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Objectives: To investigate the relationship between age-related macular degeneration (AMD) and refractive error and axial length, as 
well as the socio-demographic characteristics and biochemical variables that may affect this relationship.
Materials and Methods: A total of 196 eyes of 98 patients over 50 years of age who were diagnosed with AMD at our clinic 
were included in this cross-sectional study. Early and late AMD findings were categorized according to the age-related eye disease 
study grading scale. Objective refractive error was measured by autorefractometer, confirmed by subjective examination, and spherical 
equivalent was calculated. Refractive errors of -0.50 D to 0.50 D were classified as emmetropia, <-0.50 D as myopia, and >0.50 D as 
hyperopia. Axial length was measured by ultrasonic biometry and values ≤23.00 mm were classified as short, >23.00 and <24.00 mm as 
normal, and ≥24.00 mm as long axial length. Demographic, systemic, and biochemical parameters of all patients were also investigated.
Results: Hypermetropic refractive error and shorter axial length were significantly more common than the other groups (p<0.01). No 
differences were observed between early and late stage groups in terms of refractive error and axial length. Patients with myopia had 
significantly lower values for total cholesterol, triglyceride, fasting blood glucose, and proportion of smokers. Rates of oral nutritional 
supplement use and fish consumption were significantly higher in the early AMD group. The most common comorbidity among the 
AMD patients in our study was essential hypertension.
Conclusion: Hyperopic refractive error and shorter axial length were found to be associated with AMD. Longitudinal studies including 
larger patient numbers are needed to elucidate the causal and temporal relationship between hyperopic refractive error and AMD.
Keywords: Axial length, refractive error, risk factors, age related macular degeneration
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Introduction
Age-related macular degeneration (AMD) is the most 

common cause of central vision loss among individuals aged 
55 years and older in both developed and developing countries. 
The incidence of AMD is increasing due to the growing 
elderly population, and this constitutes a serious public health 
problem.1,2

AMD has two types, the wet form characterized by 
neovascularization and the dry form characterized by atrophy. 
These wet and dry forms account for approximately 20% and 
80% of AMD cases, respectively. The wet type is responsible 
for 85% of AMD-related blindness.3 AMD is also clinically 
classified as early and intermediate stage, which involve drusen 
and retinal pigment epithelium alterations, or advanced stage, 
which involves choroidal neovascularization (CNV) and/or 
geographic atrophy (GA).4

Today, AMD is considered a multifactorial disease associated 
with genetic and environmental factors. Age is the strongest 
non-modifiable risk factor. The risk of developing advanced 
AMD is 3 times higher among individuals aged 60-80 years 
than in those under the age of 60.5 Smoking is another important 
but modifiable risk factor. Many studies have demonstrated 
the impact of smoking on AMD development and report that 
smokers are likely to develop AMD 5-10 years earlier than non-
smokers.6 Epidemiological studies have reported that AMD may 
be associated with genetics, family history, obesity, low education 
level, diet, history of cardiovascular and cerebrovascular disease, 
exposure to sunlight, and various other factors.7,8,9,10,11,12,13,14 
Possible associations between AMD and ocular factors such 
as light iris color, history of previous cataract surgery, short 
axial length, and hypermetropic refractive error have also been 
proposed.15,16 However, there are inconsistencies among the 
literature data, and no studies have been conducted previously in 
the Turkish population. 

Understanding how refractive error and axial length are 
related to AMD may elucidate its pathophysiology and lead 
to the development of new diagnostic and therapeutic options. 
The aim of this study was to examine the relationship between 
AMD and refractive error and axial length, and to investigate 
the systemic and demographic characteristics that may affect it.

