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Increased aqueous flare is 
associated with thickening of inner 
retinal layers in eyes with retinitis 
pigmentosa
Yosuke Nagasaka, Yasuki Ito, Shinji Ueno & Hiroko Terasaki

Retinitis pigmentosa(RP) is a hereditary retinal disease that causes photoreceptor, outer retinal, 
degeneration. Although the pathogenesis is still unclear, there have been numerous reports regarding 
inner retinal changes in RP eyes. The aim of this study is to retrospectively evaluate the changes in the 
thicknesses of different retinal layers of RP eyes, and its association with aqueous flare, which is used 
for measuring the intensity of intraocular inflammation. A total of 125 eyes of 64 patients with RP and 
13 normal eyes were studied. The thicknesses of total neural retina,nerve fiber layer(NFL),ganglion cell 
layer(GCL),inner plexiform layer(IPL),inner nuclear layer(INL),outer layers and foveal thickness were 
measured in the optical coherence tomographic images. Aqueous flare was measured with a laser flare-
cell meter. The associations between those parameters, visual acuity and visual field were determined 
in RP eyes using multivariate analysis. The results of this study showed the significant thickening of 
NFL, GCL and INL, the significant thinning of outer layers and the association of them with increased 
aqueous flare, whereas NFL and INL thickening associated with outer retinal thinning. These results can 
suggest the involvement of intraocular inflammation in the pathogenesis of inner retinal thickening as a 
secondary change following outer retinal degeneration.

Retinitis pigmentosa (RP) is a hereditary retinal disease that causes photoreceptor degeneration. The worldwide 
prevalence of RP is about 1 in 4000, and the disease is a major cause of visual disturbance and blindness1.

The treatments, such as artificial retinas, or transplantation of photoreceptor cells or retinal pigmented epi-
thelium (RPE), have been proposed2–6. When deciding the indication for such treatments, the status of the inner 
retina is important for RP patients, because it could be a main factor which determine the visual function after 
treatment.

There are a number of studies about the inner retinal change of RP. Using Optical coherence tomography 
(OCT), which can gives high quality imaging of retinal structures, recently some articles have reported that there 
are inner retinal changes including nerve fiber layer (NFL) thickening in eyes of RP patients7–9. However, the 
mechanism that causes the inner retinal change is still unclear.

On the other hand, although the pathophysiology of RP has not been established, there have been some reports 
about intraocular inflammation in RP eyes, which might be related to its pathophysiology10–13. Increased aqueous 
flare in RP eyes compared to normal eyes was reported two decades ago13, and recently chronic inflammation in 
RP eyes, such as cells in the anterior vitreous cavity and the increased level of proinflammatory cytokines and 
chemokines in the aqueous humor and vitreous, was also reported12.

We hypothesized the association between the inner retinal change and the intraocular inflammation. In order 
to investigate this relationship, we measured the aqueous flare value, as an intraocular inflammatory parameter, 
in RP eyes using laser flare-cell meter. We also determined its association with the thicknesses of different retinal 
layers measured using OCT, best-corrected visual acuity (BCVA) and visual field in this study.
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Results
The aqueous flare value was 7.9 ±​ 3.5 pc/ms in RP eyes without cystoid macular edema (CME), 12.0 ±​ 7.8 pc/ms 
in RP eyes with CME, and 3.5 ±​ 1.0 pc/ms in eyes of controls. The differences between any pair of the three groups 
were significant (ANOVA: P <​ 0.001, RP eyes with CME vs RP eyes without CME: P <​ 0.006, RP eyes without 
CME vs eyes of controls: P <​ 0.001).

The BCVA in controls was significantly better than that in RP eyes with and without CME (P =​ 0.031 and 
P =​ 0.01, respectively). The BCVA in RP eyes with and without CME were not significantly different (P =​ 0.99). 
The differences in age, IOP, and refractive error between RP eyes without CME, RP eyes with CME, and controls 
were not significant (all P >​ 0.05; Table 1).

