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PURPOSE. To investigate the association between myopia and
the prevalence of glaucoma.

METHODS. This cross-sectional study included 5277 participants
from the 2005 to 2008 National Health and Nutrition
Examination Survey, greater than or equal to 40 years old,
without history of cataract or refractive surgery, who
underwent auto-refraction measurement. The predictor was
refractive status; emmetropia (�0.99 to þ0.99 diopters [D]),
mild myopia (�1.00 to �2.99 D), moderate myopia (�3.00 to
�5.99 D), severe myopia (> �6.00 D), and hyperopia (> 1.00
D). The outcomes were self-reported glaucoma, vertical cup-to-
disc ratio and visual field defects as found on frequency
doubling technology (FDT) testing

RESULTS. Odds of self-reported glaucoma were not significantly
increased in mild (odds ratio [OR] 0.90, confidence interval
[CI] 0.56–1.45), moderate (OR 1.40, CI 0.62–3.16), or severe
(OR 0.26, CI 0.08–0.80) myopes compared with emmetropes.
Odds of vertical cup-to-disc ratio greater than or equal to 0.7
were not significantly increased in mild (OR 0.84, CI 0.31–
2.25), moderate (OR 0.37, CI 0.04–3.57), or severe (OR 0.85,
CI 0.09–8.42) myopes compared with emmetropes. Odds of
any visual field defects were significantly increased in mild (OR
2.02, CI 1.28–3.19), moderate (OR 3.09, CI 1.42–6.72), and
severe (OR 14.43, CI 5.13–40.61) myopes compared with
emmetropes. The v2 test indicated a significant difference (P¼
0.001) in the distribution of subjects with each category of
visual field status across subjects with each refractive status;
the proportion of subjects with worse visual field defects
increased with worsening myopia severity.

CONCLUSIONS. The association between myopia and visual field
defects may represent an increased risk of glaucoma among
myopes, and the lack of association with self-reported
glaucoma may suggest a need for greater glaucoma surveillance
in this population. (Invest Ophthalmol Vis Sci. 2013;54:830–
835) DOI:10.1167/iovs.12-11158

Glaucoma, the leading cause of irreversible blindness
worldwide,1 can adversely impact quality of life for

patients with visual field defects even if they are unaware of
their diagnosis.2–4 In many populations, POAG is the most
common form of the disease.5–9 The only known modifiable
risk factor for POAG is IOP, and the goal of treatment is to
lower this parameter in afflicted individuals. To improve
screening in individuals at high risk for glaucomatous disease,
the Centers for Medicare and Medicaid initiated glaucoma
screening coverage for beneficiaries with diabetes mellitus,
those with a family history of glaucoma, African Americans
aged 50 years or older, and Hispanic Americans aged 65 years
or older.10 The underlying pathogenesis of glaucoma is not
completely understood and is likely influenced by both genetic
and environmental factors,11–13 so the identification of other
risk factors may allow for earlier and more aggressive screening
targeted toward susceptible populations as well as shed light
on the pathophysiology of this disease.

Myopia has become increasingly prevalent worldwide over
the past century.14 The association between myopia and POAG
has been recognized for decades15–17 and has been document-
ed in many case series18–23 and case-control studies.24,25 The
underlying hypothesis explaining this association is that
individuals with axial myopia have weaker scleral support at
the optic nerve, and this contributes to a greater susceptibility
of the optic nerve to glaucomatous damage.10 More recently,
large cross-sectional epidemiologic studies in Australia, China,
Japan, India, and the Netherlands also suggest that individuals
with myopia have a higher prevalence of open-angle glaucoma
than those without myopia.26–30

In the United States (US), there have been similar studies
about the association between myopia and glaucoma in certain
ethnic or geographic groups31,32 However, to date, there are
no large cross-sectional epidemiologic studies of a representa-
tive sample of the entire US population investigating the
importance of myopia as a risk factor for glaucoma, the results
of which might have potential implications for glaucoma
screening guidelines. The purpose of this study is to
characterize the rates of self-reported glaucoma, glaucomatous
optic nerve damage, and visual field defects in individuals with
mild myopia, moderate myopia, severe myopia, and hyperopia,
compared with those with emmetropia, using data from the
National Health and Nutrition Examination Survey
(NHANES),32 a large population-based survey conducted
annually in the US.