Materials and Methods
This prospective study was approved by the Scientific 

Research Commission of Fatih Sultan Mehmet Training and 
Research Hospital with approval number 17073117-050.03-
2268 on September 3, 2013 and was conducted in accordance 
with the principles of the Declaration of Helsinki. Written 
informed consent forms were obtained from all patients. The 
study included 196 eyes of 98 patients who presented to our 
clinic between October 2013 and June 2014 and were diagnosed 
with AMD. All patients in the study underwent a complete 
ophthalmologic examination. Diagnosis of AMD was based 
on findings of biomicroscopic dilated fundus examination, 
optical coherence tomography (NIDEK RS-3000 Advance), and 

fluorescein angiography. AMD lesions were assessed from color 
fundus images and classified as follows according to the age-
related eye disease study (AREDS) staging system.7

Category 1: No drusen or a few small drusen in both eyes.
Category 2: Extensive small drusen, a few intermediate-

sized drusen, or pigmentary abnormalities associated with AMD 
in at least one eye.

Category 3: One or more large drusen or extensive 
intermediate-sized drusen in at least one eye.

Category 4: GA or CNV in at least one eye.
Patients evaluated as category 1 or 2 were classified as early 

AMD and patients in categories 3 and 4 were classified as 
advanced AMD.

Patients with ocular disease other than AMD or pterygium 
and/or nuclear cataracts that could affect refractive error; aphakic 
or pseudophakic patients; anisometropic patients; and patients 
with history of refractive or any other ocular surgery other than 
intravitreal injection were excluded from the study. 

Objective refractive error was measured with an 
autorefractometer (Canon RK-F1 full auto ref-keratometer, 
Tokyo, Japan) and confirmed by subjective examination. 
Spherical equivalent refraction was calculated in diopters (D) by 
adding half of the cylindrical value to the spherical value. Values 
between +0.50 D and -0.50 D were defined as emmetropia, 
values below -0.50 D as myopia, and values above +0.50 D as 
hypermetropia. Axial length was measured with an ultrasonic 
biometry (NIDEK US-4000 Echoscan, Japan) device; values of 
23 mm and below were assessed as short, values between 23 and 
24 mm as normal, and values of 24 mm and above as long.

Data pertaining to the patients’ sex, age, systemic 
comorbidities (diabetes mellitus, hypertension, hyperlipidemia), 
smoking history (pack-years), fish consumption (meals/month), 
use of oral nutritional supplement (ONS) (multivitamin and 
mineral supplement containing 5-10 mg of lutein and zeaxanthin, 
tablets/day), use of acetyl salicylic acid (ASA), and body mass 
index were recorded. In addition, lipid panel (total cholesterol, 
triglycerides [TG], low-density lipoproteins [LDL], high-density 
lipoproteins [HDL]), fasting blood sugar (FBS), and hemoglobin 
A1c (HbA1c) levels were assessed for all patients.

Statistical Analysis
The NCSS (Number Cruncher Statistical System) 2007 

software and PASS (Power Analysis and Sample Size) 2008 
Statistical Software (Utah, USA) were used for statistical 
analyses. For quantitative data, descriptive statistical methods 
(mean, standard deviation, median, frequency, ratio, minimum, 
maximum) were used as well as Student’s t-test for pairwise 
comparisons of parameters with normal distribution and Mann-
Whitney U test for pairwise comparisons of parameters without 
normal distribution. A one-way ANOVA was used for the 
comparison of normally distributed data between three or 
more groups and Tukey HSD test was used to determine the 
source of the difference. A Kruskal-Wallis test was used for 
the comparison of non-normally distributed data between 
three or more groups and Mann-Whitney U test was used to 
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determine the source of the difference. Pearson’s chi-square 
test, Fisher’s exact test, Fisher-Freeman-Halton exact test, and 
Yates’ correction for continuity (Yates’ corrected chi-square test) 
were used in comparisons of qualitative data. Significance was 
evaluated at p<0.01 and p<0.05.

Results

The study included 50 female and 48 male patients with a 
mean age of 70.18±6.90 (54-85) years. Of these, 85.8% of the 
patients had a low education level, 46.9% were smokers, 97.8% 
consumed fish, 44.7% used ONSs, 30.6% used ASA, and 71.4% 
had a comorbid systemic disease. The most common systemic 
comorbidity was hypertension. The patients’ demographic 
characteristics are presented in Table 1 and their biochemical 
data in Table 2. 

