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PURPOSE. To investigate the causal effect of elevated blood pressure on primary
open-angle glaucoma (POAG) and POAG endophenotypes.

METHODS. Two-sample Mendelian randomization (MR) was performed to investigate the
causal effect of elevated systolic blood pressure (SBP) (N = 757,601) and diastolic blood
pressure (DBP) (N = 757,601) on intraocular pressure (IOP) (N = 139,555), macular
retinal nerve fiber layer (mRNFL) thickness (N = 33,129), ganglion cell complex (GCC)
thickness (N = 33,129), vertical cup-to-disc ratio (VCDR) (N = 111,724), and POAG
liability (Ncases = 16,677, Ncontrols = 199,580). The primary analysis was conducted
using the inverse-variance weighted approach. Sensitivity analyses were performed to
investigate robustness to horizontal pleiotropy, winner’s curse, and collider bias.
Multivariable MR was performed to investigate whether any effect of blood pressure
on retinal ganglion cell degeneration was mediated through increased IOP.

RESULTS. Increased genetically predicted SBP and DBP associated with an increase in IOP
(0.17 mm Hg [95% CI = 0.11 to 0.24] per 10 mm Hg higher SBP, P = 5.18 × 10−7, and 0.17
mm Hg [95% CI = 0.05 to 0.28 mm Hg] per 10 mm Hg higher DBP, P = 0.004). Increased
genetically predicted SBP associated with a thinner GCC (0.04 μm [95% CI = −0.07 to
−0.01 μm], P = 0.018) and a thinner mRNFL (0.04 μm [95% CI = −0.07 to −0.01 μm],
P= 0.004), an effect that arises independently of IOP according to our mediation analysis.
Neither SBP nor DBP associated with VCDR or POAG liability.

CONCLUSIONS. These findings support a causal effect of elevated blood pressure on retinal
ganglion cell degeneration that does not require intermediary changes in IOP. Targeted
blood pressure control may help preserve vision by lowering IOP and, independently,
by preventing retinal ganglion cell degeneration, including in individuals with a normal
IOP.
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P rimary open-angle glaucoma is a degenerative optic
neuropathy characterized by the loss of retinal ganglion

cells.1 Intraocular pressure (IOP) is an established causal
risk factor for primary open-angle glaucoma (POAG), and,
to date, lowering IOP remains the only proven way of

slowing the progression of vision loss in POAG.1 Of the
different inner macular retinal segments delineated by
spectral-domain optical coherence tomography (SD-OCT)
imaging, ganglion cell complex (GCC), and macular reti-
nal nerve fiber layer (mRNFL) thickness measurements are
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two of the most sensitive and accurate biomarkers of early
glaucoma.2–4 The GCC comprises the three innermost reti-
nal layers: the RNFL, ganglion cell layer, and inner plexi-
form layer (with the latter two layers collectively termed the
ganglion cell-inner plexiform layer [GCIPL]). GCC thickness
is valuable in the early diagnosis of POAG5 and in monitor-
ing its progression.6 MRNFL thickness has also been shown
to reliably predict glaucomatous visual field defects.7,8 As
direct measures of retinal ganglion cell loss, the pathological
hallmark of POAG, these parameters may also help elucidate
IOP-independent mechanisms driving the development of
POAG. The vertical cup-to-disc ratio is another quantitative
clinical biomarker that has consistently and specifically been
shown to predict the onset and progression of POAG.9–11

Various putative risk factors are associated with primary
open-angle glaucoma and POAG endophenotypes; however,
many of these are either nonmodifiable (e.g., age and ethnic-
ity) or the extent to which they are truly causal rather
than simply correlative is uncertain. Identifying those modi-
fiable risk factors that exert a causal effect on these traits
could help clinicians counsel patients at high risk of POAG
on relevant lifestyle changes or preventative treatments.
Elevated systemic blood pressure, which frequently coexists
with POAG, is one such modifiable putative risk factor.12

Numerous observational studies report a positive associa-
tion between blood pressure and IOP,13–15 and other studies
have sought to investigate the relationship between blood
pressure, inner macular thinning,16–19 and vertical cup-to-
disc ratio (VCDR).20,21 However, the ability of conventional
observational studies to infer causation is inherently under-
mined by unmeasured confounding and so the causal effect
of blood pressure in the setting of POAG remains uncertain.
Mendelian randomization (MR) exploits the random alloca-

tion of genetic variants at conception to infer the causal
effect of an exposure on an outcome, robust to the influ-
ence of environmental confounding.22 MR is also robust
to bias because of classical measurement error in contin-
uous exposures, which often undermines traditional obser-
vational studies.23 However, MR considers associations using
population-level genetic association data, and so results are
not necessarily translatable into causal effects for any given
individual. Nevertheless, conditional on certain assumptions,
MR can provide valuable genetic support for the presence or
absence of a causal effect of long-term elevated blood pres-
sure on POAG endophenotypes and POAG liability. Indeed,
previous studies have leveraged MR to provide etiologi-
cal and therapeutic insight in the setting of POAG.24–26 We
therefore used two-sample MR to investigate the potential
causal effect of systemic blood pressure on these differ-
ent traits. First, we used univariable MR to investigate the
causal effect of systolic and diastolic blood pressure on
IOP, mRNFL thickness, GCC thickness, VCDR, and liability
to POAG. Given that associations between IOP and inner
macular thinning have previously been reported,27 Multivari-
able Mendelian randomization (MVMR) mediation analysis
was then conducted to investigate whether any identifiable
effects of blood pressure on mRNFL or GCC thickness were
mediated through IOP or arose independently of IOP.