The thicknesses of each retinal layer in RP eyes at different measured points are shown in Fig. 1. The mean 
thicknesses of each retinal layer in RP eyes and controls are shown in Supplementary Table S1. The thickness 
of total neural retina of RP eyes was 279.9 ±​ 41.9 μ​m which was significantly thinner than that of controls of 
330.2 ±​ 11.8 μ​m (P <​ 0.001). The NFL thickness of RP eyes and controls were 41.3 ±​ 7.1 μ​m and 27.6 ±​ 2.1 μ​m 

Controls RP eyes without CME RP eyes with CME P

Number of Eyes 13 104 21

Male/Female 6/7 20/33 6/5 †0.24

Age (yrs) 50.4 ±​ 13.6 46.9 ±​ 14.4 50.3 ±​ 18.9 ‡0.41

IOP (mmHg) 13.6 ±​ 3.0 13.1 ±​ 2.4 13.2 ±​ 2.5 ‡0.87

SERE (diopters) −1.6 ±​ 2.1 −1.4 ±​ 3.1 −2.9 ±​ 3.1 ‡0.17

BCVA (logMAR) 0.0 ±​ 0.0 0.39 ±​ 0.48 0.40 ±​ 0.45 ‡0.13

Table 1.  Characteristics of controls, and RP eyes with and without CME. RP =​ retinitis pigmentosa; 
CME =​ cystoid macular edema; IOP =​ intraocular pressure; SERE =​ spherical equivalent refractive error; 
BCVA =​ best-corrected visual acuity; †chi-square test; ‡analysis of variance.

Figure 1.  Thickness of different retinal layers at 8 points. 
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respectively. The GCL thickness of RP eyes and controls were 59.3 ±​ 9.7 μ​m and 52.5 ±​ 2.5 μ​m respectively. NFL 
and GCL were significantly thicker in RP eyes than controls (P <​ 0.001 and P =​ 0.01 respectively). The IPL thick-
ness of RP eyes and controls were 33.3 ±​ 4.9 μ​m and 33.0 ±​ 2.2 μ​m respectively, and these were not significantly 
different (P =​ 0.84). The INL thickness of RP eyes and controls were 50.3 ±​ 7.2 μ​m and 44.4 ±​ 2.3 μ​m respectively. 
INL was significantly thicker in RP eyes than controls (P =​ 0.004). The thickness of outer layers of RP eyes was 
95.9 ±​ 36.5 μ​m which was significantly thinner than controls of 172.8 ±​ 7.9 μ​m (P <​ 0.001). The visual field scores 
of RP eyes without CME were 3.6 ±​ 3.2.

Generalized estimating equation (GEE) showed that the NFL thickness was significantly and positively 
associated with aqueous flare (P =​ 0.006) and negatively with the thickness of outer layers (P =​ 0.049; Fig. 2, 
Supplementary Table S2). The GCL thickness was significantly and positively associated with aqueous flare 
(P =​ 0.017; Fig. 2, Supplementary Table S2). The INL thickness was significantly associated with aqueous flare 
positively (P =​ 0.005; Fig. 2, Supplementary Table S2), and the thickness of outer layers negatively (P =​ 0.026). 
GEE showed that the thickness of ganglion cell complex (GCC =​ NFL +​ GCL +​ IPL) was significantly associated 
with aqueous flare positively (P <​ 0.001; Fig. 2, Supplementary Table S2). GEE showed that BCVA was signifi-
cantly associated with the foveal thickness (P <​ 0.001; Supplementary Table S3). The factor most highly associated 
with the visual field score positively was the thickness of outer layers (P <​ 0.001) and negatively was aqueous flare 
(P =​ 0.040; Supplementary Table S4).

The intra-grader ICCs for NFL, GCL, IPL, INL and OL thickness were 0.98, 0.83, 0.85, 0.88, and 0.99 respec-
tively. The inter-grader ICCs for the same layer thickness were 0.97, 0.82, 0.82, 0.88, and 0.99 respectively. Thus, 
the reproducibility of the measurements of the thicknesses of each retinal layer by the manual method was 
confirmed.