In terms of refractive status distribution, 10.2% of the 
patients were myopic, 18.4% were emmetropic, and 71.4% were 
hypermetropic. Hypermetropia was significantly more common 
than the other groups (p<0.01). Refractive values ranged 
between +0.50 D and +3.00 D in 94.3% of hypermetropic 
patients, while 5.7% of patients had values higher than +3.00 
D. The refractive error rates of the patients who participated in 
the study are given in Table 3.

Short axial length was noted in 83.7% of the patients, which 
was significantly more common than normal or long axial length 
(p<0.01). The axial length rates of the patients who participated 
in the study are given in Table 4.

Evaluation of biochemical parameters based on refractive 
error revealed statistically significant differences in cholesterol 
and TG values (p<0.05). Paired evaluations done to determine 
the source of the difference showed that patients in the myopia 
group had significantly lower total cholesterol levels compared 
to patients in the hypermetropia group (p=0.045). There was 
no statistically significant difference between the emmetropia 
and hypermetropia groups (p>0.05). Patients in the myopia 
group had significantly lower TG values than patients in both 
the emmetropia and hypermetropia groups (p=0.014, p=0.001). 
There was no statistically significant difference between the 
emmetropia and hypermetropia groups (p>0.05). Analysis of 
FBS values in the refractive error groups showed a difference that 
was near statistical significance (p=0.058). According to paired 
evaluations, patients in the emmetropia and myopia groups 
had significantly lower FBS than patients in the hypermetropia 
group (p=0.021). There was no significant difference between 
the emmetropia and myopia groups (p>0.05). There were no 
statistically significant differences in HDL, LDL, or HbA1c 
values based on refractive error (p>0.05). The distribution of 
biochemical parameters based on refractive error is shown in 
Table 5.

There was a significant difference between the refractive error 
groups in the proportion of smokers (p=0.001, p<0.01). The rate 
of smoking was statistically significantly lower in the myopia 
group than in both the emmetropia and hypermetropia groups. 
ASA use was also significantly less common in the myopia 

group compared to the emmetropia and hypermetropia groups 

(p=0.011). No statistically significant differences were observed 

Table 1. Demographic characteristics of the patients

Min-Max Mean ± SD

Age (years) 54-85 70.18±6.90

Height (cm) 150-183 164.54±8.18

Weight (kg) 54-105 75.59±10.86

BMI (kg/m2) 21.26-37.89 27.98±4.07

Smoking (pack-years) 2.0-100.0 25.66±26.02

Fish consumption (meals/month) 0.25-8.00 2.46±2.04

n %

Gender
Female  50 51.0

Male 48 49.0

Education

Illiterate 8 8.1

Literate 8 8.1

Elementary school 32 32.6

Middle school 16 16.3

High school 20 20.4

University 14 14.2

Smoking 46 46.9

Fish consumption 96 97.8

ONS use 44 44.7

ASA use 30 30.6

Comorbidity 70 71.4

     Essential hypertension 38 38.7

     Diabetes mellitus 16 16.3

     Coronary artery disease 14 14.2

     Benign prostatic hyperplasia 10 10.2

     Hodgkin’s lymphoma 10 10.2

     Alzheimer’s disease 2 2.04

     Hypothyroidism 2 2.04

     Essential thrombocytosis 2 2.04

     Asthma 2 2.04

BMI: Body mass index, ONS: Oral nutritional supplement, ASA: Acetyl salicylic acid, SD: 
Standard deviation, Min: Minimum, Max: Maximum

Table 2. Distribution of biochemical variables

Min-Max Mean ± SD

Total Cholesterol 138.0-312.0 222.41±35.79

HDL 34.0-91.0 51.82±14.11

LDL 75.0-207.0 142.29±31.01

TG 53.0-322.0 132.00±55.84

FBS 80.0-313.0 108.70±37.04

HbA1c 5.0-10.40 6.03±0.97

HDL: High-density lipoprotein, LDL: Low-density lipoprotein, TG: Triglycerid, FBS: 
Fasting blood sugar, HbA1c: Hemoglobin A1c, SD: Standard deviation, Min: Minimum, 
Max: Maximum
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between the refractive error groups in terms of fish consumption, 
ONS use, or comorbidities (p>0.05).