METHODS

Data Sources

A flowchart illustrating the study design is shown in Figure 1
and a summary of the data sources are provided in Supple-
mentary Table S1. In the primary analysis, genetic associ-

FIGURE 1. Study design. Primary analysis used Evangelou et al.’s28 2018 GWAS combining ICBP and UKBB data on SBP and DBP. Genetic
instruments were selected after applying P value and LD clumping thresholds. Two-sample MR was performed. Additional sensitivity analyses
were performed, using a more stringent P value threshold of P < 10−11 and using only UKBB data for SBP and DBP.
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ation data for systolic blood pressure (SBP) and diastolic
blood pressure (DBP) were derived from Evangelou et al.’s28

genome-wide association study (GWAS) meta-analysis of the
UK Biobank (UKBB) and International Consortium of Blood
Pressure (ICBP) (N = 757,601) because these are the largest
SPB and SBP GWASs conducted to date. These GWASs were
adjusted for age, age2, sex, and body mass index (BMI)
and were corrected for antihypertensive medication use by
adding 15 mm Hg. For IOP, data were obtained from the
largest published IOP GWAS meta-analysis (N = 139,555),
combining data from the UKBB, EPIC-Norfolk and the Inter-
national Glaucoma Genetics Consortium, with adjustments
made for age, sex, and the first five principal components.29

For mRNFL and GCC thickness, data were obtained from
Zekavat et al.’s30 GWAS of spectral-domain OCT scans of
the macula for 33,129 individuals in UKBB with adjustments
made for age, age2, sex, smoking, spherical equivalent, the
first 10 principal components of genetic ancestry, and geno-
typing array. For VCDR, data were obtained from Han et
al.’s GWAS of AI-derived VCDR adjusted for vertical optic
disc diameter based on 282,100 images (N = 111,724 indi-
viduals) from the UKBB, Canadian Longitudinal Study on
Aging, and IGCC.31 Adjustments were made for age, sex, and
the first ten principal components. This is the largest VCDR
GWAS performed to date and, given the wide physiologi-
cal variability in optic disc diameter, adjusting for optic disc
size may increase the clinical utility of VCDR in diagnos-
ing POAG.32 For POAG, data were obtained from the largest
published POAG European ancestry GWAS meta-analysis
(Ncases = 16,677, Ncontrols = 199,580) with adjustments made
for age, sex, and study-specific principal components.33

All exposure and outcome GWASs included data from
the UKBB, a large prospective cohort study of approxi-
mately 500,000 participants across the UK. On recruitment,
participants had numerous biological and clinical variables
measured, were genotyped with rigorous quality control
checks, and consented to ongoing linkage of their medical
records.34 Given the small amount of phenotypic variation
typically explained by genetic instruments in MR, the UKBB
therefore provides a well-powered resource of genotype-
phenotype association data for use in MR analyses. Data
for all exposures and outcomes were derived from Euro-
pean ancestry individuals. Informed consent for all partic-
ipants was obtained in the original studies, which were
granted relevant ethical approval. The study was reported
in line with the “strengthening the reporting of observa-
tional studies in epidemiology using mendelian randomiza-
tion” (STROBE-MR) guidelines (Supplementary Table S15).35

Genetic Instruments

To proxy blood pressure, variants associated at P < 5 ×
10−8 with SBP and DBP were extracted and clumped to a
pairwise linkage disequilibrium (LD) threshold of r2 < 0.01
using PLINK v2.0 and phase 3 version 5 of 1000 Genomes
Project European reference panel. Clumping is the process
by which the variant with the strongest association per
subset of variants in high LD with one another is selected.
The number of instrumental variants, R2 values, F-statistics,
and 1/F values for SBP and DBP are reported in Supple-
mentary Table S2. The R2 value quantifies the proportion
of variance in the exposure explained by the genetic instru-
ment. The F-statistic quantifies the strength of the relation-
ship between the genetic instrument and the exposure. An
F-statistic >10 indicates a low risk of weak instrument bias,36

and the expected relative magnitude of weak instrument bias
can be approximated as 1/F.36

Univariable Mendelian Randomization

Mendelian randomization leverages genetic variants as
instruments within an instrumental variable (IV) framework
and rests on three core assumptions. First, the genetic instru-
ment is robustly associated with the exposure. Second,
the genetic instrument shares no common cause with
the outcome. Third, the genetic instrument influences the
outcome solely via the exposure. Violation of this third
assumption is called “horizontal pleiotropy.” First, univari-
able MR was performed, wherein the “total” effect of a
single exposure on an outcome is estimated. Genetic asso-
ciations were harmonized by aligning effect alleles in both
exposure and outcome datasets, with no exclusions made
for palindromic variants. MR estimates were generated by
first calculating the Wald ratio for each variant (i.e., variant-
outcome association divided by the variant-exposure associ-
ation) before pooling these Wald estimates via the inverse-
variance weighted (IVW) approach.37 MR estimates repre-
sent the change in IOP, mRNFL thickness, GCC thickness,
VCDR, and odds ratio for POAG, per 10 mm Hg increase
in SBP or DBP. MR analyses were performed using the
TwoSampleMR, MendelianRandomization, MR-PRESSO, and
MVMR packages in R (version 4.1.2).

Sensitivity Analyses for Pleiotropy, Winner’s
Curse, and Collider Bias

The IVW approach assumes no horizontal pleiotropy and so
a series of sensitivity analyses, including weighted median,
contamination mixture, MR-Egger and MR-PRESSO methods
were used to interrogate the robustness of results to hori-
zontal pleiotropy. Further details of these methods can be
found in the Supplementary Methods.

Evangelou et al.’s28 2018 GWAS of blood pressure traits
adjusted for BMI and Han et al.’s31 2021 GWAS of VCDR
adjusted for vertical disc diameter. Heritable covariable-
adjusted GWAS data can introduce collider bias into subse-
quent MR analyses leveraging these genetic data.38 The
resulting bias can be either toward or away from the null,
with the direction of bias being unknown. We therefore
performed a sensitivity analysis using Elsworth et al.’s39

UKBB GWAS of SBP and DBP, which did not adjust for BMI,
and used Khawaja et al.’s13 GWAS for VCDR, which did not
adjust for disc diameter.

