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Abstract 

Background:  Choroideremia is a rare inherited retinal disease that leads to blindness. Visual acuity (VA) is a key out-
come measure in choroideremia treatment studies, but VA decline rates change with age. An accurate understanding 
of the natural deterioration of VA in choroideremia is important to assess the treatment effect of new therapies in 
which VA is the primary outcome measure. We conducted a meta-analysis of data on individuals with choroideremia 
to determine the rate of VA deterioration between the better- and worse-seeing eye (BSE and WSE, respectively).

Methods:  Data were collected from the prospective Natural History of the Progression of Choroideremia (NIGHT) 
study (613 eyes, baseline data only), studies included in a recent meta-analysis, and studies identified in a targeted 
literature search performed on March 25, 2020, including individual best-corrected VA (BCVA) and age data in male 
individuals with choroideremia. Best-corrected VA decline rates (measured by logMAR units) by age and trends in 
BCVA decline rates in the BSE and WSE were evaluated. 

Results:  Data from 1037 males (1602 eyes; mean age, 41.8 years) were included. Before and after an age cutoff of 
33.8 years, BCVA decline rates for the WSE were 0.0086 and 0.0219 logMAR per year, respectively. Before and after 
an age cutoff of 39.1 years, BCVA decline rates for the BSE were 0.00001 and 0.0203 logMAR per year, respectively. 
Differences in absolute BCVA and decline rates increased between the 2 eyes until age ~ 40; thereafter, differences in 
absolute BCVA and decline rates were similar between eyes.

Conclusions:  Using the largest choroideremia data set to date, this analysis demonstrates accelerated BCVA decline 
beginning between 30 and 40 years of age. Disparate interocular progression rates were observed before the transi-
tion age, with similar interocular progression rates after the transition age.
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Background
Choroideremia is a rare inherited retinal disease that 
results in progressive vision loss, ultimately leading to 
blindness [1–7]. Symptoms often first appear in early 
childhood or adolescence as night vision impairment, 
followed by a progressive decline in peripheral vision. 
Vision impairment continues to worsen, resulting 

in loss of central visual function and legal blindness, 
which occurs at a median age of 66 to 72 years accord-
ing to a recent meta-analysis [8]. The progressive visual 
impairment in choroideremia can contribute to worsen-
ing functional and emotional burdens, including loss of 
independence; difficulties in performing daily activities; 
diminished quality of life; and increased stress, anxiety, 
or depression [9–13]. Choroideremia is caused by muta-
tions in the CHM gene on the X chromosome, leading 
to predominant occurrence in males [14, 15]. Because 
of overlapping symptoms with other retinal diseases, 
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choroideremia may be underdiagnosed, and more recog-
nition of the natural progression of choroideremia may 
facilitate diagnosis.

Although there are no approved choroideremia treat-
ments, investigational gene therapies are being evalu-
ated in clinical studies [16–18]. As clinical studies for 
choroideremia include visual acuity (VA) as an outcome 
[19–21], it is important to understand and establish 
an accurate description of the natural deterioration of 
VA in choroideremia to assess the treatment effect that 
new therapies may have in changing the disease course. 
Previous studies investigating the natural decline of 
best-corrected VA (BCVA) in choroideremia suggest 
an accelerated BCVA decline between the ages of 30 to 
60 years [2, 4, 5, 7, 22–24]. The transition age of acceler-
ated BCVA decline as well as the rate of BCVA decline 
before and after the transition age varied among studies; 
this variability could be attributed to the differing sam-
ple sizes and statistical methods used. In a meta-analysis 
reporting on data from 1004 eyes, Shen et al. addressed 
these points [8]. The results of the meta-analysis sup-
ported a 2-phase linear model of BCVA decline with a 
transition age of 39 years.

Shen et al. also evaluated rates of BCVA decline in the 
worse-seeing eye (WSE) and better-seeing eye (BSE) 
and determined that the median ages of impaired VA, 
subnormal VA, and legal blindness occurred earlier in 
the WSE compared with the BSE. The objective of the 
present study was to perform an updated meta-analysis 
incorporating additional data from 613 eyes from the 
prospective Natural History of the Progression of Cho-
roideremia (NIGHT) study to further evaluate the pro-
gression of BCVA decline and rate of decline in the WSE 
and BSE in choroideremia.

Methods
Eligibility criteria and study identification
This meta-analysis includes published studies reporting 
BCVA data of individuals with choroideremia and base-
line data from the NIGHT study, which reported longitu-
dinal BCVA data for both eyes for all participants. Rates 
of BCVA decline according to age and rates of BCVA 
decline between the WSE and BSE were evaluated. All 
articles included in the current analysis were initially 
identified from the systematic literature review by Shen 
et al. [8]. Data from Aleman et al. [7] and Dysli et al. [25] 
were excluded because data could not be extracted from 
the graphs or individual-level BCVA measurements by 
age could not be identified. A nonsystematic targeted lit-
erature review was conducted with the goal of identifying 
newly published articles or relevant articles not reviewed 
by Shen et  al. Searches were conducted in PubMed® 
(National Library of Medicine, Bethesda, MD), Embase® 

