapies for earlier stages of AMD are still 

considered experimental. Furthermore, projections show that in some regions, tertiary 

health services are likely to be exhausted by patient need for treatments relating only 

to neovascular AMD by 2030.9

 

 In the absence of a cure, preventing progression to 

late-stage AMD is therefore the most valuable approach for reducing vision loss and 

the associated individual and community burden of this disease. 

Tobacco contains toxic, carcinogenic and mutagenic chemicals that induce biological 

damage. Tobacco is most commonly smoked, from cigarettes or cigars, but can also 

be chewed, with significant health risks associated with each of these behaviours. 

Tobacco smoking is the single most important modifiable risk factor for AMD.10 

Current smokers have between a two- and four-fold increased risk of developing 

AMD compared with people who have never smoked.11, 12 A direct relationship exists 

between the risk of developing late-stage disease and the number of cigarettes smoked 

over time.13 Importantly, these risks are strongly modifiable. The risk of developing 

AMD decreases substantially following smoking cessation and is also lowered by a 

reduction in smoking intensity.14, 15 After 20 years of cessation, the risk of developing 

AMD is similar to a person who has never smoked.16 Such risk reduction has been 

proposed to potentially provide a highly valuable health message to encourage 

smoking cessation. Despite the established link between tobacco smoking and adverse 

ocular health outcomes, recent studies that have surveyed eye care clinicians in 

different parts of the world17-23 report similar deficiencies in care provision in this 

practice area. Our research, which investigated self-reported optometric practices in 

Australia, indicates that only about half of optometrists routinely enquire about their 

patient’s smoking behaviours.21 In this study, one barrier cited by clinicians who 

reported not providing smoking cessation counselling was that they felt patients might 

consider the discussion of this topic too personal or intrusive. However, it is not 

currently known whether this is a true barrier, as there is no prior research 

investigating how people attending for eye care feel about discussing tobacco use with 

their optometrist. Indeed, while the concern of intruding on a patient’s lifestyle choice 

has been cited by practitioners as a potential barrier that could damage the patient-
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provider relationship, in the context of advice provided by a general medical 

practitioner, this has been reported not to be the case.24

 

 

Over the past decade, there has also been heightened interest in the influence of 

nutrition on health, including eye health, and the utility of nutrition-based strategies 

for managing eye disease. As recently reviewed,8 epidemiological data have shown 

strong associations between diets rich in the macular carotenoids (zeaxanthin and 

lutein) and omega-3 long-chain essential fatty acids, and a reduced long-term risk of 

late-stage AMD. In addition, the Age-Related Eye Disease Study (AREDS)13 showed 

that daily consumption of a specific formulation of high-dose antioxidant vitamins 

and minerals, reduced the risk of progression from intermediate- to late-stage AMD 

from 28% to 20% over a five year period. Importantly, this study showed that the 

potential benefit of nutritional supplementation was only for specific populations of 

high-risk AMD patients, rather than the general population, and that recommendations 

should be considered in the context of other health factors, including smoking 

behaviours. Another relevant example is growing evidence25, 26 and the increased 

adoption27, 28

 

 of omega-3 essential fatty acids supplements for modulating ocular 

surface inflammation in dry eye disease.  

Given the links between nutrition and ocular disease, optometrists should also assume 

a role in discussing these associations with their patients and providing advice about 

the merit, or otherwise, of different foods and/or nutritional supplements for 

modifying eye health. We previously reported that 60 percent of Australian 

optometrists self-reported routinely counselling patients about their diet.21

 

 However, 

as for smoking cessation, little is currently known about whether patients expect, 

and/or are receptive, to engage in discussions about diet with their optometrist in the 

context of its implications on eye health.   

The major aim of this study was to assess public perception with regard to the role of 

optometrists in enquiring and providing advice in the areas of tobacco smoking and 

nutrition, being important lifestyle factors with significant, long-term effects upon 

ocular health. We also sought to assess whether patients expect their optometrist to 

ask them about their general health, and to communicate with their general medical 
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practitioner and/or other allied health practitioners to assist them with making lifestyle 

changes that can affect their ocular health.  