Winner’s curse is a phenomenon where genetic associa-
tion estimates calculated using discovery GWAS datasets are
exaggerated away from the null.40 Bias due to winner’s curse
in gene-exposure estimates will lead to a deflation in MR
effect estimates whereas bias due to winner’s curse in gene-
outcome estimates will lead to an inflation in MR effect esti-
mates. We performed a sensitivity analysis for any MR asso-
ciations identified using instrumental variants at P < 10−11,
which empirical studies have shown mitigate the impact of
bias because of winner’s curse in MR estimates.40

Multivariable Mendelian Randomization

MVMR can be used to conduct formal mediation analy-
ses within the MR framework by decomposing the “total”
effect of an exposure on an outcome—as estimated by
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univariable MR—into that which acts “directly” on the
outcome and that which act “indirectly” on the outcome
through proposed mediators.41 MVMR mediation analysis
was therefore performed to investigate the effect of SBP
acting “directly” on mRNFL and GCC thickness (i.e., inde-
pendent of IOP) versus that mediated “indirectly” through
changes in IOP. Specifically, in an MVMR model includ-
ing both SBP and IOP as exposures, the MVMR estimate
for SBP represents the effect of SBP while holding IOP
constant, yielding the “direct” effect of SBP on mRNFL or
GCC thickness. Equivalence between the total and direct
estimates of SBP on mRNFL and GCC thickness indicates
a lack of mediation by IOP. Conversely, attenuation in the
direct estimate for SBP as compared with the total esti-
mate for SBP indicates mediation by IOP, with the degree
of attenuation proportional to the total effect of SBP medi-
ated through IOP. Variant-outcome associations (mRNFL and
GCC thickness) were regressed on the variant-exposure
(SBP) and variant-mediator (IOP) associations, with esti-
mates weighted by the inverse of the standard error of
variant-outcome associations and the intercept constrained
at the origin.42 Qhet MVMR was conducted as a sensitiv-
ity analysis robust to conditionally weak instruments and

beta coefficients were compared with those in the standard
IVW model.43 Estimates for the indirect effect and propor-
tion mediated through IOP were calculated using MVMR
and network (or “two-step”) MR (see Supplemental Meth-
ods).41

RESULTS

IOP

Increased genetically predicted blood pressure was associ-
ated with a 0.17 mm Hg higher IOP per 10 mm Hg increase
in SBP (95% CI = 0.11 to 0.24 mm Hg increase in IOP,
P = 5.18 × 10−7) and a 0.17 mm Hg higher IOP per 10
mm Hg increase in DBP (95% CI = 0.05 to 0.28 mm Hg
increase in IOP, P = 0.004). Results were consistent across
pleiotropy-robust sensitivity analyses (see Fig. 2, Supple-
mentary Tables S3, S4, Supplementary Figs. S1, S2). The
MR-Egger intercept test did not identify any evidence of
horizontal pleiotropy. The MR-PRESSO Global Heterogene-
ity test indicated the presence of horizontal pleiotropy, but
after removal of potentially pleiotropic outliers, MR-PRESSO
estimates remained consistent.

FIGURE 2. MR effect estimates (beta coefficients) for the change in IOP (mm Hg) per 10 mm Hg increase in SBP or DBP. Primary estimate
is the IVW. Pleiotropy-robust methods include MR-Egger, MR-PRESSO (Pleiotropy RESidual Sum and Outlier), contamination mixture, and
weighted-median methods.
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FIGURE 3. MR effect estimates (beta coefficients) for the change in mRNFL (μm) per 10 mm Hg increase in SBP or DBP. Primary estimate
is the IVW. Pleiotropy-robust methods include MR-Egger, MR-PRESSO (Pleiotropy RESidual Sum and Outlier), contamination mixture, and
weighted-median methods.

MRNFL Thickness

Increased genetically predicted SBP was associated with a
0.04 μm thinner mRNFL (95% CI = −0.07 to −0.01 μm,
P = 0.004) per 10 mm Hg increase. Increased geneti-
cally predicted DBP was associated with a 0.03 μm thin-
ner mRNFL (95% CI = −0.08 to 0.02 μm per 10 mm Hg
increase, P = 0.257). These univariable MR results were
consistent across pleiotropy-robust sensitivity analyses (see
Supplementary Table S5, Fig. 3, Supplementary Figs. S3, S4).
Multivariable MR found that the direct effect of SBP on
mRNFL thickness after adjusting for IOP (0.05 μm decrease,
95% CI = −0.08 to −0.02 μm, P = 0.002) was virtually
unchanged as compared with the univariable MR estimate
of the total effect, indicating a lack of mediation by IOP. The
Qhet MVMR model adjusting for conditionally weak instru-
ments (F-statistic for IOP = 2.3) yielded a similar beta coeffi-
cient = −0.04 μm. Using MVMR, the indirect effect of SBP on
mRNFL thickness mediated through IOP was 0.002 μm (95%
CI = −0.003 to 0.005 μm), corresponding to a proportion
mediated of −3% (95% CI = −14% to 8%). Using network

MR, the estimates were similar with the indirect effect calcu-
lated as 0.001 μm (95% CI = −0.004 to 0.007 μm) and the
proportion mediated through IOP = −3% (95% CI = −19%
to 9%).