Evaluations based on AMD stage revealed no statistically 
significant differences in terms of mean axial length, refractive 
error, total cholesterol, HDL, LDL, TG, FBS, HbA1c values, 
smoking, ASA use, or comorbidities (p>0.05). Fish consumption 
and ONS use were significantly more common among patients 
with early AMD compared to those with advanced AMD 
(p=0.046, p=0.001). Distributions of axial length, refractive 
error, biochemical parameters, and usage habits based on AMD 
stage are presented in Table 6.

Discussion

In this study, the relationship between refractive error and 
AMD was investigated in a Turkish population and a strong 
correlation was found between AMD and the prevalence of 

hypermetropic refractive error. The literature includes numerous 
cross-sectional studies and a few longitudinal studies that 
investigate the relationship between hypermetropia and AMD. 

In the Beijing Eye study, conducted in an Asian population, 
it was reported that hypermetropia is the most significant risk 
factor for early AMD, independent of age.17 In another study 
conducted on Asian multiethnic groups, the prevalence of AMD 
was lower in myopic males, but there was no increased risk in 
those with hypermetropia.18 In the Rotterdam study, conducted 
in a white population, the prevalence of hypermetropia was 
found to be 65% and every 1 mm of decrease in axial length 
was associated with an increase in the incidence and prevalence 
of AMD.19 The Eye Disease and AREDS cross-sectional case-
control studies reported 1.5 and 2.3 times more exudative AMD 
in hypermetropic patients compared to myopic patients after 
correcting for age and other risk factors.4,20 

According to the Singapore Malay Eye study, also conducted 
in an Asian population, every 1 D increase in refractive error 
and every 1 mm decrease in axial length increased the risk of 
early AMD by 8% and 29%, respectively. A similar relationship 
was not found for advanced AMD and it was reported that this 
could be due to the smaller number of patients with late stage 
disease.21 In a 5-year longitudinal follow-up of the same group, 
this relationship between early AMD and refractive error was not 
apparent.22 Similarly, a cross-sectional study conducted by the 
Blue Mountains Eye Study group showed a correlation between 
moderate and high hypermetropia values and the incidence 
of early AMD, but a longitudinal study involving the 5-year 
follow-up of the same patients revealed no significant correlation 
between hypermetropia and AMD incidence.23,24 In the Beaver 
Dam Eye study, 5-year and 10-year follow-up also failed to show 
any correlation between refractive error and the incidence of 
AMD.25,26 

Table 4. Axial length rates

n % Expected % p

Short 164 83.7 65.3

0.001**Mean 28 14.3 65.3

Long 4 2.0 65.3

Chi-square test, **p<0.01

Table 3. Refractive error rates

n % Expected % p

Myopia 20 10.2 65.3

0.001**Emmetropia 36 18.4 65.3

Hypermetropia 140 71.4 65.3 

Chi-square test, **p<0.01

Table 5. Evaluations based on refractive error
1Myopia
(n=20)

2Emmetropia
(n=36)

3Hypermetropia
(n=140)

ap ePost-hoc

Mean ± SD (median) Mean ± SD (median) Mean ± SD (median)