METHODS  

This project was reviewed and approved by the University of Melbourne Human 

Research Ethics Committee (HREC #1545591.1).  

 

Participants 

An anonymous, voluntary, paper-based survey was distributed to a convenience 

sample of 225 adults (aged 18 years or over) who attended the University of 

Melbourne eye care (UMeyecare) clinic, a private community-based optometry clinic. 

Potential participants were invited to partake in the study by the clinic reception staff, 

when presenting for an appointment, between 15 December 2015 and 1 March 2016. 

Distribution of the survey to patients was dependent upon reception staff providing a 

verbal invitation to participate. Although the number of potential participants who 

declined to participate was not formally recorded, qualitative feedback from the staff 

indicated that very few (estimated to be five or fewer) patients elected not to 

participate after a verbal invitation. Over this period, a total of 534 adults attended the 

UMeyecare clinic, giving a sampling proportion of 42 percent of all attending 

patients. Potential participants were advised that the survey would take approximately 

five minutes to complete. A written statement on the first page of the survey informed 

potential participants that the completion and submission of the survey, in a 

respondent box at reception, implied their consent to participate.  

 

Survey instrument 

The survey, which is provided for readers as supplementary material, was designed 

and pilot tested by the authors, based upon previous survey-based research.21, 29

 

 For 

topic areas (i) Expectations and perceptions, and (ii)  Prior experiences, the survey 

questions were constructed on a five-step Likert scale, assessing perceptions, 

expectations and/or experiences in each domain. 

The survey covered the following topic areas, relevant to the public perceptions of 

optometric clinical care: 

i) Expectations and perceptions  
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a. whether people recognise the role of optometrists beyond 

prescribing glasses and contact lenses (i.e., eye health assessment); 

b. whether people expect their optometrist to ask them about their 

smoking and diet behaviours; 

c. whether optometrists are considered to have a role in providing 

health information to general medical practitioners (GPs); 

d. whether optometrists are perceived to have a role in referring 

patients to other allied health professionals for support to change 

lifestyle behaviours that can negatively impact upon eye health. 

e. how comfortable people feel to discuss their smoking and diet 

behaviours with their optometrist. 

 

ii)  Prior experiences 

a. whether people have been previously informed about the ocular 

risks associated with tobacco smoking by their optometrist; 

b. whether people consider that their optometrist typically asks them 

whether they smoke, about their diet and their nutritional 

supplement intake; 

c. whether people have been advised by their optometrist that their 

smoking status, diet and consumption of nutritional supplements 

can affect their eye health;  

d. whether people are aware that tobacco smoking can cause 

blindness. 

 

iii)  Demographics 

a. patient age (years); 

b. patient sex (female/male); 

c. country of most recent eye examination; 

d. time since last eye examination (years); 

e. patient’s smoking status (current, former, never); 

f. patient’s nutritional supplement behaviours (routinely takes 

supplements/does not take supplements). 
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The rationale for including a question relating to the country of the respondent’s most 

recent eye examination was to recognise that the UMeyecare clinic provides care to 

an international population, and to therefore account for potential differences in 

optometric care in different geographic areas.  

 

For the purpose of the survey a ‘nutritional supplement’ was defined as “any non-

prescription vitamin or dietary supplement.” Respondents were provided with the 

following internationally accepted definitions,30

• A ‘current smoker’ is a person who has smoked at least one cigarette per day, 

or smoked at least one cigar per week, or chewed at least 30 grams of tobacco 

for at least one month during the past year.  

 as the basis for defining smoking 

status: 

• A ‘f ormer smoker’, is a person who has not smoked for at least one year, but 

previously smoked at least one cigarette per day, or smoked at least one cigar 

per week, or chewed at least 30 grams of tobacco per month for at least one 

year.  

• A ‘never smoker’, is a person who has smoked less than one cigarette per day 

and smoked less than one cigar per week and chewed less than 30 grams of 

tobacco per month for no more than one year.  