GCC Thickness

Increased genetically predicted SBP was also associated with
a 0.04 μm thinner GCC (95% CI = −0.07 to −0.01 μm, P
= 0.018) per 10 mm Hg increase in SBP. Increased geneti-
cally predicted DBP was associated with a 0.04 μm thinner
GCC (95% CI = −0.10 to 0.01 μm per 10 mm Hg increase,
P = 0.121). These univariable MR results were consistent
across pleiotropy-robust sensitivity analyses (see Supple-
mentary Table S6, Fig. 4, Supplementary Figs. S5, S6). The
MVMR estimate for the direct effect of SBP on GCC thick-
ness (0.04 μm decrease, 95% CI = −0.07 to −0.01 μm, P
= 0.01) was unchanged with respect to the univariable MR
estimate of the total effect, again indicating a lack of media-
tion by IOP. This result was robust to the conditionally weak
instrument for IOP (Qhet MVMR model beta coefficient =
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FIGURE 4. MR effect estimates (beta coefficients) for the change in GCC (μm) per 10 mm Hg increase in SBP or DBP. Primary estimate
is the IVW. Pleiotropy-robust methods include MR-Egger, MR-PRESSO (Pleiotropy RESidual Sum and Outlier), Contamination mixture and
Weighted-median methods.

−0.04 μm). Using MVMR, the indirect effect of SBP on GCC
thickness mediated through IOP was 0.0005 μm (95% CI =
−0.004 to 0.004 μm), corresponding to a proportion medi-
ated of −1% (95% CI = −15% to 13%). Using network MR,
the estimates remained virtually unchanged with an indirect
effect of 0.0005 μm (95% CI = −0.005 to 0.006 μm) and the
proportion mediated through IOP = −1% (95% CI = −6%
to 6%).

POAG

Neither genetically predicted SBP nor DBP associated with
liability to POAG (OR for SBP = 1.00 95% CI = 0.94 to 1.06,
P = 0.951, and OR for DBP = 0.97, 95% CI = 0.88 to 1.07,
P = 0.591) (see Tables S3-S4, Fig. 5, Supplementary Figs.
S7–S8).

VCDR

Neither genetically predicted SBP nor DBP associated with
VCDR (0.0004, 95% CI = −0.002 to 0.003, P = 0.760 for SBP,

and −0.001, 95% CI = −0.004 to 0.002, P = 0.544, for DBP)
(see Supplementary Tables S11, S12, Supplementary Figs.
S9–S11). This null result was replicated in a smaller GWAS
for VCDR where no adjustment for disc diameter was made
(Supplementary Tables S13, S14).

Additional Sensitivity Analyses

Sensitivity analyses indicate that MR associations for IOP,
mRNFL thickness, and GCC thickness were robust to
winner’s curse and collider bias owing to the adjustment for
BMI in SBP and DBP GWASs (see Tables S3–S10).

DISCUSSION

Principal Findings

We find genetic evidence in support of a causal effect of
lifelong elevated SBP and DBP on increased IOP, and of
elevated SBP on both mRNFL and GCC thinning. Interest-
ingly, MR mediation analysis supports an effect of elevated
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FIGURE 5. MR effect estimates (ORs) for POAG liability per 10 mm Hg increase in SBP or DBP. OR was calculated by taking the exponential of
the IVW beta coefficient in the logistic regression equation. Pleiotropy-robust methods include MR-Egger, MR-PRESSO (Pleiotropy RESidual
Sum and Outlier), contamination mixture, and weighted-median methods.

SBP on retinal ganglion cell degeneration arising indepen-
dently of IOP. In turn, these findings support the impor-
tance of blood pressure as a modifiable risk factor in the
development of increased IOP and, independently, in reti-
nal ganglion cell degeneration.

Blood Pressure and IOP

A range of mechanisms have been hypothesized to explain
the link between blood pressure and IOP. Elevated blood
pressure may increase ciliary perfusion pressures and lead
to greater ultrafiltration of aqueous fluid in the ciliary
body.44 Increased blood pressure may also increase episcle-

ral venous pressures and reduce aqueous humor outflow.44

Numerous previous observational studies identify a posi-
tive association between both SBP and DBP and IOP.13–15

We leveraged the largest published GWASs of SBP, DBP,
and IOP to maximize statistical power, which likely explains
why previous MR studies did not detect an effect of either
SBP or DBP on IOP.45 The F-statistics and 1/F values
reported in Supplementary Table S2 show a low risk of
weak instrument bias, and so the presence of sample over-
lap between the exposures and outcomes is highly unlikely
to materially impact our results.36 Clinically, increases in
IOP do not necessarily lead to ocular hypertension and
not every individual with ocular hypertension necessarily
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develops POAG.9 However, given prior evidence demon-
strating that lowering IOP from any baseline level slows
disease progression in patients with POAG,9 the effect of
blood pressure on IOP may be of particular clinical rele-
vance in those individuals with or at high risk of developing
POAG.

Blood Pressure and Retinal Ganglion Cell
Degeneration

We found concordant genetic associations between SBP and
both mRNFL and GCC thickness, two biomarkers widely
used to detect and monitor glaucomatous changes in clin-
ical practice. In the largest traditional observational analy-
sis conducted to date, Huang et al.16 found that elevated
SBP and DBP associated with a thinner macular ganglion
cell-inner plexiform layer (mGCIPL) thickness and thinner
mRNFL in approximately 23,000 individuals from the UKBB
and Chinese Ocular Imaging project (COIP). In a longitudi-
nal analysis involving more than 2000 individuals in COIP,
they found that elevated SBP and DBP associated with a
faster rate of mGCIPL thinning and elevated SBP associated
with a faster rate of circumpapillary RNFL (cRNFL) thinning.
Of note, they found that the effect of blood pressure on
mRNFL thinning and cRNFL thinning was concordant. These
findings are consistent with numerous other studies.17,18,46

For instance, Marshall et al.46 found that systemic hyperten-
sion was associated with longitudinal mGCIPL and cRNFL
thinning and visual decline in a prospective cohort of 1314
stable glaucoma patients.