METHODS

Sample and Population

We used data from the 2005 to 2008 NHANES,29 a cross-sectional series

of interviews and examinations of the civilian, noninstitutionalized US

population administered by the Centers for Disease Control. The

purpose of NHANES is to provide US health statistics, and the de-

identified data are made publically available. NHANES uses a stratified
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multistage sampling design with a weighting scheme to most

accurately estimate disease prevalence in the US population.

Our analysis included all NHANES participants between the years

2005 to 2008 aged 40 years and older who had an autorefraction

reading in the right eye and had not previously undergone cataract or

refractive surgery in that eye (n¼ 5277). Two variables that we did not

include in the presented analysis were a history of retinal detachment

and a self-reported diagnosis of macular degeneration, since informa-

tion pertaining to the former was not available in NHANES and

correction for the latter did not alter our findings. For the purpose of

internal validation, we also repeated all of our analyses for subjects

meeting the same inclusion criteria for the left eye (n ¼ 5247), and

since the results for the left eye were not substantially different from

those found for the right eye, only the results of the right eye are

reported here.

Measures

Predictor. The primary predictor variable was refractive error as

measured by the Nidek Auto Refractor Model ARK-760 instrument

(Nidek Co., Ltd., Gamagori, Japan). Trained technicians took three

measurements from each eye and the final result was the median of the

three measurements. The spherical equivalent of each eye was

calculated by taking the sum of the spherical power and half of the

cylindrical power.

While there is no universal consensus for defining myopia severity,

we opted, with some modification, to base our myopia categories on

those employed in the Blue Mountains Eye Study (BMES), a large

population-based study that assessed the association between myopia

and glaucoma in Australia.26 The BMES criteria for refractive error were

selected because the subjects in the BMES were mostly Caucasian, a

feature shared with the NHANES study population.

We defined emmetropia (�0.99 toþ0.99 diopters [D]), mild myopia

(�1.00 to�2.99 D), and hyperopia (>þ1.00 D) based upon the BMES

criteria. We modified the BMES category of moderate to severe myopia

(>�3.00 D) by further subdividing it into moderate myopia (�3.00 to

�5.99 D) and severe myopia (>�6.00D), using cutoffs established in

the Beijing Eye Study (BES).27

As a sensitivity analysis, we also repeated all of our analyses using

different refractive error criteria modified from the BES. We used the

BES criteria for emmetropia (�0.49 toþ1.99 D), hyperopia (>þ2.00 D),

mild myopia (�0.50 to�2.99 D), and moderate myopia (�3.00 to�5.99

D), but combined their marked myopia and high myopia categories

into a severe myopia (> �6.00 D) category, because the BES did not

find differences between marked and high myopes with regard to

glaucoma risk. Since our results using the modified BES criteria were

not substantially different from those found using the modified BMES

criteria, only the results from the modified BMES criteria are reported

here.

Potential confounders in our analysis included age, sex, ethnicity,

annual household income, and education level.

Outcomes. The primary outcome variable was self-reported

glaucoma, as determined by the answer to the survey question:

‘‘Have you ever been told by an eye doctor that you have glaucoma,

sometimes called high pressure in your eyes?’’ Secondary outcomes

included vertical cup-to-disc ratio and visual field defects. The

vertical cup-to-disc ratio was graded from fundus photographs taken

with a Canon Non-Mydriatic Retinal Camera CR6-45NM (Canon,

Tokyo, Japan). The vertical cup-to-disc ratio was used as a continuous

variable and also as a categorical variable in which a value of greater

or equal to 0.7 was considered abnormal. The presence of any visual

field defects was determined with a 19-point suprathreshold

screening test using N-30-5 frequency doubling technology (FDT).