(Elsevier, Amsterdam, Netherlands), and Web of Sci-
ence™ (Clarivate, London, United Kingdom) on March 
25, 2020. The literature search was performed by one 
individual, and all articles were reviewed for inclusion in 
the analysis by the authors. The search strings used were 
“choroideremia AND visual acuity” and “choroideremia 
AND disease progression AND age” without date lim-
its. Articles included were written in English or Chinese; 
Chinese articles were reviewed by a native speaker. Arti-
cles reporting individual-level BCVA data by age either 
cross-sectionally or longitudinally were included. Data 
from females were excluded because of limited sample 
size and previously reported differential VA deteriora-
tion patterns for female carriers compared with male 
individuals [24]. The number of individuals and available 
data points from studies in the literature reported in this 
meta-analysis may vary slightly from those reported in 
the original studies because, in several instances, some 
data were extracted from graphs in which an individual 
may have contributed to the graph more than once, a 
data point on the graph may have represented more than 
one individual, or an individual was included in more 
than one study.

The prospective, global, multicenter NIGHT study 
is the largest natural history study of choroideremia 
(Clini​calTr​ials.​gov identifier, NCT03​359551) [3, 26–29]. 
Research Ethics Committee (Independent Ethics Com-
mittee or Institutional Review Board) and host institu-
tion approval were obtained. Males aged ≥18 years with a 
genetically confirmed diagnosis of choroideremia, active 
disease within the macula, and BCVA Early Treatment 
Diabetic Retinopathy Study (ETDRS) letter score of > 33 
(20/200, 1.0 logMAR) in at least 1 eye were eligible for 
the study. Participants attended 6 visits over a 20-month 
period (1 visit every 4 months), during which comprehen-
sive functional and anatomical ophthalmic assessments 
were performed, including BCVA, which was measured 
using the ETDRS protocol [3, 28, 29]. Baseline BCVA 
data were used in the current analysis.

Statistical analyses
Descriptive statistics were performed for BCVA at age 
groups categorized by < 10, 10 to < 20, 20 to < 30, 30 
to < 40, 40 to < 50, 50 to < 60, 60 to < 70, 70 to < 80, 80 
to < 90, and 90 to < 100 years. Best-corrected VA was 
reported in logMAR units, a measure recognized as 
being more reliable and discriminative of interocular 
differences compared with Snellen equivalent [30]. Cat-
egories for BCVA were based on the definition by the 
International Council of Ophthalmology: normal/near 
normal vision (BCVA of ≤0.5), moderate-to-severe vis-
ual impairment (BCVA of > 0.5 to ≤1.3), profound visual 
impairment (BCVA of > 1.3 to ≤1.7), and blindness/near 
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blindness (BCVA of > 1.7) [31]. A segmented regression 
model was fit to the linear relationship between BCVA 
and age before and after specific cutoff points to define 
distinct decline rates. Trends in interocular disease pro-
gression were assessed by evaluating differences between 
the BSE and WSE as well as coefficient correlations 
between the 2 eyes in individuals with available bilateral 
data. Age cutoffs for transition age in the BSE, WSE, and 
both eyes were determined using segmented regression. 
All analyses were performed in SAS version 9.4. Sensitiv-
ity analyses were performed by excluding data from the 
NIGHT study.

Results
Sample population and age
Overall, 23 studies were identified encompassing 717 
individuals and 989 eyes (see Supplementary Fig.  1 and 
Supplementary Table 1 in Additional File 1) [2, 4, 5, 20, 
22, 23, 32–48]. All included studies were identified in a 
recent meta-analysis [8]. Among the additional relevant 
articles or conference abstracts identified in the tar-
geted literature search, none were included in the anal-
ysis because of a lack of patient-level VA data by age or 
female-only data (see Supplementary Table  2 in Addi-
tional File 1) [7, 25, 28, 49–56]. Because only 28 (3.9%) 
individuals from 3 (13.0%) studies had more than 1 BCVA 
measurement [20, 39, 48], the present study focused on 
cross-sectional data analysis. Data obtained from the 
literature were merged with BCVA measurements from 
the NIGHT study (320 participants, 613 eyes) [3, 26–29], 
creating a final data set of 1037 individuals and 1602 eyes 
(Table  1). Additionally, 37 females were excluded from 
our analysis. Overall, data from both eyes were available 
for 565 individuals.

Mean (SD) age of individuals included in the analysis 
was 41.8 (16.2) years (Table 1). Mean (SD) age of partici-
pants in the NIGHT study (46.8 [13.4] years) was higher 
than mean (SD) age of individuals identified in the lit-
erature (39.5 [16.9] years). Mean (SD) BCVA for all eyes 
was 0.4 (0.6). Mean (SD) BCVA measurements for the 
BSE and WSE were 0.3 (0.5) and 0.7 (0.6), respectively 
(Table 2).