However, other studies have produced conflicting
results.19,47 One recent longitudinal study did not detect any
association between long-term elevated blood pressure and
either mRNFL or GCC thickness.19 In this study, elevated
blood pressure later in life (mean age 74.2–79.1 years) was
defined as having either elevated systolic or diastolic blood
pressure or antihypertensive use in the previous two weeks.
Consequently, a proportion of patients defined as hyper-
tensive but who were on antihypertensive medication may
actually have had blood pressures within the normal range,
and the potentially weaker or absent effect of DBP may
have nullified any effect of SBP to produce an overall null
result. Given the sample size of approximately 900 individ-
uals in the primary analysis, the study is also limited in
power. In our study, the similar point estimates yet wider
confidence intervals for DBP as those seen for SBP for both
mRNFL and GCC thickness (Figs. 3 and 4) raise the possibil-
ity that the lack of an observed effect for DBP reflects insuf-
ficient statistical power. However, an association between
low DBP and increased glaucoma risk is well established in
the epidemiological literature,48–50 and a recent longitudinal
study containing 105 POAG patients found that a combina-
tion of higher IOP and lower baseline diastolic blood pres-
sure associated with a faster rate of GCC thinning.47 Longi-
tudinal GWAS data leveraged in the MR framework could
help investigate whether previously reported associations
between DBP and rate of GCC thinning over time are indeed
causal.

Given the conventional observational designs of all previ-
ous studies on this question, such data are inherently
vulnerable to unmeasured confounding. We leveraged MR
to strengthen robustness to unmeasured confounding and
investigate the causal influence of blood pressure on OCT-
derived biomarkers of retinal ganglion cell loss. Sensitiv-
ity analyses suggest that MR associations for IOP, RNFL

thickness, and GCC thickness, were robust to the poten-
tial influence of horizontal pleiotropy, winner’s curse, and
collider bias, thus strengthening causal inference. Moreover,
upon adjustment for genetically predicted IOP in our MVMR
model, there was no attenuation of the genetic associa-
tion between SBP on either mRNFL or GCC thickness with
respect to the univariable MR estimate. Furthermore, two
different MR mediation analyses estimated that the propor-
tion of the effect of SBP on mRNFL thickness and GCC
thickness mediated through IOP was −3% and −1%, respec-
tively. Although the 95% confidence intervals remain consis-
tent with a small degree of mediation and the absence of
any mediation whatsoever cannot definitively be proven,
these results suggest a lack of mediation by IOP. Consis-
tent with our findings, previous studies have shown that
the association between SBP and mGCIPL progression is
independent of IOP.46 This implies that the effect of blood
pressure on retinal ganglion cell degeneration is mediated
by biological pathways distinct from elevated IOP. POAG is
known to arise across a spectrum of IOP, including within
the normal range, and vascular dysfunction (e.g., endothe-
lial dysfunction and impaired autoregulatory reserve) is one
proposed category of IOP-independent mechanisms in the
pathogenesis of POAG.51 Mechanistic studies will be impor-
tant in exploring whether such vascular dysfunction medi-
ates the observed effect of SBP on retinal ganglion cell
degeneration or whether distinct biological mechanisms are
involved.

Blood Pressure, VCDR, and POAG

In this study, we did not find a genetic association between
blood pressure and either VCDR or liability to POAG.45

This is in line with a previous MR analysis of the effect of
blood pressure on POAG liability and indeed, the associa-
tion between blood pressure on POAG risk is inconsistent in
the epidemiological literature.52,53 The null result for POAG
may in part reflect reduced statistical power due to both
the binary nature of the outcome data and the presence of
clinical heterogeneity amongst cases in the original GWAS.
The inclusion of a small number of patients with normal-
tension glaucoma in the POAG GWAS where low rather
than high blood pressure may be more important in disease
pathogenesis54 could partly nullify the genetic association.
Indeed, an advantage of leveraging continuous glaucoma-
related outcome traits such as RNFL thickness, GCC thick-
ness, and VCDR is greater statistical power for identifying
smaller associations and an increased robustness to misclas-
sification bias. VCDR may also be a more specific marker
of glaucoma than mRNFL thickness and GCC thickness.55,56

Thus the null result for VCDR supports the null result for
POAG liability, and taken together with the associations of
systolic blood pressure with IOP, mRNFL thickness, and GCC
thickness, these findings point to a complex and at times
conflicting effect of blood pressure in the setting of glau-
coma.

Differences in the overall effect of blood pressure on
glaucoma endophenotypes versus liability to POAG itself is
well described in the literature. A large-scale meta-analysis
showed that although virtually all studies found a positive
association between SBP, DBP and IOP, there was signifi-
cant heterogeneity in the relationship between blood pres-
sure and POAG, with 18 studies reporting a positive asso-
ciation whereas nine reported an inverse or null associa-
tion.52 Therefore another possible explanation for our null
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results is a U-shaped relationship between blood pressure
on POAG liability, where risk is increased for those with
very low or very high blood pressure. U-shaped associa-
tions with glaucoma have been reported for both SBP57 and
DBP,47 even in those not on antihypertensive medications.58

Similarly, both low20,59 and high blood pressure.21,60,61 have
been reported to associate with increased VCDR, although
to our knowledge no studies have directly investigated the
association of blood pressure with VCDR using nonlinear
models. Although methods for nonlinear MR have been
developed,62 large-scale individual participant data in a one-
sample setting is required, and such data are not currently
available for POAG or VCDR.