Total cholesterol 209.38±18.40 221.75±39.86 224.31±37.14 b0.049* f1<3

TG 91.00±24.28 (83.00) 126.57±49.54 (114.00) 137.23±57.84 (137.00) 0.002* 1<2.3

HDL 52.75±7.90 (53.00) 52.50±14.65 (50.50) 52.17±14.56 (50.00) 0.643 -

LDL 135.43±19.43 139.00±34.73 143.57±31.85 b0.587 -

FBS 102.10±18.61 (96.00) 100.27±21.42 (96.00) 104.62±15.47 (104.00) 0.058 2<3

HbA1c 5.93±0.54 (5.80) 5.81±0.70 (5.70) 5.95±0.67 (5.90) 0.286 -

n (%) n (%) n (%) cp gPost-hoc

Smoking 0 (0.0) 12 (25) 64 (52.5) 0.001** 1<2.3

Fish consumption 18 (90.0) 36 (100.0) 124 (88.6) d0.114 -

ONS use 8 (40.0) 20 (55.5) 60 (42.8) 0.225 -

ASA use 0 (0.0) 10 (27.8) 42 (30.0) 0.011* 1<2.3

Comorbidity 10 (50) 28 (77.8) 94 (67.1) 0.512 -
aKruskal-Wallis test, bOne-way ANOVA, cPearson chi-square test, dFisher-Freeman-Halton exact test, eMann-Whitney U test, fTukey’s HSD test, gYates’ continuity correction test, HDL: High-
density lipoprotein, LDL: Low-density lipoprotein, TG: Triglyceride, FBS: Fasting blood sugar, HbA1c: Hemoglobin A1c, SD: Standard deviation, ONS: Oral nutritional supplement, ASA: 
Acetyl salicylic acid, *p<0.05, **p<0.01
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It appears that the correlations between AMD and 
hypermetropic refractive error observed in cross-sectional studies 
are not found in longitudinal studies. Some patients are lost over 
a follow-up period of 5-10 years, and therefore the lifespan factor 
may alter the outcomes of longitudinal studies. For example, 
the Blue Mountains group stated in their study that most of the 
patients who died during follow-up were hypermetropic, and 
that the results may have been different if these patients had 
survived.

In our study, the prevalence of hypermetropia was 71.4% 
among all AMD stages and 72% and 68% for early and 
advanced AMD, respectively, while the prevalence of myopia 
was found to be 10% among all AMD stages and in both early 
and late AMD. Short axial length was noted in 83.7% of our 
patients. The results of our study are comparable to those of the 
Singapore Malay Eye, Beijing Eye, Rotterdam, Blue Mountains, 
Eye Disease, and AREDS groups. The results of these studies 
suggest that hypermetropia generally increases the risk of 
early AMD but is not associated with a significant increase 
in the risk of late AMD. In our study, however, there was no 
significant difference between the early and late AMD groups 
in terms of short axial length and hypermetropic refractive 
error. This may be attributable to the insufficient size of our 
patient group, which is the main limitation of our study. There 
are several possible biological explanations for the relationship 
between refractive error, axial length, and the pathogenesis 

of AMD. Hypermetropic eyes with short axial length have 
greater scleral rigidity. This creates resistance in choroidal 
venous outflow, and reduced outflow may contribute to the 
development of AMD due to the accumulation of metabolic 
waste.27,28,29 Vascular endothelial growth factor (VEGF) plays a 
key role in the pathophysiology of AMD. According to recent 
findings, intraocular VEGF level decreases as degree of myopia 
and axial length increase.30,31 Longer axial length may lead to 
increased VEGF dilution and lower risk of disease. Myopic eyes 
are prone to posterior vitreous detachment (PVD).32,33 PVD has 
been shown to reduce the progression of neovascularization in 
diabetic eyes.34 Considered from this perspective, PVD may 
exert a protective effect against AMD through increased oxygen 
diffusion in the macular region. On the other hand, glasses and 
contact lenses used by myopic patients may reduce exposure to 
ultraviolet radiation, which is recognized as a significant risk 
factor in the etiology of AMD.13,14,35

The lower prevalence of AMD in the myopic patient group 
in our study may have been due to their lower cholesterol, TG, 
and FBS levels and lower smoking rate. Our comparison of the 
early and advanced disease groups revealed significantly higher 
rates of fish consumption and ONS use in the early disease group. 
This offers further evidence of the positive effect of antioxidant 
fatty acids and vitamins such as omega-3, lutein-zeaxanthin, and 
vitamins A, C, and E, which have been emphasized as important 
components of preventative treatment in many studies.