Each subject underwent two FDT visual field tests per eye. In

NHANES, abnormal FDT status was defined by a 2-2-1 algorithm: at

least 2 test points in the first test below the 1% threshold level, and at

least 2 test points in the second test below the 1% threshold level,

and at least 1 failed test point in the same location on both tests.

Examinations were considered unreliable if either of the 2 tests on

each eye had at least 2 out of 3 false-positive or fixation errors, or the

technician supervising the test noted lack of fixation.33 The NHANES

2-2-1 algorithm for FDT N-30-5 had a previously demonstrated

sensitivity of 54.8% and specificity of 91.9% in detecting subjects

with glaucoma.34 In addition, we further stratified results of the first

visual field test administered for each eye into normal, early,

moderate, or severe visual field defects based on the clinical

classification scheme previously published and validated against the

Glaucoma Staging System, which showed a Cohen Kappa agreement

of 0.679 and specificity of 95%.14 The classification of severe

glaucoma was slightly modified for our study and defined as more

than nine P values less than 1% defects (same as the original criteria),

or more than 12 abnormal points with more than six P values less

than 1% defects (modified from the original criteria where the cutoff

was 0.5% rather than our 1%). This slight modification was necessary

due to lack of P values less than 0.5% threshold data in the NHANES

dataset.

Data Analysis

We compared the distribution of possible confounding variables

between subjects with emmetropia, mild myopia, moderate myopia,

severe myopia, and hyperopia using design-adjusted Rao-Scott Pearson-

type v2 and Wald tests for categorical and continuous variables,

respectively. Multivariate logistic regression models were created to

examine the independent association between refractive status and the

binary outcome variables self-reported glaucoma, any visual field

defects, and optic nerve vertical cup-to-disc ratio greater than or equal

to 0.7, while adjusting for potential confounders. Odds ratios (OR) and

95% confidence intervals (CI) were calculated. A multivariate linear

regression model was created to examine the independent association

between refractive error and vertical cup-to-disc ratio as continuous

numerical variables, while adjusting for potential confounders; subjects

with hyperopia were excluded. We also performed a design-adjusted

Rao-Scott Pearson-type v2 test to determine if subjects with normal

visual fields, early visual field defects, moderate visual field defects, and

severe visual defects were distributed differently across subjects with

emmetropia, mild myopia, moderate myopia, severe myopia, and

hyperopia. To most accurately calculate CIs around estimates for the

US national population, we performed all data analyses (Stata 12.0;

Stata Statistical Software, College Station, TX) using weighted data, and

SEs of population estimates were calculated by Taylor linearization

methods.

RESULTS

Population Characteristics

The 2005 to 2008 NHANES data yielded 5277 participants aged
40 years and older who had an autorefraction measurement in
the right eye and had not previously undergone cataract or
refractive surgery in that eye. Of these participants, 2638
(50.0%) had emmetropia, 782 (14.8%) had mild myopia, 341
(6.5%) had moderate myopia, 118 (2.2%) had severe myopia,
and 1398 (26.5%) had hyperopia.

Table 1 presents demographic characteristics regarding
those with emmetropia, mild myopia, moderate myopia, severe
myopia, and hyperopia. There were substantial differences in
the frequencies of all of the listed demographic parameters
between these five subgroups. The mean age of subjects was
lower amongst those with greater myopia, and the mean age
was higher in subjects with hyperopia, compared with those
with emmetropia. Worse myopia was also associated with
female sex, non-Hispanic, white race, college graduation and
an annual household income greater than $75,000.
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Glaucoma Outcome Variables

Table 2 presents rates of self-reported glaucoma, vertical cup-
to-disc-ratio greater than or equal to 0.7 and any visual field
defects in subjects within each category of refractive error,
unadjusted and adjusted for potential confounders.

Self-Reported Glaucoma. The adjusted odds of self-
reported glaucoma were not significantly increased in subjects
with mild myopia (OR 0.90, 95% CI 0.56–1.45), moderate
myopia (OR 1.40, 95% CI 0.62–3.16), severe myopia (OR 0.26,

95% CI 0.08–0.80), or hyperopia (OR 1.17, 95% CI 0.76–1.79)

compared with those with emmetropia.