Limitations

Our study has limitations. First, given the absence of genetic
association data available for cRNFL thickness, the present
study investigated mRNFL thickness. Prior studies suggest
that cRNFL thickness may be a more accurate biomarker
for early glaucomatous damage than mRNFL thickness63;
however, the two are strongly correlated, and mRNFL thick-
ness has itself been shown to identify early glaucomatous
visual field defects.7,8 Similarly, the GCIPL was not sepa-
rately segmented in Zekavat et al.’s30 GWAS, but further
studies could examine the extent to which the result for
GCC thickness was driven by the result for mRNFL thickness
or because of independent thinning of the GCIPL. Second,
although widely considered a sensitive and clinically rele-
vant biomarker early glaucoma, mRNFL thinning is not
specific to glaucoma, and instead it may serve as a marker
of retinal neurodegenerative processes that are common
to various diseases.64 GCC thinning has also recently been
shown to associate with multiple sclerosis, alcohol use disor-
der, heart failure, and aortic aneurysms development.30 The
influence of blood pressure on these retinal parameters may
therefore not be specific to POAG and may have biolog-
ical or clinical implications beyond the scope of POAG
and indeed, ocular disease in general. Third, MR point
estimates reflect the effect of small lifelong differences in
genetic liability to increased blood pressure and so they are
not readily interpretable on the same scale as an equiv-
alent clinical intervention (i.e., estimates from a random-
ized controlled trial investigating the IOP-lowering effect
of antihypertensive medications). Finally, given that the
frequency and distribution of genetic variants differ across
ancestries, we restricted our analysis to European ances-
try individuals to avoid confounding by ancestry. Conse-
quently, these findings may not be generalizable to other
ancestries.

CONCLUSIONS

Mendelian randomization analysis supports a causal effect
of lifelong elevated blood pressure on increased IOP and
retinal ganglion cell degeneration, although the effect on
liability to POAG remains uncertain. Interestingly, MR medi-
ation analysis supports an effect of elevated systolic blood
pressure on retinal ganglion cell degeneration that arises
independently of IOP. This implies that targeted blood pres-
sure control, for instance through lifestyle modification and
antihypertensive medication, could help preserve vision
by lowering IOP and by preventing retinal ganglion cell
degeneration, including in individuals with a normal eye
pressure.

Acknowledgments

SR is supported by the National Institute for Health and
Care Research (NIHR) Academic Foundation Programme. AVS
is supported in part by the National Eye Institute (NEI)
(R01EY31424, P30EY014104). BW is funded by an Economic
and Social Research Council (ESRC) South West Doctoral
Training Partnership (SWDTP) 1+3 PhD Studentship (Funding
number: ES/P000630/1). DG is supported by the British Heart
Foundation Centre of Research Excellence at Imperial College
London (RE/18/4/34215). APK is supported by a UK Research
and Innovation Future Leaders Fellowship, an Alcon Research
Institute Young Investigator Award, and a Lister Institute Fellow-
ship. NZ is supported by a National Institutes of Health
(NIH) K23 Career Development Award (K23EY132634) and
Research to Prevent Blindness Career Development Award. JLW
is supported in part by the NEI (R01EY02928, R01EY022305,
R01EY031820, R01EY032559 and P30EY032559).

The funding organizations had no role in the design or conduct
of the study; data collection, management, analysis, or interpre-
tation; manuscript preparation, review, or approval; the decision
to submit the manuscript for publication.

Disclosure: S. Rajasundaram, None; A.V. Segrè, None; D. Gill,
None; B. Woolf, None; S.M. Zekavat, None; S. Burgess, None;
A.P.Khawaja, Abbvie (C), Aerie (C), Google Health (C), Novartis
(C), Reichert (C), Santen (C), Thea (C), Heidelberg Engineering
(F); N. Zebardast, None; J.L. Wiggs, None

References

1. Weinreb RN, Leung CK, Crowston JG, et al. Primary open-
angle glaucoma. Nat Rev Dis Primers. 2016;2:16067.

2. Kim HJ, Lee SY, Park KH, et al. Glaucoma diagnostic
ability of layer-by-layer segmented ganglion cell complex
by spectral-domain optical coherence tomography. Invest
Ophthalmol Vis Sci. 2016;57:4799–4805.

3. Greenfield DS, Bagga H, Knighton RW. Macular thick-
ness changes in glaucomatous optic neuropathy detected
using optical coherence tomography. Arch Ophthalmol.
2003;121:41–46.

4. Oddone F, Lucenteforte E, Michelessi M, et al. Macular
versus retinal nerve fiber layer parameters for diagnosing
manifest glaucoma: a systematic review of diagnostic accu-
racy studies. Ophthalmology. 2016;123:939–949.

5. Ghita AM, Iliescu DA, Ghita AC, et al. Ganglion cell complex
analysis: correlations with retinal nerve fiber layer on optical
coherence tomography. Diagnostics (Basel). 2023;13:266.

6. Mahmoudinezhad G, Moghimi S, Nishida T, et al. Associa-
tion between rate of ganglion cell complex thinning and rate
of central visual field loss. JAMA Ophthalmol. 2023;141:33–
39.

7. Hood DC, Slobodnick A, Raza AS, et al. Early glaucoma
involves both deep local, and shallow widespread, retinal
nerve fiber damage of the macular region. Invest Ophthal-
mol Vis Sci. 2014;55:632–49.

8. Grillo LM, Wang DL, Ramachandran R, et al. The 24-2 visual
field test misses central macular damage confirmed by the
10-2 visual field test and optical coherence tomography.
Transl Vis Sci Technol. 2016;5(2):15.

9. Gordon MO, Beiser JA, Brandt JD, et al. The Ocular Hyper-
tension Treatment Study: baseline factors that predict the
onset of primary open-angle glaucoma. Arch Ophthalmol.
2002;120(6):714–830.

10. Jonas JB, Budde WM, Panda-Jonas S. Ophthalmoscopic
evaluation of the optic nerve head. Surv Ophthalmol.
1999;43:293–320.

11. Mwanza JC, Tulenko SE, Barton K, et al. Eight-year incidence
of open-angle glaucoma in the Tema Eye Survey. Ophthal-
mology. 2019;126:372–380.



Blood Pressure, IOP, & RGC Degeneration IOVS | July 2024 | Vol. 65 | No. 8 | Article 35 | 10

12. Leeman M, Kestelyn P. Glaucoma and blood pressure.
Hypertension. 2019;73:944–950.

13. Khawaja AP, Springelkamp H, Creuzot-Garcher C, et al.
Associations with intraocular pressure across Europe:
the European Eye Epidemiology (E3) Consortium. Eur J
Epidemiol. 2016;31:1101–1111.