Rates of BCVA decline with age
Mean BCVA was similar across age groups of individuals 
aged < 40 years and steadily declined with each age group 
thereafter for both eyes (Fig. 1A), the WSE (Fig. 1B), and 
the BSE (Fig. 1C). More than 80% of all eyes from indi-
viduals aged < 40 years had normal/near normal vision in 
both eyes (Fig. 2A). The proportion of those with normal 
vision steadily decreased in higher age groups; from all 
available baseline data, only 56% of all eyes from indi-
viduals aged ≥70 years had normal/near normal vision 
in both eyes (Fig.  2A). Similar trends were observed in 
the WSEs and BSEs in individuals aged < 40 years hav-
ing normal/near normal vision at baseline (Fig.  2B and 
C). However, the proportion of WSEs with normal/near 
normal vision was notably lower than the proportion of 
BSEs with normal/near normal vision in individuals aged 
> 40 years at baseline. In individuals aged ≥70 years, 32% 
of WSEs had normal vision and 60% of BSEs had normal 
vision at baseline.

Interocular BCVA decline
The rate of BCVA decline was different between the BSE 
and WSE before the age of ~ 30 to ~ 40 years, with higher 
decline rates and an earlier decline transition in the WSE. 
A transition age cutoff for BCVA decline was identified 
with a segmented regression as 33.8 years in the WSE and 
39.1 years in the BSE. The WSE and BSE showed similar 
BCVA trends; disease progression was initially higher in 
the WSE but was similar between eyes after the respec-
tive age cutoffs. In the WSE, the rate of BCVA decline 
was 0.0086 logMAR/year (95% CI, 0.0026 to 0.0146) in 

Table 1  Baseline Characteristics

Parameter Statistics

No. of individuals included 1037

  From NIGHT study 320

  Identified in literature 717

No. of eyes studied 1602

  From NIGHT study 613

  Identified in literature 989

Age, mean (SD), y 41.8 (16.2)

Age group, n (%)

   < 20 y 120 (12)

  20 to < 40 y 315 (30)

  40 to < 60 y 465 (45)

   ≥ 60 y 137 (13)

Table 2  BCVA Statistics

BCVA best-corrected visual acuity. BCVA measured in logMAR units

Characteristic All eyes Better-seeing eye Worse-seeing eye

No. of eyes 1602 565 565

BCVA, mean (SD) 0.4 (0.6) 0.3 (0.5) 0.7 (0.6)

BCVA group, n (%)

   ≤ 0.5 1164 (73) 490 (87) 315 (56)

   > 0.5 to ≤1.3 340 (21) 57 (10) 197 (35)

   > 1.3 to ≤1.7 23 (1) 0 21 (4)

   > 1.7 75 (5) 18 (3) 32 (6)
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Fig. 1  Mean BCVA (logMAR) by age groups with all available data in (A) both eyes, (B) worse-seeing eyes, and (C) better-seeing eyes. 
BCVA best-corrected visual acuity
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Fig. 2  BCVA (logMAR) category distribution by age at baseline in (A) both eyes, (B) worse-seeing eyes, and (C) better-seeing eyes. BCVA 
best-corrected visual acuity
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individuals aged ≤33.8 years and 0.0219 logMAR/year 
(95% CI, 0.0174 to 0.0264) in individuals aged > 33.8 years 
(Fig.  3A; Table  3). The BCVA decline rate in the BSE 
was lower than that in the WSE in individuals aged 
≤39.1 years (0.00001 logMAR/year; 95% CI, − 0.0346 
to 0.0346) but similar between eyes in individuals aged 

> 39.1 years (0.0203 logMAR/year; 95% CI, 0.0151 to 
0.0257). This trend was similar when NIGHT study data 
were excluded (Fig. 3B; Table 3).

Evaluation of BCVA interocular symmetry revealed 
a moderate correlation of 0.60 (95% CI, 0.49 to 0.69) 
for individuals aged < 20 years; this decreased to 0.44 

Fig. 3  BCVA (logMAR) over time in WSE and BSE by age in (A) all individuals and (B) all individuals excluding those in the NIGHT study. Individual 
data points are represented, along with the segmented regression trendlines before and after the transition age in the BSE (black and blue lines, 
respectively) and WSE (lavender and green lines, respectively). BCVA best-corrected visual acuity, BSE better-seeing eye, WSE worse-seeing eye
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(95% CI, 0.40 to 0.49) for those aged 20 to < 40 years, 
0.49 (95% CI, 0.40 to 0.57) for those aged 40 to 
< 65 years, and 0.51 (95% CI, 0.38 to 0.63) for those 
aged ≥65 years. Differences in BCVA between the BSE 
and WSE increased between age groups beginning 
at < 20 years to 40 to < 65 years (Fig.  4). This trend of 
increasing interocular asymmetry between age groups 
was not evident in age groups from 40 to < 65 years 
to ≥65 years (Fig.  4). When NIGHT study data were 
removed in a sensitivity analysis, no major change in 
BCVA interocular symmetry trends was observed.