Cup-to-Disc Ratio. The adjusted odds of vertical cup-to-

disc ratio greater than or equal to 0.7 were not significantly

increased in subjects with mild myopia (OR 0.84, 95% CI 0.31–

2.25), moderate myopia (OR 0.37, 95% CI 0.04–3.57), severe

myopia (OR 0.85, 95% CI 0.09–8.42), or hyperopia (OR 0.30,

95% CI 0.12–0.74) compared with those with emmetropia.

Multivariate linear regression, which excluded subjects with

TABLE 1. Demographic Characteristics of Subjects with Emmetropia, Mild Myopia, Moderate Myopia, Severe Myopia, or Hyperopia

Emmetropia,

Mean† or

% (SE)*

Mild Myopia*

% Mean† or

% (SE)*

Moderate Myopia*

Mean† or

% (SE)*

Severe Myopia*

Mean† or

% (SE)*

Hyperopia*

Mean† or

% (SE)* P Value‡

Number of subjects, N (%) 2638 (50.0%) 782 (14.8%) 341 (6.5%) 118 (2.2%) 1398 (26.5%)

Age, y 53.1 (0.33) 53.5 (0.52) 52.2 (0.50) 50.3 (0.86) 62.4 (0.61) <0.0001

Female 47.4 (1.2) 49.7 (2.0) 60.9 (3.5) 61.5 (5.8) 51.6 (0.7) 0.0001

Race 0.0047

Mexican 7.3 (0.9) 4.5 (0.9) 2.5 (0.4) 3.2 (0.9) 5.4 (1.1)

Other Hispanic 3.5 (0.8) 2.8 (0.7) 2.1 (0.9) 1.5 (0.7) 4.3 (1.0)

Non-Hispanic white 71.8 (2.3) 76.9 (2.5) 85.2 (2.3) 82.9 (4.0) 75.3 (3.2)

Non-Hispanic black 12.0 (1.6) 11.3 (1.5) 7.8 (1.5) 7.6 (2.2) 9.0 (1.5)

Other and multiracial 5.4 (0.7) 4.5 (1.5) 2.4 (1.1) 4.9 (2.5) 6.0 (1.5)

Education <0.0001

< Ninth grade 6.9 (0.6) 4.3 (0.8) 2.7 (0.8) 0.4 (0.3) 11.7 (1.6)

Ninth grade to less than HS graduate 12.4 (1.2) 9.8 (1.3) 6.6 (2.1) 3.5 (1.9) 12.5 (1.1)

HS graduate or GED equivalent 27.2 (1.2) 25.2 (2.2) 19.0 (2.5) 13.3 (4.6) 28.7 (1.7)

Some college 29.5 (1.5) 28.3 (2.5) 30.5 (3.2) 27.0 (4.7) 26.8 (1.6)

College graduate and beyond 23.9 (1.7) 32.4 (2.5) 41.2 (3.3) 55.8 (7.8) 20.3 (1.9)

Annual household income, $ <0.0001

< 20K 13.7 (1.1) 11.7 (1.3) 11.0 (2.1) 4.2 (1.5) 18.0 (1.4)

20K–44,999 26.1 (1.6) 24.7 (1.9) 19.8 (2.5) 12.5 (2.8) 30.6 (1.8)

45K–74,999 22.5 (1.2) 21.5 (2.3) 24.2 (2.6) 34.6 (5.0) 24.1 (1.6)

75K up 35.3 (2.1) 39.9 (3.0) 43.2 (3.4) 45.2 (5.5) 24.5 (2.0)

> 20K§ 2.5 (0.5) 2.2 (0.6) 1.7 (0.8) 3.5 (1.9) 2.7 (0.7)

* Emmetropia (�0.99 toþ0.99 D), mild myopia (�1.00 to�2.99 D), moderate myopia (�3.00 to�5.99 D), severe myopia (>�6.00 D), hyperopia
(> þ1.00 D).