Table 6. Evaluations according to stage of age-related macular degeneration
1Stage 1 and 2 (n=104) 2Stage 3 and 4 (n=92) ep

Mean ± SD (median) Mean ± SD (median)

Axial length 23.13±0.91 23.09±0.93 h0.725

Total cholesterol 224.86±31.31 219.00±40.97 h0.326

HDL 51.61±12.76 (52.50) 52.09±15.78 (50.00) 0.520

LDL 146.08±28.09 136.89±34.04 h0.088

TG 131.57±58.61 (121.00) 132.59±51.76 (133.50) 0.570

FBS 195.23±16.29 (104.00) 113.64±53.97 (96.00) 0.063

HbA1c 5.90±0.64 (5.80) 6.23±1.27 (5.90) 0.332

n (%) n (%) cp

Refractive error

Myopia 10 (9.6) 10 (11.4)

0.246Emmetropia 24 (23.1) 12 (13.6)

Hypermetropia 72 (67.3) 68 (75.0)

Axial length

Short 90 (86.5) 74 (80.4)
d0.020*Mean 10 (9.6) 18 (19.6)

Long 4 (3.8) 0 (0.0)

Smoking 42 (47.7) 34 (44.7) 0.702

Fish consumption 98 (100.0) 82 (95.3) i0.046*

ONS use 56 (56.0) 28 (31.8) 0.001**

ASA use 24 (24.0) 32 (36.4) 0.064

Comorbidity 66 (67.3) 70 (77.8) 0.110
cPearson chi-square test, dFisher-Freeman-Halton exact test, eMann-Whitney U test, hStudent’s t-test, iFisher’s exact test, HDL: High-density lipoprotein, LDL: Low-density lipoprotein,  
TG: Triglyceride, FBS: Fasting blood sugar, HbA1c: Hemoglobin A1c, SD: Standard deviation, ONS: Oral nutritional supplement, ASA: Acetyl salicylic acid, *p<0.05, **p<0.01
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Conclusion

Our study showed short axial length and hypermetropic 
refractive error to be associated with AMD, independent of 
demographic and systemic findings. The major limitations of 
our study are its cross-sectional design and the small number 
of patients. The small patient number reduces the power of the 
study. Cross-sectional studies cannot demonstrate the temporal 
and causative relationship between a factor and an outcome. 
AMD itself may also cause changes in refractive status and 
axial length. Examining for and questioning ocular, systemic, 
and environmental factors in patients over the age of 50 is 
beneficial for early diagnosis and follow-up as well as providing 
opportunities for preventive therapy and the modification of 
environmental factors.

Ethics 
Ethics Committee Approval: This prospective study was 

approved by the Scientific Research Commission of Fatih Sultan 
Mehmet Training and Research Hospital with approval number 
17073117-050.03-2268 on September 3, 2013. 

Informed Consent: Written informed consent forms were 
obtained from all patients.

Peer-review: Externally and internally peer-reviewed.

Authorship Contributions
Surgical and Medical Practices: Öznur Gürbüz Yurtseven, 

Aysu Karatay Arsan, Sibel Aksoy, Yelda Buyru Özkurt, Hatice 
Kübra Kökçen, Concept: Aysu Karatay Arsan, Design: Aysu 
Karatay Arsan, Öznur Gürbüz Yurtseven, Data Collection or 
Processing: Öznur Gürbüz Yurtseven, Analysis or Interpretation: 
Öznur Gürbüz Yurtseven, Aysu Karatay Arsan, Sibel Aksoy, 
Literature Search: Öznur Gürbüz Yurtseven, Sibel Aksoy, 
Writing: Öznur Gürbüz Yurtseven, Sibel Aksoy.

Conflict of Interest: No conflict of interest was declared by 
the authors.

Financial Disclosure: The authors declared that this study 
received no financial support. 

References 
1. Wong WL, Su X, Li X, Cheung CM, Klein R, Cheng CY, Wong TY. Global 

prevalence of age-related macular degeneration and disease burden projection 
for 2020 and 2040: a systematic review and meta-analysis. Lancet Glob 
Health. 2014;2:106-116.

2. Pan CW, Ikram MK, Cheung CY, Choi HW, Cheung CM, Jonas JB, Saw 
SM, Wong TY. Refractive Errors and Age-related Macular Degeneration: 
A Systematic Review and Meta-Analysis. Ophthalmology. 2013;120:2058-
2065.