Discussion
There have been a number of studies that reports the increase of aqueous flare in various retinal diseases including 
diabetic retinopathy, retinal vein occlusion, age-related macular degeneration14–16. In their studies, aqueous flare 
measured with laser flare-cell meter was reported to relate to the disease activity, and often it was described due 
to the inflammation. Recently, it was also reported the close relationship between intraocular inflammation and 
central visual function in the eyes with retinitis pigmentosa, with increased aqueous flare measured using laser 
flare-cell meter17. Thus, we thought that this non-invasive, quantitative evaluation of intraocular inflammation 
determined by aqueous flare value was also possible for the analysis, to investigate the relationship between the 
change of retinal thickness and intraocular inflammation in this study.

Our OCT results showed that NFL, GCL and INL were thicker in RP eyes than those of control eyes, whereas 
outer layers of RP eyes were thinner than that of control eyes. Our data also demonstrated that the aqueous flare 
value of RP eyes was higher than that of control eyes. These results are mostly consistent with previous studies7,13, 
but our study first determined significant associations between the thickening of inner retina, increased aqueous 

Figure 2.  Scatter plots of the thickness of the different inner retinal layers as a function of aqueous 
flare. NFL: nerve fiber layer, GCL: ganglion cell layer, INL: inner nuclear layer, GCC: ganglion cell complex 
(GCC =​ NFL +​ GCL +​ IPL).
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flare, and the thinning of outer retina. Based on these results, it could be considered as follows. The association in 
the thickening of NFL, GCL and INL with increased aqueous flare suggests that the inner retinal thickening has 
relationship with intraocular inflammation. The association in the thinning of outer retina and visual field loss 
with increased aqueous flare suggests that the intraocular inflammation occurs with the loss of photoreceptor, so 
that suggests the disease progression. The association in the thickening of NFL and INL with the thinning of outer 
layers suggests that the inner retinal thickening is a secondary change following the outer retinal degeneration.

Other OCT studies have reported changes of the inner retinal thickness in eyes of RP7–9. They mentioned 
mostly NFL thickening in macula or peripapillary area, however, they also reported a part of patients with the 
NFL thinning. The rate is different among their results and the reason for this difference is still in discussion. 
Because the genetic background of the patients and severity of the visual disturbance of all eyes including ours are 
different, the differences may be due to this.

Our results showed the significant GCL and INL thickening in RP eyes. It was reported in the previous studies 
that the ganglion cell counts and cell nuclei counts in INL were lower in postmortem eyes of RP patient than those 
of normal controls, with no differences when comparing between different hereditary types18,19. Taken together, it 
may be possible to guess that the cells in GCL and INL are decreased, whereas these layers are thickened in RP eyes.

Our results suggest that the inflammatory reaction is associated with the inner retinal thickening. Although 
the reason has been unclear, it has been proposed that axonal swelling, retinal remodeling involving neuronal 
migration and glial hypertrophy, or a mechanical factor as possible causes of the NFL thickening7. Our results can 
provide the connection between those inner retinal change and intraocular inflammation.

Recently, Yoshida et al. reported increased expression of proinflammatory cytokines and chemokines, activa-
tion of microglia in outer nuclear layer and photoreceptor apoptosis during retinal degeneration of rd10 mice11. 
They also reported suppression of these factor induced by the material which suppresses microglia11. This study 
suggests that microglia is associated with the inflammatory reaction and photoreceptor cell death. Based on this 
report, the associations in the thinning of the outer retina, visual field loss and increased aqueous flare could 
suggests that these inflammatory reactions are related to the photoreceptor cell death in eyes of RP patients. Thus, 
if the inflammation causes the inner retinal change in RP eyes, a treatment to suppress the inflammation could 
be one of the possibilities to protect the inner retina from unexpected changes. Microglia–inhibiting factors 
which are being explored in the treatment of various degenerative diseases of the central nervous system includ-
ing multiple sclerosis, Alzheimer’s disease, and Parkinson’s disease20–23, might be helpful for the suppression of 
intraocular inflammation.