† All means, proportions, and SEs are weighted estimates of the US population characteristics, taking into account NHANES’ complex sampling
design.

‡ All P values are unadjusted. P values were calculated using Wald test for continuous variables and design-adjusted Rao-Scott Pearson v2 test for
categorical variables.

§ Participants who were unable to provide a more specific annual household income were asked to indicate whether the household income
exceeded $20,000 per year.

TABLE 2. Odds Ratios and 95% Confidence Intervals for Self-Reported Glaucoma, Vertical Cup-to-Disc Ratio Greater than or Equal to 0.7, and Any
Visual Field Defect Among Subjects with Mild Myopia, Moderate Myopia, Severe Myopia, and Hyperopia Compared with Subjects with Emmetropia,
Unadjusted and Adjusted for Potential Confounders

Emmetropia* Mild Myopia* Moderate Myopia* Severe Myopia* Hyperopia*

Self-reported glaucoma

Unadjusted 1.00 (reference) 0.88 (0.58–1.35) 1.10 (0.50–2.45) 0.18 (0.05–0.58) 1.89 (1.19–3.01)

Adjusted† 1.00 (reference) 0.90 (0.56–1.45) 1.40 (0.62–3.16) 0.26 (0.08–0.80) 1.17 (0.76–1.79)

Cup-to-disc ratio ‡ 0.7

Unadjusted 1.00 (reference) 0.91 (0.38–2.21) 0.24 (0.03–2.06) 0.38 (0.06–2.35) 0.52 (0.20–1.40)

Adjusted† 1.00 (reference) 0.84 (0.31–2.25) 0.37 (0.04–3.57) 0.85 (0.09–8.42) 0.30 (0.12–0.74)

Any visual field defect

Unadjusted 1.00 (reference) 1.86 (1.21–2.87) 2.13 (1.03–4.39) 6.76 (3.05–14.97) 1.78 (1.09–2.92)

Adjusted† 1.00 (reference) 2.02 (1.28–3.19) 3.09 (1.42–6.72) 14.43 (5.13–40.61) 1.02 (0.58–1.81)

* Emmetropia (�0.99 toþ0.99 D), mild myopia (�1.00 to�2.99 D), moderate myopia (�3.00 to�5.99 D), severe myopia (>�6.00 D), hyperopia
(> þ1.00 D).

† Confounders include age, sex, ethnicity, income, and education.
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hyperopia and adjusted for potential confounders did not yield
a statistically significant association between refractive error
and vertical cup-to-disc ratio (b ¼ 0.0007, P ¼ 0.38).

Visual Field Defect. The adjusted odds of having any visual
field abnormality were significantly increased in subjects with
mild myopia (OR 2.02, 95% CI 1.28–3.19), moderate myopia
(OR 3.09, 95% CI 1.42–6.72), and severe myopia (OR 14.43,
95% CI 5.13–40.61), but not in those with hyperopia (OR 1.02,
95% CI 0.58–1.81) compared with those with emmetropia.

Refractive status was also evaluated with respect to the
severity of visual field defects. The Figure presents the
proportions of subjects with each category of visual field
abnormality amongst subjects with each category of refractive
error. The v2 test indicated a significant difference (P¼ 0.001)
in the distribution of subjects with normal visual fields, early
visual field defects, moderate visual field defects, and severe
visual defects across subjects with emmetropia, mild myopia,
moderate myopia, severe myopia, and hyperopia. The propor-
tion of subjects with moderate and severe visual field defects
increased with increasing severity of myopia.

DISCUSSION

This study of a population-based sample of adults in the US
aged 40 years and older found an association between myopia
and visual field defects, but failed to find an association
between myopia and self-reported glaucoma or vertical cup-to-
disc ratio. In subjects with mild, moderate, and severe myopia,
the odds of having any visual field defect were increased
approximately 2-fold, 3-fold, and 14-fold, respectively, com-
pared with subjects with emmetropia. This pattern suggests an
exponential rather than a linear relationship between myopia
and visual field defects. In addition, when visual field defects
were further categorized into early, moderate, and severe, a

pattern emerged suggesting an exponentially increasing
proportion of worse visual field defects among subjects with
greater myopia.