Discussion
Understanding the natural progression of BCVA decline 
in choroideremia can inform the interpretation of clini-
cal studies and the design of future clinical studies. Fur-
thermore, an understanding of vision decline based on 
age data may support ideal management strategies for 
future therapies. In the current analysis, we evaluated 
BCVA decline in a large data set and determined a dif-
ferential rate of decline before and after the age of ~ 30 to 
~ 40 years, with a younger transition age (i.e., earlier age 
of rapid BCVA decline onset) in the WSE compared with 
the BSE. Additionally, our results show increasing BCVA 
interocular asymmetry before the age of 40. Prior stud-
ies on BCVA decline in choroideremia have suggested a 
biphasic linear model of BCVA decline with a transition 
age of ~ 40 years [2, 4, 5, 7, 8, 22–24]. The current analy-
sis includes data from the largest number of individuals 
with choroideremia used to evaluate the natural decline 
of BCVA, as well as an exploration of the differential rate 
of interocular BCVA decline.

In a recent meta-analysis of 1004 eyes by Shen et al., the 
BCVA decline rate was 0.24 letters/year before 39 years 
of age and 1.16 letters/year after 39 years of age [8]. 
Our analysis demonstrated similar results using BCVA 
decline by logMAR per year, with an increase in the rate 
of BCVA decline and proportion of individuals with 
moderate or worse BCVA occurring at ~ 40 years of age. 
Shen et  al. also evaluated BCVA decline rates between 
eyes. They found that BCVA measurements of the right 

Table 3  Rates of BCVA Decline

BCVA best-corrected visual acuity, BSE better-seeing eye, WSE worse-seeing eye.  
BCVA measured in logMAR units
a Age cutoff points are 39.1 and 33.8 for BSE and WSE, respectively
b Age cutoff points are 40.0 and 37.1 for BSE and WSE, respectively

Characteristic BSE,
 logMAR/year (95% CI)

WSE,
logMAR/year (95% CI)

All data

   ≤ Age cutoffa 0.00001 (−0.0346, 0.0346) 0.0086 (0.0026, 0.0146)

   > Age cutoffa 0.0203 (0.0151, 0.0257) 0.0219 (0.0174, 0.0264)

Excluding NIGHT

   ≤ Age cutoffb 0.0010 (−0.0030, 0.0049) 0.0072 (0.0015, 0.0129)

   > Age cutoffb 0.0310 (−0.0310, 0.0393) 0.0334 (0.0256, 0.0413)

Fig. 4  Interocular asymmetry based on mean difference in BCVA (logMAR) score between eyes by age group in all individuals (blue) and 
in all individuals excluding those in the NIGHT study (green). Overall trendline for all data (blue line) is shown. Error bars represent SD. BCVA 
best-corrected visual acuity
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and left eye were moderately correlated. The authors also 
evaluated the time to impaired VA (i.e., BCVA ETDRS 
letter score of < 85) and found that the WSE and BSE 
dropped to impaired VA at comparable ages, whereas the 
WSE dropped to subnormal VA or legal blindness earlier 
than the BSE. In our analysis, we report BCVA decline in 
logMAR as it provides enhanced sensitivity for detecting 
interocular differences in VA and assessing VA in patients 
with severe vision loss [30, 57, 58]. We determined the 
rate of decline in BCVA using logMAR/year in both the 
WSE and BSE and found that the decline rate was higher 
in the WSE before the transition age but similar between 
eyes after ~ 40 years of age. Additionally, the transition to 
rapid BCVA decline occurred at an earlier age (33.8 years) 
in the WSE compared with the BSE (39.1 years).

The differential decline rate in BCVA between the 2 
eyes may be related to differing interocular risk of foveal 
involvement. As the small central islands of the preserved 
areas of autofluorescence and ellipsoid zone generally 
shrink symmetrically toward the foveae as choroideremia 
progresses, the risk of foveal involvement increases bilat-
erally [27, 48, 59]; however, this risk may not be precisely 
the same for each eye. The fovea of the WSE could poten-
tially become more affected compared with the fovea of 
the BSE, leading to differences in BCVA decline between 
the 2 eyes before the transition age. As choroideremia 
progresses with further bilateral foveal degeneration 
[45], BCVA of both eyes worsens [48], and differences in 
BCVA decline between the 2 eyes lessen after the tran-
sition age. Further research on the differential rate of 
BCVA decline observed in choroideremia is needed to 
understand the underlying mechanism.

Overall, there were similar findings from the full 
data set and from the sensitivity analysis excluding the 
NIGHT study. The NIGHT clinical study is the largest 
natural history study of choroideremia to date. The study 
included males with choroideremia with BCVA rang-
ing from none/mild (BCVA ETDRS letter score of > 73) 
to severe (BCVA ETDRS letter score of < 34) [3, 27–29]. 
Our analyses utilized the baseline data from the NIGHT 
study along with published literature to include a large 
data set of individuals with choroideremia. The inclusion 
of a broader range of disease stages and various levels of 
BCVA severity in combination with standardized data 
collection from the NIGHT study demonstrate that the 
rate of BCVA decline observed in real-world cohorts is 
comparable with that observed in a clinical study set-
ting. In addition to analyzing unilateral disease progres-
sion, we investigated in detail the differential progression 
rates and cutoff points between the BSE and WSE. In the 
recent article by Shen et  al., bilateral progression was 
assessed broadly in the form of BSE and WSE Kaplan-
Meier curves corresponding to the proportion of patients 

retaining above 35 and 85 letters. With addition of the 
NIGHT study, this analysis represents the largest data set 
in choroideremia.