The degree of aqueous flare is significantly higher in patients with CME than without CME in our study. This 
result is the same as previous study. Recently, some studies have reported that some anti-inflammatory treatment 
such as dexamethasone intraocular implant treatment is effective for CME24,25. These findings can suggest that the 
pathogenesis of CME is also associated to the intraocular inflammation.

There have been numerous studies about the treatments that compensate for the loss of photoreceptors such 
as photoreceptor transplants and artificial retinas2,5. Argus II, a new type of epiretinal prosthesis, was approved 
by Food and Drug Administration in United States in 201326. Whereas the treatment that rescues photoreceptors 
has been developed, inner retinal status is important for such treatments, because it depends on the presence 
of healthy inner retinal condition. The imaging method such as SD-OCT is a strong tool which can gives detail 
morphometric analysis in RP eyes to evaluate the changes of the retinal layers. Although our study provides an 
additional knowledge to previous investigations of inner retinal analysis of RP eyes, further study is still needed 
to evaluate the inner retinal status for adequate treatment.

The visual functions of the patients in our study might be relatively preserved compared with all RP patients, 
because they who are blind do not visit outpatient clinics periodically. This is one limitation of our study. 
Additionally, we analyzed small sample size, especially in normal control group. Bigger sample size should be 
analyzed in future investigation. The manual measurement of retinal thickness is also a limitation. However, the 
ICCs of each retinal layer thickness were substantial to nearly perfect (0.80–0.91) in our study. The strength of this 
study is that the findings of this study which has pathophysiological implication, is totally based on non-invasively 
evaluated clinical data.

In conclusion, our study first showed the thickening of GCL and INL layer in RP eyes in addition to NFL 
change previously described. Our study also showed the thinning of outer layers and increased aqueous flare, con-
sistent with previous studies. These results are similar to other studies. However, our study first demonstrated that 
increased aqueous flare associates with inner retinal thickening, outer retinal thinning and visual field loss in RP 
eyes, and that their inner retinal thickening associates with outer retinal thinning. These results can suggest the 
involvement of intraocular inflammation in the pathogenesis of inner retinal thickening as a secondary change 
following outer retinal degeneration. These findings can provide pathophysiological implication of inner retinal 
change of RP eyes to this field.

Methods
Subjects.  The medical records of 64 patients with RP who had been examined at Nagoya University Hospital 
from April 2012 to June 2014 were studied. There were 26 men and 38 women whose mean ±​ standard deviation 
(SD) age was 47.5 ±​ 15.2 years with a range of 15 to 74 years. Both eyes of one patient with Usher syndrome were 
also included.

Eyes with the vitreomacular traction syndrome (VMTS), macular hole, epiretinal membrane (ERM) which 
affect the retinal thickness, intraocular lens implanted, glaucoma, intraocular pressure higher than 21 mmHg, 
diabetic retinopathy, and cataracts that affected the visual acuity were excluded. Eyes after cataract surgery were 
removed because cataract surgery was reported to cause inflammation and affect the long-term postoperative 
flare value27. In the end, 3 of the 128 eyes of 64 patients were excluded; one eye each with a macular hole, VMTS, 
and cataract.
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The RP eyes were divided into eyes with and without cystoid macular edema (CME) in the spectral domain 
(SD) OCT images. There were 104 RP eyes of 53 patients (20 men and 33 women, average age: 46.9 ±​ 14.4 years) 
without CME and 21 RP eyes of 11 patients (6 men and 5 women, average age: 50.3 ±​ 18.9 years) with CME 
(Table 1).