14. Chan MP,Grossi CM, Khawaja AP, et al. UK Biobank Eye and
Vision Consortium. Associations with intraocular pressure
in a large cohort: results from the UK Biobank. Ophthal-
mology. 2016;123:771–782.

15. Yasukawa T, Hanyuda A, Yamagishi K, et al. Relationship
between blood pressure and intraocular pressure in the
JPHC-NEXT eye study. Sci Rep. 2022;12(1):17493.

16. Huang Y, Yuan Y, Wang Y, et al. Effects of blood pressure
and arterial stiffness on retinal neurodegeneration: cross-
sectional and longitudinal evidence from UK Biobank and
Chinese cohorts. Hypertension. 2023;80:629–639.

17. Lee MW, Lee WH, Park GS, et al. Longitudinal changes in the
peripapillary retinal nerve fiber layer thickness in hyperten-
sion: 4-year prospective observational study. Invest Ophthal-
mol Vis Sci. 2019;60:3914–3919.

18. Lim HB, Lee MW, Park JH, et al. Changes in ganglion cell-
inner plexiform layer thickness and retinal microvasculature
in hypertension: an optical coherence tomography angiog-
raphy study. Am J Ophthalmol. 2019;199:167–176.

19. Pan-Doh N, Guo X, Arsiwala-Scheppach LT, et al. Associ-
ations of midlife and late-life blood pressure status with
late-life retinal OCT measures. Transl Vis Sci Technol.
2023;12(2):3.

20. Amerasinghe N, Wong TY, Wong WL, et al. SiMES Study
Group. Determinants of the optic cup to disc ratio in an
Asian population: the Singapore Malay Eye Study (SiMES).
Arch Ophthalmol. 2008;126:1101–1108.

21. Shin J, Kang MS, Park K, et al. Association between
metabolic risk factors and optic disc cupping identi-
fied by deep learning method. PLoS One. 2020;15(9):
e0239071.

22. Smith GD, Ebrahim S. “Mendelian randomization”: can
genetic epidemiology contribute to understanding environ-
mental determinants of disease? Int J Epidemiol. 2003;32:1–
22.

23. Pierce BL, VanderWeele TJ. The effect of non-differential
measurement error on bias, precision and power in
Mendelian randomization studies. Int J Epidemiol.
2012;41:1383–1393.

24. Choquet H, Khawaja AP, Jiang C, et al. Association between
myopic refractive error and primary open-angle glaucoma:
a 2-sample mendelian randomization study. JAMA Ophthal-
mol. 2022;140:864–871.

25. Rajasundaram S, Zebardast N, Mehta P, et al. TIE1 and TEK
signalling, intraocular pressure, and primary open-angle
glaucoma: a Mendelian randomization study. J Transl Med.
2023;21:847.

26. Hamel AR, Yan W, Rouhana JM, et al. Integrating genetic
regulation and single-cell expression with GWAS prioritizes
causal genes and cell types for glaucoma. Nat Commun.
2024;15:396.

27. Jammal AA, Thompson AC, Mariottoni EB, et al. Impact of
intraocular pressure control on rates of retinal nerve fiber
layer loss in a large clinical population. Ophthalmology.
2021;128:48–57.

28. Evangelou E, Warren HR, Mosen-Ansorena D, et al. Genetic
analysis of over 1 million people identifies 535 new
loci associated with blood pressure traits. Nat Genet.
2018;50:1412–1425.

29. Khawaja AP, Cooke Bailey JN, Wareham NJ, et al. Genome-
wide analyses identify 68 new loci associated with intraocu-
lar pressure and improve risk prediction for primary open-
angle glaucoma. Nat Genet. 2018;50:778–782.

30. Zekavat SM, Jorshery SD, Rauscher FG, et al. Phenome-
and genome-wide analyses of retinal optical coher-
ence tomography images identify links between ocular
and systemic health. Sci Transl Med. 2024;16(731):
eadg4517.

31. Han X, Steven K, Qassim A, et al. Automated AI labeling
of optic nerve head enables insights into cross-ancestry
glaucoma risk and genetic discovery in >280,000 images
from UKB and CLSA. Am J Hum Genet. 2021;108:1204–
1216.

32. Garway-Heath DF, Ruben ST, Viswanathan A. Vertical
cup/disc ratio in relation to optic disc size: its value in
the assessment of the glaucoma suspect. Br J Ophthalmol.
1998;82:1118–1124.

33. Gharahkhani P, Jorgenson E, Hysi P, et al. Genome-
wide meta-analysis identifies 127 open-angle glaucoma
loci with consistent effect across ancestries. Nat Commun.
2021;12:1258.

34. Sudlow C, Gallacher J, Allen N, et al. UK biobank: an open
access resource for identifying the causes of a wide range
of complex diseases of middle and old age. PLoS Med.
2015;12(3):e1001779.

35. Skrivankova VW, Richmond RC, Woolf BAR, et al. Strength-
ening the reporting of observational studies in epidemiol-
ogy using mendelian randomisation (STROBE-MR): expla-
nation and elaboration. BMJ. 2021;375:n2233.

36. Burgess S, Davies NM, Thompson SG. Bias due to partic-
ipant overlap in two-sample Mendelian randomization.
Genet Epidemiol. 2016;40:597–608.

37. Burgess S, Small DS, Thompson SG. A review of instrumen-
tal variable estimators for Mendelian randomization. Stat
Methods Med Res. 2017;26:2333–2355.

38. Hartwig FP, Tilling K, Davey Smith G, et al. Bias in two-
sample Mendelian randomization when using heritable
covariable-adjusted summary associations. Int J Epidemiol.
2021;50:1639–1650.