The current analysis has some limitations: (1) longi-
tudinal data were not available and are often difficult to 
obtain because of the rarity and slow-progressing nature 
of choroideremia (individual disease progression was 
therefore not identified); (2) females were not included 
because of the limited sample size and because disease 
progression profiles in females are reported to be differ-
ent than those in males; (3) some individuals may have 
contributed the same data to more than one study (how-
ever, this is not expected to change the direction of the 
results as this was most likely a rare event); (4) not all 
individuals had bilateral data, reducing the sample size 
of this analysis; (5) some data points were extracted from 
graphs where one data point may have represented more 
than one individual or one individual may have contrib-
uted to the same graph more than once (though in our 
analysis, this would be considered as 2 independent data 
points); (6) inter-study heterogeneity may have affected 
overall results, although a sensitivity analysis exclud-
ing the NIGHT study was performed (e.g., our analysis 
included a study by van Schuppen et al. [4], which Shen 
et al. identified as a potential source for a large amount of 
heterogeneity in their analysis [8]); and (7) additional fac-
tors potentially contributing to VA decline, such as cata-
racts or refractive status, were not available for analyses 
as potential confounding variables.

Conclusions
The results of this meta-analysis support differential 
rates of BCVA decline in each eye before and after an 
identified age cutoff. In 2 clinical studies of gene ther-
apy for choroideremia, participant ages ranged from 
32 to 72 years [19, 20]. Studies including participants 
aged above and below the age cutoff for BCVA decline 
should consider the differential decline rates when 
evaluating outcomes. Furthermore, identifying the age 
cutoff at which rapid BCVA decline begins presents an 
opportunity for early intervention in choroideremia to 
potentially prevent severe visual impairment. Addition-
ally, natural history of interocular progression of vis-
ual impairment is important to understand as Phase 2 
and 3 gene therapy studies have treated one eye, often 
the WSE, and used the BSE as a control [19, 20, 60]. 
Although the decision to treat both eyes involves con-
siderations beyond BCVA, such as associated risks and 
effects on quality of life, an understanding of the differ-
ential BCVA decline between eyes may help physicians 
decide when and if to treat one or both eyes during 
clinical studies or with future therapies. With a novel 
gene therapy for choroideremia being investigated in a 
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Phase 3 clinical study [60, 61], it is important for phy-
sicians to recognize the rate of BCVA decline to best 
inform study result interpretations and future treat-
ment decisions.

Abbreviations
BCVA: Best-corrected visual acuity; BSE: Better-seeing eye; ETDRS: Early Treat-
ment Diabetic Retinopathy Study; NIGHT: Natural History of the Progression of 
Choroideremia; REP1: Rab escort protein 1; RP: Retinitis pigmentosa; VA: Visual 
acuity; WSE: Worse-seeing eye.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12886-​022-​02250-z.

Additional file 1: Supplementary Table 1. Characteristics of Included 
Studiesa. Supplementary Table 2. Articles Excluded From Analysis. Sup-
plementary Figure 1. PRISMA flowchart. 

Acknowledgments
Support for this study, medical writing, and editorial assistance was funded 
by Biogen, Cambridge, MA, USA. Medical writing and editorial assistance of 
scientific content were provided under the direction of the authors by Rhyomi 
Sellnow, PhD, and Jenna Lewis, MA, ELS, of MedThink SciCom, Cary, NC, USA.

Authors’ contributions
DB conceived the study. DB, HZ, and CL designed the study. DB, HZ, CL, and 
NWT were responsible for data acquisition. All authors were involved in the 
analysis and interpretation of data and in drafting the manuscript. All authors 
read and approved the final manuscript.

Funding
This study was sponsored by Biogen, Cambridge, MA, USA. The funding 
organization participated in the design of the study, conduction of the study, 
data collection, data management, data analysis, interpretation of data, and 
review and approval of the manuscript.

Availability of data and materials
The data sets used and analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
DB, HZ, and CL are employees of Biogen and may hold stock in the company. 
NWT is an employee of Sanofi Genzyme and was an employee of Biogen at 
the time of the study and may hold stock in the company. BLL has served as a 
consultant for Biogen and ProQR Therapeutics and has received research and 
clinical trial funding from Applied Genetic Technologies Corporation, Biogen, 
Editas Medicine, National Eye Institute, Pixium Vision, and ProQR Therapeutics.

Author details
1 Biogen, Cambridge, MA, USA. 2 Bascom Palmer Eye Institute, Miami, FL, USA. 

Received: 21 September 2021   Accepted: 30 December 2021

References
	1.	 Zinkernagel MS, MacLaren RE. Recent advances and future prospects in 

choroideremia. Clin Ophthalmol. 2015;9:2195–200.
	2.	 Freund PR, Sergeev YV, MacDonald IM. Analysis of a large choroideremia 

dataset does not suggest a preference for inclusion of certain genotypes 
in future trials of gene therapy. Mol Genet Genomic Med. 2016;4:344–58.