3. Akkoyun İ. Yaşa Bağlı Makula Dejenerasyonu Sınıflandırma ve Patogenez. 
Turk J Ophthalmol. 2014;44:476-480.

4. Age-Related Eye Disease Study Research Group. Risk factors associated 
with age-related macular degeneration. A case-control study in the age 
related eye disease study: Age-Related Eye Disease Study Report Number 3. 
Ophthalmology. 2000;107:2224-2232.

5. Sergejeva O, Botov R, Liutkevičienė R, Kriaučiūnien L. Genetic factors 
associated with the development of age-related macular degeneration. 
Medicina (Kaunas). 2016;52:79-88.

6. Khan JC, Thurlby DA, Shahi H, Clayton DG, Yates JR, Bradley M, Moore 
AT, Bird AC; Genetic Factors in AMD Study. Smoking and age related 

macular degeneration: the number of pack years of cigarette smoking is 
a major determinant of risk for both geographic atrophy and choroidal 
neovascularisation. Br J Ophthalmol. 2006;90:75-80.

7. Klein R, Cruickshanks KJ, Nash SD, Krantz EM, Nieto FJ, Huang GH, 
Pankow JS, Klein BE. The prevelance of age-related macular degeneration and 
associated risk factors. Arch Ophtalmology. 2010;128:750-758.

8. Deangelis MM, Silveira AC, Carr EA, Kim IK. Genetics of age-related 
macular degeneration: current concepts, future directions. Semin Ophthalmol. 
2011;26:77-93.

9. Cho E, Hankinson SE, Willett WC, Stampfer MJ, Spiegelman D, Speizer FE, 
Rimm EB, Seddon JM. Prospective study of alcohol consumption and the 
risk of age-relatedmacular degeneration. Arch Ophthalmol. 2000;118:681-
688.

10. Erke MG, Bertelsen G, Peto T, Sjølie AK, Lindekleiv H, Njølstad I. 
Cardiovascular risk factors associated with agerelated macular degeneration: 
the Tromsø Study. Acta Ophthalmol. 2014;92:662-669.

11. Liutkeviciene R, Lesauskaite V, Zaliuniene D, Zaliaduonyte-Peksiene D, 
Cimbalas A, Jasinskas V, Gustiene O, Simonyte S, Tamosiunas A. Early age-
related macular degeneration in patients with myocardial infarction. Curr Eye 
Res. 2012;37:94-100. 

12. Seddon JM, George S, Rosner B. Cigarette smoking, fish consumption, omega-
3 fatty acid intake, and associations with age-related macular degeneration: the 
US Twin Study of Age-Related Macular Degeneration. Arch Ophthalmol. 
2006;124:995-1001.

13. Yam JC, Kwok A. Ultraviolet light and ocular diseases. Int Ophthalmol. 
2014;34:383-400.

14. Fletcher AE, Bentham GC, Agnew M, Young IS, Augood C, Chakravarthy 
U, de Jong PT, Rahu M, Seland J, Soubrane G, Tomazzoli L, Topouzis F, 
Vingerling JR, Vioque J. Sunlight exposure, antioxidants, age related macular 
degeneration. Arch Ophthalmol. 2008;126:1396-1403.

15. Klein R, Klein BE, Jensen SC, Cruickshanks KJ. The relationship of ocular 
factors to the incidence and progression of age related maculopathy. Arch 
Ophthalmol. 1998;116:506-513. 

16. Ulvik SO, Seland JH, Wentzel-Larsen T. Refraction, axial length and age 
related maculopathy. Acta Ophthalmol Scand. 2005;83:419-423. 

17. Xu L, Li Y, Zheng Y, Jonas JB. Associated factors fora ge related maculopathy 
in the adult population in China: the Beijing Eye Study. Br J Ophtalmol. 
2006;90:1087-1090. 