 

Data analysis 

Only completed surveys (n=220) were used in the analyses. Statistical analysis was 

performed using MiniTab Statistical Software (Version 17.0, 

http://www.minipad.com). Graphs were plotted using GraphPad Prism (Version 5.0 

for Mac,; http://www.graphpad.com/scientific-software/prism/). Quantitative data are 

summarised using descriptive statistics. Chi-squared tests were used to compare data 

consisting of proportions (e.g., patient sex, smoking status). Data normality was tested 

using the Kolmogorov–Smirnov test. Unless otherwise stated, data are shown as 

median (interquartile range (IQR)). Proportions are reported to full integers. An alpha 

value of 0.05 was adopted for statistical significance. 

 

The potential influence of a range of respondent demographic factors was analysed 

using ordinal linear regression. We considered each of the factors of: age 
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(continuous), sex (dichotomous), time since last eye examination (categorical: ≤1 

year, >1 and ≤ 2 years, >2 and ≤3 years, >3 years ago) , country of most recent eye 

examination (categorical: Australia, Europe/United Kingdom, Asia, Other), smoking 

status (categorical: current, former, never) and current intake of nutritional 

supplements (dichotomous), as part of the model and examined the effect of each 

factor upon participant responses to each survey question. Effects are expressed as 

odds ratios (ORs) with 95% confidence intervals (CIs). The quality of the model was 

assessed using the Pearson’s Chi-Squared Goodness of Fit test (X2) and the Deviance 

statistic (G2); only models with acceptable fits (criterion: X2 > 0.05 and G2 

 

> 0.05) are 

reported. 

 

RESULTS 

 

Respondent details 

From a total of 225 surveys that were issued, 224 surveys were returned and 220 of 

these surveys were fully completed (completion rate: 98%). All participants had 

previously attended at least one consultation with an optometrist. Table 1 summarises 

the survey participant demographic information. The median age of respondents was 

31 years (range: 18 to 86 years) and 63% were female. Almost two-thirds (65%) 

indicated that their last eye examination had occurred within the past year (range: <1 

to 9 years), and for most people (88%) this had occurred in Australia. The majority 

(79%) of respondents self-reported that they had never smoked, and about one-third 

indicated routinely taking nutritional supplements. 

 

 

Table 1 – Survey participant demographics 

 Respondents 

(n=220) 

Age, years 31 [24-47] a 

Sex [female/male]: number (%) 139/81 

(63%/37%) 

Time since last eye examination, years 1 [1-2] a 
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Country of most recent eye examination: number (%) 

- Australia 

- Asia 

- Europe or United Kingdom 

- Other (United States, Canada) 

 

194 (88%) 

15 (7%) 

7 (3%) 

4 (2%) 

Smoking status: number (%) 

- Current smoker 

- Former smoker 

- Never smoker 

 

13 (6%) 

33 (15%) 

174 (79%) 

Routinely consume nutritional supplements: number (%) 

providing a ‘Yes’ response 

70 (32%) 

a

 

K–S testing indicated non-parametric distributions (p < 0.0001). Data are shown as 

median (inter-quartile range).  

 

 

Optometric care: expectations, perceptions and prior experiences  

 

(i) General health 

Figure 1 summarises data relating to respondents’ general expectations and 

perceptions of optometric clinical care. The majority of respondents (>80%) agreed 

(i.e., ‘agree’ or ‘strongly agree’ response) that they typically visit their optometrist to 

quantify their refractive error (i.e., check their spectacle and/or contact lens 

prescription) and to examine their eye health. Most respondents (64%) indicated that 

they expect their optometrist to ask about their general health status, with about half 

(49%) expecting their optometrist to communicate with their general medical 

practitioner (GP) about their general health. The majority (88%) of respondents 

agreed that they considered it the role of their optometrist to refer them to other allied 

health professionals for support to change lifestyle behaviours that could negatively 

impact upon their eye health.  

 

Compared with respondents who indicated having their most recent eye examination 

in Australia, those who reported receiving this care in Asia were significantly more 
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likely to expect their optometrist to assess their eye health (OR: 5.14, 95% CI: 1.37-

19.34, p=0.02), communicate with their GP (OR: 3.49, 95% CI: 1.11-10.92, p=0.03) 

and to refer them to other allied health professionals (OR: 7.42, 95% CI: 1.80-30.67, 

p=0.006). There were no significant associations for any of the other respondent 

demographic factors.  