	3.	 Lam BL, Fischer MD, Pennesi ME, Sankila E-MK, Holz FG, Maclaren RE, et al. 
Natural History of the Progression of Choroideremia (NIGHT) study: lon-
gitudinal changes in visual acuity over 20 months. Poster presented at: 
American Academy of Ophthalmology Annual Meeting Chicago; 2018.

	4.	 van Schuppen SM, Talib M, Bergen AA, Ten Brink JB, Florijn RJ, Boon CJF, 
et al. Long-term follow-up of patients with choroideremia with scleral 
pits and tunnels as a novel observation. Retina. 2018;38:1713–24.

	5.	 Heon E, Alabduljalil T, McGuigan DB III, Cideciyan AV, Li S, Chen S, et al. 
Visual function and central retinal structure in choroideremia. Invest 
Ophthalmol Vis Sci. 2016;57:OCT377–87.

	6.	 Jolly JK, Xue K, Edwards TL, Groppe M, MacLaren RE. Characterizing 
the natural history of visual function in choroideremia using microp-
erimetry and multimodal retinal imaging. Invest Ophthalmol Vis Sci. 
2017;58:5575–83.

	7.	 Aleman TS, Han G, Serrano LW, Fuerst NM, Charlson ES, Pearson DJ, et al. 
Natural history of the central structural abnormalities in choroideremia: a 
prospective cross-sectional study. Ophthalmology. 2017;124:359–73.

	8.	 Shen LL, Ahluwalia A, Sun M, Young BK, Grossetta Nardini HK, Del Priore 
LV. Long-term natural history of visual acuity in eyes with choroideremia: 
a systematic review and meta-analysis of data from 1004 individual eyes. 
Br J Ophthalmol. 2021;105:271–8.

	9.	 Brunes A, Hansen MB, Heir T. Loneliness among adults with visual impair-
ment: prevalence, associated factors, and relationship to life satisfaction. 
Health Qual Life Outcomes. 2019;17:24.

	10.	 Kim S, Shin DW, An AR, Lee CH, Park JH, Park JH, et al. Mental health of 
people with retinitis pigmentosa. Optom Vis Sci. 2013;90:488–93.

	11.	 Latham K, Baranian M, Timmis M, Pardhan S. Emotional health of people 
with visual impairment caused by retinitis pigmentosa. PLoS One. 
2015;10:e0145866.

	12.	 Qiu M, Wang SY, Singh K, Lin SC. Association between visual field defects 
and quality of life in the United States. Ophthalmology. 2014;121:733–40.

	13.	 Scott AW, Bressler NM, Ffolkes S, Wittenborn JS, Jorkasky J. Public atti-
tudes about eye and vision health. JAMA Ophthalmol. 2016;134:1111–8.

	14.	 Mitsios A, Dubis AM, Moosajee M. Choroideremia: from genetic and 
clinical phenotyping to gene therapy and future treatments. Ther Adv 
Ophthalmol. 2018;10:2515841418817490.

	15.	 Coussa RG, Traboulsi EI. Choroideremia: a review of general findings and 
pathogenesis. Ophthalmic Genet. 2012;33:57–65.

	16.	 Pennesi ME, Birch DG, Duncan JL, Bennett J, Girach A. Choroideremia: 
retinal degeneration with an unmet need. Retina. 2019;39:2059–69.

	17.	 Dimopoulos IS, Chan S, MacLaren RE, MacDonald IM. Pathogenic mecha-
nisms and the prospect of gene therapy for choroideremia. Expert Opin 
Orphan Drugs. 2015;3:787–98.

	18.	 Trapani I, Auricchio A. Has retinal gene therapy come of age? From bench 
to bedside and back to bench. Hum Mol Genet. 2019;28(R1):R108–18.

	19.	 MacLaren RE, Groppe M, Barnard AR, Cottriall CL, Tolmachova T, Seymour 
L, et al. Retinal gene therapy in patients with choroideremia: initial find-
ings from a phase 1/2 clinical trial. Lancet. 2014;383:1129–37.

	20.	 Lam BL, Davis JL, Gregori NZ, MacLaren RE, Girach A, Verriotto JD, et al. 
Choroideremia gene therapy phase 2 clinical trial: 24-month results. Am J 
Ophthalmol. 2019;197:65–73.

	21.	 Dimopoulos IS, Hoang SC, Radziwon A, Binczyk NM, Seabra MC, 
MacLaren RE, et al. Two-year results after AAV2-mediated gene 
therapy for choroideremia: the Alberta experience. Am J Ophthalmol. 
2018;193:130–42.

	22.	 Di Iorio V, Esposito G, De Falco F, Boccia R, Fioretti T, Colucci R, et al. CHM/
REP1 transcript expression and loss of visual function in patients affected 
by choroideremia. Invest Ophthalmol Vis Sci. 2019;60:1547–55.

	23.	 Flynn Roberts M, Fishman GA, Roberts DK, Heckenlively JR, Weleber 
RG, Anderson RJ, et al. Retrospective, longitudinal, and cross sectional 
study of visual acuity impairment in choroideraemia. Br J Ophthalmol. 
2002;86:658–62.