As controls, 13 normal fellow eyes of patients with unilateral idiopathic macular holes or unilateral reti-
nal detachments, and 1 eye of a normal healthy subject were studied. Eyes of controls were age- and refractive 
error- matched to RP eyes without CME. In controls, there were 6 men and 7 women whose mean ±​ SD age was 
50.4 ±​ 13.6 years with a range of 27 to 66 years (Table 1).

The protocol for this retrospective study was approved by the Institutional Review board of Nagoya University 
School of Medicine, and the procedures used conformed to the tenets of the Declaration of Helsinki. Informed 
consent was not required for this retrospective study.

Examinations.  The examinations included SD-OCT (Spectralis, Heidelberg Engineering, Heidelberg, 
Germany), and measurements of BCVA, intraocular pressure (IOP) with a non-contact tonometer (NT-530P; 
Nidek, Gamagori, Japan), aqueous flare with a laser flare-cell meter (FM-600 KOWA Company, Tokyo, Japan), 
and refractive error (spherical equivalent) with the KR-8900 auto Kerato-Refractometer (Topcon, Tokyo, Japan). 
Visual fields were determined with the Goldmann perimeter. For the Spectralis OCT images, image quality less 
than 15 dB was excluded. Decimal visual acuity was converted to logarithm of the minimal angle of resolution 
(logMAR) units for statistical analyses.

Measurements of retinal layer thicknesses.  The Spectralis OCT was used to record the cross sectional 
scans across the retina centered on the fovea (9 mm vertical and horizontal; Fig. 3). One hundred images were 
averaged with the eye tracking feature to reduce noise and to obtain clearer views of the different retinal layers.

In OCT images, the thicknesses of total neural retina, nerve fiver layer (NFL), ganglion cell layer (GCL), inner 
plexiform layer (IPL), inner nuclear layer (INL), and outer layers were manually measured. The measurements 
were made at 1 and 2 mm superior, inferior, nasal, and temporal to the fovea in the vertical and horizontal images 
using the built-in caliper function in the Spectralis OCT (version 5.3; Heidelberg Engineering, Heidelberg, 
Germany; Fig. 4). The mean thicknesses of each layer at these 8 points were used for the statistical analyses. Foveal 
thickness was also measured in both the horizontal and vertical images, and the mean thickness was calculated. 
The thicknesses of each layer were not measured in RP eyes with CME because it was difficult to make accurate 
measurements due to the cysts and deformation of the layers. The measurements were performed blind to the 
clinical information including age, sex or aqueous flare value.

Measurements of Aqueous Flare.  Aqueous flare values were measured with the FC-500 laser flare-cell 
meter (Kowa Company, Ltd, Tokyo, Japan). The laser flare-cell meter emits a laser beam (635 nm) into the ante-
rior chamber and measures the backscattered light. The intensity of backscattered light is proportional to the 
concentration and size of proteins in the anterior chamber28–31. The accuracy and reproducibility of the flare 
values have been reported in several studies by different groups28–31. The coefficient of variation was less than 
10%, and the measurements were independent of the examiner making measurements. In our study, more than 
seven measurements were obtained and averaged for each eye. The results were expressed as photon counts per 
millisecond (pc/ms).

Visual field scores.  We evaluated the visual field by Goldmann kinetic perimetry using the previously 
proposed scoring system32. In brief, the visual field was divided into 12 sectors by horizontal and vertical lines 
through the center and concentric circles of 10 and 30 degrees. In each sector, a score of 1 was assigned if the 
visual field of V/4e isopter was totally preserved. A score of 0.5 was assigned if the visual field was preserved in 
more than one-half but not the whole sector. A score of 0 was assigned if the visual field was less than one-half in 
each sector. In this visual field scoring system, the visual fields were graded into 24 steps from 0 to 12 in 0.5 steps.