 

Figure 1. Patients’ general expectations and perceptions of optometric clinical 

care.  

 

Percentage of respondents, from n=220, who indicated their level of agreement with 

each statement, using the following five-step Likert scale: strongly disagree, disagree, 

neither agree nor disagree, agree and strongly agree.  

 

(ii) Tobacco smoking 

Figure 2 summarises data relating to respondents’ expectations, prior experience and 

level of comfort with discussing tobacco-smoking behaviours with their optometrist. 

Approximately one-third of respondents responded positively to having been 

routinely questioned about their smoking status by their optometrist. This was despite 

about half expecting their optometrist to question them about this lifestyle behaviour 

and 70% of respondents indicating that they felt comfortable talking to their 

optometrist about their smoking habits. About one in four respondents indicated that 

their optometrist had mentioned there are vision risks associated with smoking. 

Slightly more than half of respondents were aware that smoking could cause 

blindness.  

 

Compared with respondents who indicated having had their most recent eye 

examination in Australia, those who reported receiving this care in Asia were 
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significantly more likely to expect their optometrist to ask them about their smoking 

behaviour (OR: 4.13, 95% CI: 1.26-13.53, p=0.02). Respondents who reported having 

had their last eye examination between two and three years ago, were significantly 

less likely to expect routine questioning about smoking status than respondents who 

indicated that their last eye test was in the past 12 months (OR: 0.41, 95% CI: 0.20-

0.84; p=0.01). There were no significant associations for any of the other respondent 

demographic factors for statements relating to smoking practices. 

 

Figure 2. Patients’ expectations and perceptions of optometric clinical care as 

related to tobacco smoking.  

 

Percentage of respondents, from n=220, who indicated their level of agreement with 

each statement, using the following five-step Likert scale: strongly disagree, disagree, 

neither agree nor disagree, agree and strongly agree.  

 

(ii i) Diet and nutritional supplementation 

Figure 3 shows data relating to respondents’ expectations, prior experience, and level 

of comfort with discussing their diet and nutritional supplementation habits with their 

optometrist. Similar to the trends shown for tobacco smoking, while a minority 

(~20%) of respondents agreed that they were routinely questioned about their diet 

and/or nutritional supplement intake, a higher proportion (40%) indicated that they 

expected their optometrist to ask them about these lifestyle factors and most (78%) 

agreed that they felt comfortable discussing this topic with their optometrist. Fewer 

than one in four respondents indicated that their optometrist had mentioned that their 

diet could influence eye health.  

 

Respondent age was found to be a significant factor influencing whether respondents 

indicated that their optometrist had mentioned that diet could affect eye health. 
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Younger respondents were significantly more likely to agree that their optometrist had 

mentioned the influence of diet on their ocular health (OR: 1.02, 95% CI: 1.01-1.04; 

p=0.03). There were no significant associations for any of the other respondent 

demographic factors for statements relating to diet and nutritional supplementation. 

 

 

Figure 3. Patients’ expectations and perceptions of optometric clinical care as 

related to diet and nutritional supplementation.  

 

Percentage of respondents, from n=220, who indicated their level of agreement with 

each statement, using the following five-step Likert scale: strongly disagree, disagree, 

neither agree nor disagree, agree and strongly agree.  

DISCUSSION 

This study provides novel insight into patients’ perceptions and experience with 

optometric practice in the areas of general health, tobacco smoking, and nutrition. To 

our knowledge, this is the first study to consider how the public perceives optometric 

care in these domains. Our focus on these topic areas is based upon the strong 

influence of these modifiable risk factors upon the long-term risk of sight threatening 

eye disease. Our data highlight the potential for optometrists, particularly those 

practicing in Australia, from where most of our data derive, to be more actively 

engaged in asking patients about their smoking and dietary habits and further, to 

provide advice about how these lifestyle factors affect eye health. Importantly, the 

majority of survey respondents recognised the scope of optometric practice beyond 

refractive care and indicated that they felt comfortable discussing their smoking and 

diet habits with their optometrist. Together, these findings highlight that patients 

attending for primary eye care examinations are expecting to receive evidence-based 

clinical care by optometrists in the areas of smoking cessation and diet. These are 
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practice areas that are not consistently discussed with patients, yet have potential 

major public health implications. 