18. Cheung CM, Tai ES, Kawasaki R, Tay WT, Lee JL, Hamzah H, Wong TY. 
Prevelance of and Risk Factors for Age-Related Degeneration in a Multiethnic 
Asian Cohort. Arch Ophtalmol. 2012;130:480-486.

19. Ikram MK, Van Leeuwen R, Vingerling JR, Hofman A, de Jong PT. 
Relationship between refraction and prevalant as well as incident age-
related maculopathy: The Rotterdam Study. Invest Ophtalmol Vis Sci. 
2003;44:3778-3782.

20. No authors listed. Risk factors for neovascular age-related macular 
degeneration. The Eye Disease Case-Control Study Group. Arch Ophthalmol 
1992;110:1701-1708.

21. Lavanya R, Kawasaki R, Tay WT, Cheung GC, Mitchell P, Saw SM, Aung T, 
Wong TY. Hyperopic refractive error and shorter axial length are associated 
with age-related macular degeneration: the Singapore Malay Eye Study. Invest 
Ophtalmol Vis Sci. 2010;51:6247-6252.

22. Cheung CMG, Ong PG, Neelam K, Tan PC, Shi Y, Mitchell P, Wang JJ, 
Sabanayagam C, Cheng CY, Wong TY. Six-Year Incidence of Age-Related 
Macular Degeneration in Asian Malays The Singapore Malay Eye Study. 
Ophthalmology. 2017;124:1305-1313.

23. Wang JJ, Mitchell P, Smith W. Refractive error and age-related maculopathy: 
the Blue Mountains Eye Study. Invest Ophtalmol Vis Sci. 1998;39:2167-
2171.

24. Wang JJ, Jakobsen KB, Smith W, Mitchell P. Refractive status and the 5-year 
incidence of age-related maculopathy: the Blue Mountains Eye Study. Clin 
Exp Ophtalmol. 2004;32:255-258.

25. Klein R, Klein BE, Jensen SC, Meuer SM. The five-year incidence and 
progression of age-related maculopathy: the Beaver Dam Eye Study. 
Ophtalmology. 1997;104:7-21



244

Turk J Ophthalmol 48; 5: 2018

26. Wong TY, Klein R, Klein BE, Tomany SC. Refractive errors and 10-year 
incidence of age-related maculopathy. Invest Ophthalmol Vis Sci. 
2002;43:2869-2873. 

27. Böker T, Fang T, Steinmetz R. Refractive error and choroidal perfusion 
characteristics in patients with choroidal neovascularization and age-related 
macular degeneration. Ger J Ophthalmol. 1993;2:10-13.

28. Pallikaris IG, Kymionis GD, Ginis HS, Kounis GA, Christodoulakis E, 
Tsilimbaris MK. Ocular rigidity in patients with age-related macular 
degeneration. Am J Ophthalmol. 2006;141:611-615.

29. Friedman E, Ivry M, Ebert E, Glynn R, Gragoudas E, Seddon J. Increased 
scleral rigidity and age-related macular degeneration. Ophthalmology. 
1989;96:104-108.

30. Kondo S, Asano M, Suzuki H. Significance of vascular endothelial 
growth factor/vascular permeability factor for solid tumor growth, 

and its inhibition by the antibody. Biochem Biophys Res Commun. 
1993;194:1234-1241.

31. Jonas JB, Tao Y, Neumaier M, Findeisen P. VEGF and refractive error. 
Ophthalmology. 2010;117:2234.

32. Saw SM, Gazzard G, Shih-Yen EC, Chua WH. Myopia and associated 
pathological complications. Ophthalmic Physiol Opt. 2005;25:381-391.

33. Grossniklaus HE, Green WR. Pathologic findings in pathologic myopia. 
Retina 1992;12:127-133.

34. Akiba J, Arzabe CW, Trempe CL. Posterior vitreous detachment and 
neovascularization in diabetic retinopathy. Ophthalmology. 1990;97:889-
891

35. Cruickshanks KJ, Klein R, Klein BE. Sunlight and age-related macular 
degeneration. The Beaver Dam Eye Study. Arch Ophthalmol. 1993;111:514-
518.