Figure 3.  Fundus photograph and optical coherence tomographic (OCT) images of a patient with retinitis 
pigmentosa (RP). (A) Representative fundus photograph showing the locations of the 9 mm OCT scans (green 
lines). Green filled circle indicates the location of the measured points. (B) Representative OCT image. Note 
that the photoreceptor layer is lost.
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Reproducibility.  The reproducibility of the thickness measurements was determined by intra- and 
inter-grader interclass correlation coefficients (ICCs). The thickness of each layer was measured in 15 randomly 
selected OCT images by a single grader twice for the intra-grader ICCs. For the inter-grader ICCs, each layer was 
measured by 2 graders independently. For both measurements, the graders were masked to the clinical character-
istics of the subjects, e.g., the age, sex, normal or with retinitis pigmentosa.

Data Analyses.  The thicknesses of each retinal layer in the OCT images of RP eyes without CME were com-
pared to those of the corresponding layers in controls using unpaired t tests. Age, IOP, refractive error, BCVA, 
and aqueous flare values in the RP eyes without CME and with CME were compared to those of controls using 
one-way analysis of variance (ANOVA) with Tukey’s post-hoc test.

In RP eyes without CME, GEE33,34 was performed to find the parameters that were significantly associated 
with the thicknesses of different retinal layers. In addition, GEE was used to find the parameters that were signif-
icantly associated with BCVA and visual field scores. The results were expressed as mean ±​ SD. A P value <​ 0.05 
was considered statistically significant. All statistical analyses were performed using IBM SPSS 22.0 software 
(SPSS, Chicago, IL).

References
1.	 Hartong, D. T., Berson, E. L. & Dryja, T. P. Retinitis pigmentosa. Lancet 368, 1795–1809 (2006).
2.	 Barber, A. C. et al. Repair of the degenerate retina by photoreceptor transplantation. Proc Natl Acad Sci USA 110, 354–359 (2013).
3.	 Jacobson, S. G. & Cideciyan, A. V. Treatment possibilities for retinitis pigmentosa. N Engl J Med 363, 1669–1671 (2010).
4.	 Bertolotti, E., Neri, A., Camparini, M., Macaluso, C. & Marigo, V. Stem cells as source for retinal pigment epithelium transplantation. 

Prog Retin Eye Res 42, 130–144 (2014).
5.	 Weiland, J. D. & Humayun, M. S. Retinal prosthesis. IEEE Trans Biomed Eng 61, 1412–1424 (2014).
6.	 Weiland, J. D., Cho, A. K. & Humayun, M. S. Retinal prostheses: current clinical results and future needs. Ophthalmology 118, 

2227–2237 (2011).
7.	 Hood, D. C. et al. Thickness of receptor and post-receptor retinal layers in patients with retinitis pigmentosa measured with 

frequency-domain optical coherence tomography. Invest Ophthalmol Vis Sci 50, 2328–2336 (2009).
8.	 Anastasakis, A., Genead, M. A., McAnany, J. J. & Fishman, G. A. Evaluation of Retinal Nerve Fiber Layer Thickness in Patients with 

Retinitis Pigmentosa Using Spectral-Domain Optical Coherence Tomography. Retina 32, 358–363 (2012).
9.	 Walia, S. & Fishman, G. A. Retinal nerve fiber layer analysis in RP patients using Fourier-domain OCT. Invest Ophthalmol Vis Sci 49, 

3525–3528 (2008).
10.	 Newsome, D. A. & Michels, R. G. Detection of lymphocytes in the vitreous gel of patients with retinitis pigmentosa. Am J Ophthalmol 

105, 596–602 (1988).
11.	 Yoshida, N. et al. Laboratory evidence of sustained chronic inflammatory reaction in retinitis pigmentosa. Ophthalmology 120, 

e5–12 (2013).
12.	 Yoshida, N. et al. Clinical evidence of sustained chronic inflammatory reaction in retinitis pigmentosa. Ophthalmology 120, 100–105 

(2013).
13.	 Kuchle, M., Nguyen, N. X., Martus, P., Freissler, K. & Schalnus, R. Aqueous flare in retinitis pigmentosa. Graefes Arch Clin Exp 