 

Given the strong negative effects of tobacco use upon eye health, primary eye care 

providers, in particular optometrists, have a duty of care to discuss this behaviour with 

their patients. While optometrists are ideally placed to have these discussions, given 

that most patient interactions are routine rather than acute care presentations, in this 

survey only one in four respondents indicated that their optometrist had mentioned 

that there were vision risks associated with tobacco smoking. Recent studies that have 

surveyed primary eye care clinicians practicing in various regions of the world,17-23 

highlight similar deficiencies in care provision in this practice area. Our recent 

research, which evaluated the self-reported routine practices of Australian 

optometrists, suggests that less than half of practitioners routinely enquire about their 

patient’s smoking behaviours.21 Corroborating this finding are the data in the present 

survey, in which about only about one-third of patients indicated that their optometrist 

had asked them about their smoking behaviours. It is therefore interesting then that 

more than half of respondents were aware of the link between tobacco smoking and 

blindness. This finding implies the value of advertising campaigns and graphic 

warnings on cigarette packing in Australia, that have sought to improve publication 

awareness about the incident risk of blindness with cigarette smoking.31

 

 Indeed, 

Australia is considered a world leader in tobacco control measures, pioneering 

strategies including the ban of tobacco advertising, and the use of plain packaging on 

cigarettes, which are now established best practices that have been adopted 

internationally. 

Smoking cessation is a complex issue. Primary eye care clinicians indicate that the 

care they provide to patients in relation to advice to quit smoking is influenced by 

multiple factors; it can be limited by consultation time constraints, a perception of 

sufficient public awareness about the health risks and/or the view that questioning 

patients about smoking behaviour is relatively awkward and intrusive.21, 22 Similar 

perceived barriers were described in a study that surveyed ophthalmologists and 

optometrists practicing in the United States.32 Nevertheless, enhanced 

recommendations by eye care clinicians to promote smoking cessation, and tobacco 

cessation more generally, may give rise to immense global health and economic 
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benefits. For example, it has been estimated that if cigarette smoking was halved in 

Australia, cases of AMD would reduce by one-sixth, with savings to the local 

economy in the order of $250 million per year.9

 

  

Recommendations from health care providers have been shown to be strongly 

influential for encouraging smoking cessation, with demonstrable positive effects on 

quit rates.33, 34 Even rudimentary patient counselling, of less than three minute 

duration, can increase smoking cessation rates by up to 30 percent.33 The American 

Medical Association recommend for primary health care providers to ask their 

patients, potentially even those as young as 10 years of age, about their tobacco use, 

in order to encourage discussions surrounding prevention and cessation.35 Although 

not explicitly investigated in this study, in addition to smoking cessation, related 

potential topics for patient education could potentially include tobacco prevention 

(i.e., preventing youth from starting to use tobacco) and/or tobacco protection (e.g., 

providing advice about the risks of second-hand, also called sidestream, tobacco 

smoke). Indeed, there is emerging evidence that sidestream smoke has higher 

concentrations of carcinogens and is more toxic than mainstream (directly inhaled) 

smoke that can harm the health of non-smokers, and so advice to minimise exposure 

to this environmental factor is possibly equally as important as tobacco cessation 

advice.36

 

 

It is becoming globally recognised that eye care professionals have an opportunity to 

contribute to providing public education about the risks of tobacco use.37 There is 

therefore a need to ensure that eye care professionals are adequately equipped, in 

terms of training and competence, to discuss smoking behaviours with their patients. 