Our results support findings from previous large popula-
tion-based studies on myopia and glaucoma. The BMES in
Australia found an association between all categories of myopia
and glaucoma diagnosed by the presence of matching optic
disc cupping with rim thinning (cup-to-disc ratio ‡ 0.7, or cup-
to-disc asymmetry ‡ 0.3) and characteristic visual field loss on
automated perimetry.27 The Aravind Comprehensive Eye
Survey in India and the Tajimi Study in Japan also found an
association between myopia greater than �1 D and POAG
diagnosed by a comprehensive ophthalmologic exam.28,29 The
BES in China found an association between severe myopia
greater than �6 D and glaucomatous optic nerve appearance,
visual field defects, and elevated IOP.27 The Rotterdam Eye
Study in the Netherlands found an association between high
myopia greater than�4 D and glaucomatous visual field loss.30

The Los Angeles Latino Eye Study of a Latino population in the
US found an association between axial myopia and open angle
glaucoma defined by the presence of an open angle and a
glaucomatous visual field abnormality and/or evidence of
glaucomatous optic nerve damage in at least one eye,
particularly in individuals with elevated IOP.31 Our study of a
representative sample of the entire US population also found
an association between myopia and visual field defects, but not
between myopia and self-reported glaucoma or vertical cup to
disc ratio greater than or equal to 0.7 with the latter being a
possible surrogate for glaucomatous disease; our database did
not have information about subjects’ IOP.

There are several potential explanations for our findings,
including the known possibility that myopia can cause visual
field defects independent of those found in glaucomatous
disease. Myopia is a known risk factor for numerous retinal
diseases, and one significant limitation of our study was the

FIGURE. The percentage of subjects with worse visual field defects increases with increasing severity of myopia.
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lack of data regarding prior history of retinal detachment. We
did, however, repeat our analyses excluding subjects with self-
reported macular degeneration and found no substantial
difference in our results.

Another factor that may have influenced our results and
conclusions is that glaucoma is known to be underdiagnosed
both in the developed and developing world. Large population
based glaucoma prevalence studies in the United States have
estimated that 50% to 75% of Americans are unaware that they
have glaucomatous disease.5 Mild to moderate POAG is
commonly asymptomatic to patients, even in the presence of
visual field defects on exam. It is certainly possible that some
subjects in the NHANES population with glaucomatous disease
were unaware of their diagnosis and that their visual field
abnormality is a more sensitive indicator of the disease than a
self-reported diagnosis. Given that glaucoma screening is more
common amongst the elderly and myopia is more common
amongst the young, the possibility of a systematic ascertainment
error or bias is a strong possibility. It is noteworthy, however,
that the prevalence of glaucoma found in this study is consistent
with that reported in previous studies. Under ideal circumstanc-
es, all subjects would have received a complete ophthalmologic
examination to determine whether or not glaucoma was
present. The lack of such testing also leaves open the possibility
that some subjects with self-reported glaucoma were in fact
glaucoma suspects or ocular hypertensives. However, it has
recently been shown that a self-reported diagnosis of glaucoma,
while not a highly sensitive ascertainment method, is quite
specific amongst those who state that they have the disease.33

A less likely misclassification error that might explain our
findings would be a scenario where subjects with myopia, who
often have optic nerves that are difficult to assess with regard
to glaucoma, were told that they did not have glaucoma when
in fact they did. Given that such patients are often labeled as
glaucoma suspects, and that the self-reporting in NHANES
would have likely identified such individuals, such a misclas-
sification is unlikely to have been significant in our study.

Another potential limitation of our study is that vertical cup-
to-disc ratio may not be an appropriate surrogate measure of
glaucomatous disease. This parameter can be especially
difficult to judge in myopic subjects, as they are more likely
to have tilted optic nerves that are anatomically abnormal.35

Additionally, subjects with high myopia have larger optic nerve
heads than subjects with emmetropia,36 which may alter the
threshold at which the vertical cup-to-disc ratio should be
considered abnormal. Lastly, the range of normal optic disc
sizes and cup-to-disc ratios vary among ethnicities37,38 and
among individuals, so a numerical threshold value for abnormal
cup-to-disc ratio may not be a good proxy for assessing
glaucoma risk in a study which includes a diverse, nationally
representative population.