	24.	 Coussa RG, Kim J, Traboulsi EI. Choroideremia: effect of age on visual acu-
ity in patients and female carriers. Ophthalmic Genet. 2012;33:66–73.

https://doi.org/10.1186/s12886-022-02250-z
https://doi.org/10.1186/s12886-022-02250-z


Page 10 of 10Bozkaya et al. BMC Ophthalmology           (2022) 22:29 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	25.	 Dysli C, Wolf S, Zinkernagel MS. Autofluorescence lifetimes in geographic 
atrophy in patients with age-related macular degeneration. Invest Oph-
thalmol Vis Sci. 2016;57:2479–87.

	26.	 Hariri AH, Ip MS, Girach A, Lam BL, Dominik Fischer M, Sankila EM, et al. 
Macular spatial distribution of preserved autofluorescence in patients 
with choroideremia. Br J Ophthalmol. 2019;103:933–7.

	27.	 Hariri AH, Velaga SB, Girach A, Ip MS, Le PV, Lam BL, et al. Measurement 
and reproducibility of preserved ellipsoid zone area and preserved retinal 
pigment epithelium area in eyes with choroideremia. Am J Ophthalmol. 
2017;179:110–7.

	28.	 Lam BL, Dominik Fischer M, Pennesi ME, Sankila E-MK, Holz FG, MacLaren 
RE, et al. Natural History of Progression of Choroideremia (NIGHT) study: 
cross-sectional analysis of baseline characteristics. Poster presented at: 
the Association for Research in Vision and Ophthalmology (ARVO) Annual 
Meeting. Honolulu; 2018.

	29.	 Pennesi ME, Lam BL, Dominik Fischer M, Sankila E-MK, Holz FG, MacLaren 
RE, et al. The Natural History of the Progression of Choroideremia (NIGHT) 
study: longitudinal changes in visual acuity over 12 months. Poster 
presented at: the Association for Research in Vision and Ophthalmology 
(ARVO) Annual Meeting. Honolulu; 2018.

	30.	 Elliott DB. The good (logMAR), the bad (Snellen) and the ugly (BCVA, 
number of letters read) of visual acuity measurement. Ophthalmic Physiol 
Opt. 2016;36:355–8.

	31.	 International Council of Ophthalmology. Visual standards: aspects and 
ranges of vision loss with emphasis on population surveys. Report 
prepared for: International Council of Ophthalmology at the 29th Interna-
tional Congress of Ophthalmology Sydney. Sydney; 2002.

	32.	 Jain N, Jia Y, Gao SS, Zhang X, Weleber RG, Huang D, et al. Optical 
coherence tomography angiography in choroideremia: correlating 
choriocapillaris loss with overlying degeneration. JAMA Ophthalmol. 
2016;134:697–702.

	33.	 Morgan JI, Han G, Klinman E, Maguire WM, Chung DC, Maguire AM, et al. 
High-resolution adaptive optics retinal imaging of cellular structure in 
choroideremia. Invest Ophthalmol Vis Sci. 2014;55:6381–97.

	34.	 Abbouda A, Lim WS, Sprogyte L, Webster AR, Moosajee M. Quantitative 
and qualitative features of spectral-domain optical coherence tomog-
raphy provide prognostic indicators for visual acuity in patients with 
choroideremia. Ophthalmic Surg Lasers Imaging Retina. 2017;48:711–6.

	35.	 Dimopoulos IS, Freund PR, Knowles JA, MacDonald IM. The natural 
history of full-field stimulus threshold decline in choroideremia. Retina. 
2018;38:1731–42.

	36.	 Duncan JL, Aleman TS, Gardner LM, De Castro E, Marks DA, Emmons JA, 
et al. Macular pigment and lutein supplementation in choroideremia. Exp 
Eye Res. 2002;74:371–81.

	37.	 Dominik Fischer M, Alex Ochakovski G, Beier B, Seitz IP, Vaheb Y, Kortuem 
C, et al. Changes in retinal sensitivity after gene therapy in choroideremia. 
Retina. 2020;40:160–8.

	38.	 Genead MA, Fishman GA. Cystic macular oedema on spectral-domain 
optical coherence tomography in choroideremia patients without cystic 
changes on fundus examination. Eye (Lond). 2011;25:84–90.

	39.	 Han X, Li H, Wu S, Sun Z, Zhou Q, Sui R. Study of natural history of Chinese 
patients with choroidermia. Chin J Exp Opthamol. 2018;36:519–25.

	40.	 Lazow MA, Hood DC, Ramachandran R, Burke TR, Wang Y-Z, Greenstein 
VC, et al. Transition zones between healthy and diseased retina in cho-
roideremia (CHM) and Stargardt disease (STGD) as compared to retinitis 
pigmentosa (RP). Invest Ophthalmol Vis Sci. 2011;52:9581–90.

	41.	 Li S, Guan L, Fang S, Jiang H, Xiao X, Yang J, et al. Exome sequencing 
reveals CHM mutations in six families with atypical choroideremia initially 
diagnosed as retinitis pigmentosa. Int J Mol Med. 2014;34:573–7.