A recent review of undergraduate optometry schools in the United Kingdom (UK) 

concluded that there was a need to enhance practical training to support smoking 

cessation in the curricula of optometry training, to ensure optometrists are competent 

in supporting patients to quit smoking.38 This finding parallels research that reviewed 

the coverage of tobacco addiction in UK medical school curricula and confirmed 

similar deficiencies in physician training in this area.39 At present, whether similar 

scope for improved training in this area exists in the Australian optometric curricula is 

unclear. However, that our previous research has shown younger Australian 

optometrists to be significantly less likely to assess patient smoking behaviours than 
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more experienced practitioners, implies a potential need for more training in this 

area.21

 

 

The present study also shows that half of patients expect their optometrist to ask them 

about their smoking habits and even more, approximately 70%, feel comfortable 

discussing this issue with their optometrist. The potential barrier perceived by 

optometrists that patients might not be receptive to discussing smoking behaviours is 

therefore relatively overstated, and implies that the behaviour of the profession is not 

entirely consistent with patient expectations. A relevant comparison in the medical 

field relates to patient-doctor discussions surrounding healthcare costs associated with 

different treatment modalities; although few physicians routinely undertake such 

discussions, patients’ value having these discussions with their doctor.40, 41

 

 

Interestingly, those respondents who had received optometric care within the past 12 

months, were significantly more likely to expect their optometrist to ask about 

smoking cessation than those whose most recent eye test was more than two years 

ago. These findings may indicate recent shifts in attitude amongst clinicians in 

relation to providing care in this area, or poorer recall of this discussion by patients 

who had their eyes examined a longer time period ago.  

Another significant factor affecting patients’ expectations regarding eye care was the 

location of their most recent eye examination. Compared with respondents who self-

reported having had this care provided in Australia, those who indicated having their 

last eye examination in Asia were significantly more likely to expect their optometrist 

to assess their eye health, ask them about their smoking status and communicate with 

their general medical practitioner. Unlike in Australia, where routine optometric 

practice includes ocular health assessment and potentially the prescription of 

scheduled ocular medicines, in Asia the optometry profession is primarily considered 

a refraction-based discipline, responsible for determining spectacle and contact lens 

prescriptions. In this subpopulation of our respondents (7% of total responses), the 

survey findings may therefore actually reflect the perceived role of the major eye care 

providers in these countries, being ophthalmologists.  

 

In general, it was not possible to confirm which clinical provider (i.e., an 

ophthalmologist or optometrist) provided eye care most recently to respondents. This 
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raises the possibility that the reported public perceptions and understanding could be 

representative of the Australian eye care professions more generally. In the context of 

respondents who indicated having had their most recent eye examination performed in 

Australia, we consider this potential confounding factor unlikely, given that the 

survey population derived from a University clinic population who were attending 

specifically for optometric care and potential participants were informed that the 

anonymous survey related to the care provided by their optometrist. 

 

In relation to patient-reported optometric practices in the area of diet and nutritional 

supplementation, approximately four out of five respondents indicated that their 

optometrist did not routinely ask them about their diet and nutritional supplement 

intake. This finding implies a significantly higher level of disengagement from the 

profession in this domain than was suggested by our 2015 survey of Australian 

optometrists, in which 60 percent of respondents self-reported routinely counselling 

patients about diet.21

 

 This lack of consistency is not surprising given the known 

limitations of self-reported behaviours, which rely upon factors such as respondents’ 

introspective abilities, and can have a tendency to err on more favourable reporting. 

Notably, about 40 percent of respondents in the present study agreed that they expect 

their optometrist to undertake this line of questioning and the vast majority (about 80 

percent) felt comfortable discussing their dietary habits with their optometrist. 

It is interesting that younger respondents were significantly more likely to agree that 

their optometrist had mentioned the influence of diet on their ocular health than older 

respondents, given that many eye conditions with known dietary influences (e.g., 

AMD and dry eye disease) are associated with advancing age. This could potentially 

reflect compromised recall in older participants, although we consider this unlikely 

given the demographics of the respondents (median age: 31 years, inter-quartile 

range: 24-47 years). Importantly, clinical advice relating to diet and eye health could 

involve both a discussion of the merit and/or relative inappropriateness of dietary 

interventions for specific ocular conditions. For example, in relation to the potential 