39. Elsworth lab: UK Biobank GWAS Results. Available at: https:
//gwas.mrcieu.ac.uk/datasets/ukb-b-20175/ and https://
gwas.mrcieu.ac.uk/datasets/ukb-b-7992/ Accessed April 1,
2023.

40. Jiang T, Gill D, Butterworth AS, et al. An empirical investi-
gation into the impact of winner’s curse on estimates from
Mendelian randomization. Int J Epidemiol. 2023;52:1209–
1219.

41. Sanderson E. Multivariable mendelian randomiza-
tion and mediation. Cold Spring Harb Perspect Med.
2021;11(2):a038984.

42. Burgess S, Thompson SG. Multivariable mendelian random-
ization: the use of pleiotropic genetic variants to estimate
causal effects. Am J Epidemiol. 2015;181:251–260.

43. Sanderson E, Davey Smith G, Windmeijer F, et al. An exam-
ination of multivariable mendelian randomization in the
single-sample and two-sample summary data settings. Int
J Epidemiol. 2019;48:713–727.

44. Bulpitt CJ, Hodes C, Everitt MG. Intraocular pressure and
systemic blood pressure in the elderly. Br J Ophthalmol.
1975;59:717–720.

45. Plotnikov D, Huang Y, Khawaja AP, et al. High blood pres-
sure and intraocular pressure: a mendelian randomization
study. Invest Ophthalmol Vis Sci. 2022;63(6):29.

46. Marshall H, Mullany S, Qassim A, et al. Cardiovascular
disease predicts structural and functional progression in
early glaucoma. Ophthalmology. 2021;128:58–69.

47. Mohammadzadeh V, Su E, Mohammadi M, et al. Associa-
tion of blood pressure with rates of macular ganglion cell
complex thinning in patients with glaucoma. JAMAOphthal-
mol. 2023;141(3):251–257.

48. Zheng Y, Wong TY, Mitchell P, et al. Distribution of ocular
perfusion pressure and its relationship with open-angle

https://gwas.mrcieu.ac.uk/datasets/ukb-b-20175/
https://gwas.mrcieu.ac.uk/datasets/ukb-b-7992/


Blood Pressure, IOP, & RGC Degeneration IOVS | July 2024 | Vol. 65 | No. 8 | Article 35 | 11

glaucoma: the Singapore Malay Eye Study. Invest Ophthal-
mol Vis Sci. 2010;51: 3399.

49. Memarzadeh F, Ying-Lai M, Chung J, et al. Blood pres-
sure, perfusion pressure, and open-angle glaucoma: the
Los Angeles Latino Eye Study. Invest Ophthalmol Vis Sci.
2010;51:2872–2877.

50. Bowe A, Grünig M, Schubert J, et al. Circadian varia-
tion in arterial blood pressure and glaucomatous optic
neuropathy—a systematic review and meta-analysis. Am J
Hypertens. 2015;28:1077–1082.

51. Pasquale LR. Vascular and autonomic dysregulation in
primary open-angle glaucoma. Curr Opin Ophthalmol.
2016;27:94–101.

52. Zhao D, Cho J, Kim MH, et al. The association of blood pres-
sure and primary open-angle glaucoma: a meta-analysis.Am
J Ophthalmol. 2014;158:615–27.e9.

53. Macri C, Wong CX, Tu SJ, et al. Blood pressure measures and
incident primary open-angle glaucoma. Invest Ophthalmol
Vis Sci. 2022;63(13):3.

54. Lee K, Yang H, Kim JY, et al. Risk factors associated with
structural progression in normal-tension glaucoma: intraoc-
ular pressure, systemic blood pressure, and myopia. Invest
Ophthalmol Vis Sci. 2020;61(8):35.

55. Mwanza JC, Lee G, Budenz DL, et al. Validation of the UNC
OCT Index for the Diagnosis of Early Glaucoma. Transl Vis
Sci Technol. 2018;7(2):16.

56. Koh V, Tham YC, Cheung CY, et al. Diagnostic accuracy
of macular ganglion cell-inner plexiform layer thickness for
glaucoma detection in a population-based study: compari-
son with optic nerve head imaging parameters. PLoS One.
2018;13(6):e0199134.

57. Leske MC, Wu SY, Hennis A, Honkanen R, Nemesure
B; BESs Study Group. Risk factors for incident open-
angle glaucoma: the Barbados Eye Studies. Ophthalmology.
2008;115(1):85–93.

58. Kim H, Choi B. Nonlinear relationship between blood
pressure and glaucoma in US adults. Am J Hypertens.
2019;32:308–316.

59. Hashemi H, Pakzad R, Khabazkhoob M, et al. The Distri-
bution of Vertical Cup-to-Disc Ratio and its Determi-
nants in the Iranian Adult Population. J Curr Ophthalmol.
2020;32(3):226–231.

60. Kim YJ, Kim JM, Shim SH, et al. Epidemiologic Survey
Committee of the Korean Ophthalmological Society. Associ-
ations between optic cup-to-disc ratio and systemic factors
in the healthy Korean population. Korean J Ophthalmol.
2015;29(5):336–43.

61. Lee MH, Kim HK, Kim SS. Risk factors associated with a
large vertical cup-to-disc ratio: Korean National Health and
Nutritional Examination Survey. J Glaucoma. 2023;32:221–
226.

62. Tian H, Mason AM, Liu C, Burgess S. Relaxing paramet-
ric assumptions for non-linear Mendelian randomization
using a doubly-ranked stratification method. PLoS Genet.
2023;19(6):e1010823.

63. Na JH, Sung KR, Baek S, et al. Macular and retinal nerve
fiber layer thickness: which is more helpful in the diagno-
sis of glaucoma? Invest Ophthalmol Vis Sci. 2011;52:8094–
8101.

64. Gür Güngör S, Ahmet A. Are all retinal nerve fiber layer
defects on optic coherence tomography glaucomatous?
Turk J Ophthalmol. 2017;47:267–273.