Another potential bias in our study could be a nondifferential
recall and misclassification with regard to glaucoma diagnosis
among subjects with various categories of refractive status,
which would most likely result in bias toward the null. In this
situation, there would be an underestimation of the strength of
the relationship between refractive error and glaucoma diagno-
sis, a possible explanation for the lack of association between
refractive status and self-reported glaucoma in our study.

In addition, rather than using standard automated perimetry
for visual field testing, NHANES used a FDT N-30-5 screening
protocol with a 2-2-1 scoring algorithm for visual field loss that
is highly specific (91.9%) for detecting glaucomatous disease,33

but is unlikely to be the ideal tool for measuring glaucoma
severity or progression. One study that compared FDT with
standard automated perimetry found the test–retest variability
of FDT to be favorable with regard to uniformity over the entire
measurement range of the instrument with less variability in

the areas of visual field damage.34 While FDT may be as good or
better for accurate detection of early glaucomatous disease
relative to standard automated perimetry, the latter test is the
gold standard for determining disease severity and progression
of existing field defects. NHANES used a strict 2-2-1 algorithm
that required abnormal results on two FDT exams for visual
field defect confirmation. This stricter algorithm is associated
with lower sensitivity but greater specificity in detecting
subjects with glaucoma relative to single FDT testing. Using
this strict 2-2-1 algorithm with a low sensitivity and high
specificity, the subjects who were identified as being abnormal
were more likely to have glaucomatous visual field loss relative
to other algorithms that employ single FDT testing. We have no
reason to believe standard automated perimetry or FDT visual
field testing would perform differentially based upon refractive
status and, thus, expect this underestimation to be non-
differential and bias our results toward the null. Despite this
potential bias toward the null, the ORs for any visual field
defects was still statistically significantly higher in each myopia
group compared with the emmetropia group.

Furthermore, these study results may not reflect associa-
tions in smaller ethnic groups such as Asians and other
minorities that were not oversampled in NHANES, as were
Mexican Americans and Hispanics. Our study population did
not have a large enough sample of subjects in each myopia
category within each ethnicity category in order to perform
sub analyses on each subgroup.

While our study suggests an association between myopia
and visual field abnormalities, much additional research is
needed before we could advocate for modifying the national
screening guidelines to include more aggressive glaucoma
screening for individuals with myopia. Since our study is a
cross-sectional population-based study, we cannot draw any
conclusions about the mechanism by which myopia may cause
visual field defects, or whether these defects may eventually
progress to glaucoma. Furthermore, we cannot draw any
conclusions about the direction of causation, although it would
be very unlikely that visual field defects could lead to
worsening myopia given what is known about the pathophys-
iology of these conditions.

In summary, we found that after adjusting for confounding
demographic factors, myopia was associated with significantly
greater odds of visual field defects compared with emmetropia,
but myopia was not associated with a self-reported diagnosis of
glaucoma or abnormally elevated vertical cup-to-disc-ratio in a
large population-based representative health survey in the US.
There was a seemingly exponential relationship between the
degree of myopia and the severity of visual field abnormalities.
The more than 14-fold greater prevalence of visual field defects
among subjects with severe myopia compared with emmetro-
pia suggests an important association that warrants further
study. The lack of an association between myopia and
glaucoma in this study may reflect the limitations in
ascertainment of glaucoma via self-report and reliance on
surrogate parameters such as vertical cup-to-disc ratio, and
other large population-based studies have confirmed such a
relationship in certain specific populations. In addition to
epidemiologic confirmation of our findings, further research is
needed to elucidate the potential mechanisms by which
myopia may cause visual field defects, and to characterize the
progression of such defects, particularly in comparison with
defects that result from glaucomatous disease.
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