use of nutritional supplements for modulating myopia (as considered by Elliott, 

2013),43 our findings may reflect optometric advice to younger patients not to 

consume such supplements with the intent of achieving changes to refractive 

progression. As it was not the aim of this study to evaluate the rigour of the clinical 
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advice provided, we are unable to provide specific comment in relation to whether the 

recommendations provided by optometrists to patients is consistent with the current, 

best-available research evidence. A 2013 study of optometric practice behaviours in 

the UK concluded that there was a need to raise awareness among optometrists of the 

evidence underpinning the use of nutritional supplements, in order to guide 

appropriate clinical recommendations in the context of managing AMD.17 As 

discussed in a 2016 editorial in the Journal of the American Medical Association, 

increasing numbers of clinical trials have, in many cases, demonstrated relatively 

disappointing results in relation to the potential health benefits of dietary 

supplementation for treating human disease, with some even showing capacity for 

harm.42

 

 There is therefore a need for health care providers to stay well informed of the 

literature in this domain, so as to provide relevant, evidence-based advice to their 

patients. This could be in the form of simple advice, such as that advocated by the 

Macular Disease Foundation of Australia, which encourages a healthy, balanced diet 

that includes the intake of coloured vegetables daily and oily fish (e.g., salmon, tuna, 

sardines) at least twice weekly. More complex, nutrition-focussed healthcare could 

then be achieved through appropriate co-management with GPs and/or other health 

professionals, such as dieticians, to achieve desirable lifestyle changes.  

Our survey findings indicate that the vast majority of patients (almost 90 percent) 

expect optometrists to refer them to other allied health professionals, as required. 

Although we did not include a survey question assessing whether people had 

previously been offered a referral for inter-professional support by their optometrist, 

given that only about one-third of respondents responded positively to having been 

routinely questioned about their smoking status, we would expect even fewer to have 

been referred for smoking cessation counselling. The same rationale applies to referral 

to a dietician, with only a minority (~20%) of respondents agreeing that they had been 

routinely questioned about their diet and/or nutritional supplement intake; we would 

predict very few of these individuals to have received a referral for support to modify 

this lifestyle behaviour. These findings are important, as in the context of smoking 

cessation, the offer of advice and support to change behaviour, as distinct from only 

assessing current behaviour, has been shown to lead to an increase in smoking quit 

attempts.44 Together, these findings imply an opportunity for optometrists to promote 

inter-disciplinary referral, which patients are receptive to, in order to assist with 
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achieving goals relating the modification of lifestyle behaviours with potential effects 

on eye health.  

 

We acknowledge some limitations to the present study. Survey respondents were a 

convenience sample of patients attending the University of Melbourne eye care clinic 

who were required to recall details relating to their prior optometric experiences. 

Whilst this sample provided a broad cross-sectional representation of patients 

attending this primary eye care service, there is the potential for self-selection bias 

and we are unable to assure that the population is fully representative of the 

Australian public more broadly. For example, the study population included more 

female (63%) than male respondents and most were distributed around a median age 

of  31 years (inter-quartile range: 24-47 years), which may have implications for the 

generalisability of the findings. Recall bias, caused by differences in the accuracy or 

completeness of patients’ recollections, may also have affected our findings, however 

the significance of this effect is minimised by the median time since a patient’s last 

eye examination being relatively short (one year). The number of participants who 

had undergone their most recent eye test in Asia (n=15) is also relatively low; these 

data suggest that further study of the apparent effect of the geographic location of a 

person’s last eye examination on their expectations regarding optometric care is 

warranted. Future research, involving a larger number of sites, including different 

practice modes and geographic regions, would be beneficial for further investigating 

these findings. 

 

In conclusion, this study provides the first insight into patients’ perceptions and 

experience with optometric practice in the areas of general health, tobacco smoking 

and nutrition. Our findings indicate that the majority of patients attending for eye care 

in an Australian optometry practice recognise the expertise of optometrists in 

providing care that includes an examination of their ocular health. Furthermore, most 

patients expect their optometrist to ask them about their smoking and diet habits, and 

feel comfortable discussing these topics with their optometry care provider. The 

findings highlight potential scope to improve patient-related guidance in relation to 

smoking, diet and nutritional supplementation in Australian optometry practice. 
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