	42.	 Renner AB, Kellner U, Cropp E, Preising MN, MacDonald IM, van den Hurk 
JAJM, et al. Choroideremia: variability of clinical and electrophysiological 
characteristics and first report of a negative electroretinogram. Ophthal-
mology. 2006;2066(113):e1–10.

	43.	 Sanchez-Alcudia R, Garcia-Hoyos M, Lopez-Martinez MA, Sanchez-Bolivar 
N, Zurita O, Gimenez A, et al. A comprehensive analysis of choroider-
emia: from genetic characterization to clinical practice. PLoS One. 
2016;11:e0151943.

	44.	 Sandberg MA, Gaudio AR. Reading speed of patients with advanced 
retinitis pigmentosa or choroideremia. Retina. 2006;26:80–8.

	45.	 Seitz IP, Zhour A, Kohl S, Llavona P, Peter T, Wilhelm B, et al. Multimodal 
assessment of choroideremia patients defines pre-treatment characteris-
tics. Graefes Arch Clin Exp Ophthalmol. 2015;253:2143–50.

	46.	 Simunovic MP, Jolly JK, Xue K, Edwards TL, Groppe M, Downes SM, et al. 
The spectrum of CHM gene mutations in choroideremia and their rela-
tionship to clinical phenotype. Invest Ophthalmol Vis Sci. 2016;57:6033–9.

	47.	 Hayakawa M, Fujiki K, Hotta Y, Ito R, Ohki J, Ono J, et al. Visual impairment 
and REP-1 gene mutations in Japanese choroideremia patients. Ophthal-
mic Genet. 1999;20:107–15.

	48.	 Xue K, Jolly JK, Barnard AR, Rudenko A, Salvetti AP, Patrício MI, et al. 
Beneficial effects on vision in patients undergoing retinal gene therapy 
for choroideremia. Nat Med. 2018;24:1507–12.

	49.	 Abbouda A, Dubis AM, Webster AR, Moosajee M. Identifying characteristic 
features of the retinal and choroidal vasculature in choroideremia using 
optical coherence tomography angiography. Eye (Lond). 2018;32:563–71.

	50.	 Aylward JW, Xue K, Patrício MI, Jolly JK, Wood JC, Brett J, et al. Retinal 
degeneration in choroideremia follows an exponential decay function. 
Invest Ophthalmol Vis Sci. 2018;59:6060.

	51.	 Cunningham C, Daggett H, Stone EM, Han I. Scleral pits are a sign of dis-
ease severity in choroideremia. Invest Ophthalmol Vis Sci. 2018;59:6059.

	52.	 Freund P, Furgoch M, MacDonald I. Genotype-phenotype analysis of 
male subjects affected by choroideremia. Invest Ophthalmol Vis Sci. 
2013;54:1567.

	53.	 Jauregui R, Sophia Park K, Tanaka AJ, Cho A, Paavo M, Zernant J, et al. 
Spectrum of disease severity and phenotype in choroideremia carriers. 
Am J Ophthalmol. 2019;207:77–86.

	54.	 Tracey-White D, De Luca V, Futter C, Moore AT, Webster A, Seabra MC, 
et al. Translational bypass therapy using ataluren to treat nonsense-
mediated choroideremia. Invest Ophthalmol Vis Sci. 2014;55:3302.

	55.	 Zinkernagel MS, Groppe M, MacLaren RE. Macular hole sur-
gery in patients with end-stage choroideremia. Ophthalmology. 
2013;120(8):1592–6.

	56.	 Khan KN, Islam F, Moore AT, Michaelides M. Clinical and genetic features 
of choroideremia in childhood. Ophthalmology. 2016;123:2158–65.

	57.	 McGraw PV, Winn B, Gray LS, Elliott DB. Improving the reliability of 
visual acuity measures in young children. Ophthalmic Physiol Opt. 
2000;20:173–84.

	58.	 Kaiser PK. Prospective evaluation of visual acuity assessment: a compari-
son of snellen versus ETDRS charts in clinical practice (an AOS thesis). 
Trans Am Ophthalmol Soc. 2009;107:311–24.

	59.	 Birch DG, Locke KG, Qui Y, Holt J, Kim D, Francis P. Annual change in ellip-
soid zone (EZ) length in patients with choroideremia. Invest Ophthalmol 
Vis Sci. 2019;60:4476.

	60.	 Clini​calTr​ials.​gov. Efficacy and safety of BIIB111 for the treatment of 
choroideremia (STAR). https://​clini​caltr​ials.​gov/​ct2/​show/​NCT03​496012. 
Accessed 10 Sept 2021.

	61.	 Hulliger EC, Hostettler SM, Kleinlogel S. Empowering retinal gene therapy 
with a specific promoter for human rod and cone ON-bipolar cells. Mol 
Ther Methods Clin Dev. 2020;17:505–19.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://clinicaltrials.gov
https://clinicaltrials.gov/ct2/show/NCT03496012

	Bilateral visual acuity decline in males with choroideremia: a pooled, cross-sectional meta-analysis
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Eligibility criteria and study identification
	Statistical analyses

	Results
	Sample population and age
	Rates of BCVA decline with age
	Interocular BCVA decline

	Discussion
	Conclusions
	Acknowledgments
	References