Ophthalmol 236, 426–433 (1998).
14.	 Oshika, T., Kato, S. & Funatsu, H. Quantitative assessment of aqueous flare intensity in diabetes. Graefes Arch Clin Exp Ophthalmol 

227, 518–520 (1989).
15.	 Nguyen, N. X. & Kuchle, M. Aqueous flare and cells in eyes with retinal vein occlusion--correlation with retinal fluorescein 

angiographic findings. Br J Ophthalmol 77, 280–283 (1993).
16.	 Kubota, T., Motomatsu, K., Sakamoto, M., Honda, T. & Ishibashi, T. Aqueous flare in eyes with senile disciform macular 

degeneration: correlation with clinical stage and area of neovascular membrane. Graefes Arch Clin Exp Ophthalmol 234, 285–287 
(1996).

17.	 Murakami, Y. et al. Relationship between aqueous flare and visual function in retinitis pigmentosa. Am J Ophthalmol 159, 958–963 
e951 (2015).

Figure 4.  Comparison of each retinal layer thickness between eyes with retinitis pigmentosa and controls. 
Magnified image of the white square in Fig. 3 and corresponding area of normal control. The thickness of each 
layer was measured and compared.



www.nature.com/scientificreports/

7Scientific Reports | 6:33921 | DOI: 10.1038/srep33921

18.	 Stone, J. L., Barlow, W. E., Humayun, M. S., de Juan, E. Jr. & Milam, A. H. Morphometric analysis of macular photoreceptors and 
ganglion cells in retinas with retinitis pigmentosa. Arch Ophthalmol 110, 1634–1639 (1992).

19.	 Santos, A. et al. Preservation of the inner retina in retinitis pigmentosa. A morphometric analysis. Arch Ophthalmol 115, 511–515 
(1997).

20.	 Kreutzberg, G. W. Microglia: a sensor for pathological events in the CNS. Trends Neurosci 19, 312–318 (1996).
21.	 Streit, W. J. Microglia as neuroprotective, immunocompetent cells of the CNS. Glia 40, 133–139 (2002).
22.	 Roy, A. et al. Reactive oxygen species up-regulate CD11b in microglia via nitric oxide: Implications for neurodegenerative diseases. 

Free Radic Biol Med 45, 686–699 (2008).
23.	 van Rossum, D. & Hanisch, U. K. Microglia. Metab Brain Dis 19, 393–411 (2004).
24.	 Ahn, S. J., Kim, K. E., Woo, S. J. & Park, K. H. The effect of an intravitreal dexamethasone implant for cystoid macular edema in 

retinitis pigmentosa: a case report and literature review. Ophthalmic Surg Lasers Imaging Retina 45, 160–164 (2014).
25.	 Srour, M. et al. Intravitreal dexamethasone implant (Ozurdex) for macular edema secondary to retinitis pigmentosa. Graefes Arch 

Clin Exp Ophthalmol 251, 1501–1506 (2013).
26.	 Stronks, H. C. & Dagnelie, G. The functional performance of the Argus II retinal prosthesis. Expert Rev Med Devices 11, 23–30 

(2014).
27.	 Oshika, T. et al. Three year prospective, randomized evaluation of intraocular lens implantation through 3.2 and 5.5 mm incisions. 

J Cataract Refract Surg 24, 509–514 (1998).
28.	 Sawa, M., Tsurimaki, Y., Tsuru, T. & Shimizu, H. New quantitative method to determine protein concentration and cell number in 

aqueous in vivo. Jpn J Ophthalmol 32, 132–142 (1988).
29.	 Ladas, J. G., Wheeler, N. C., Morhun, P. J., Rimmer, S. O. & Holland, G. N. Laser flare-cell photometry: methodology and clinical 

applications. Surv Ophthalmol 50, 27–47 (2005).
30.	 Shah, S. M., Spalton, D. J. & Taylor, J. C. Correlations between laser flare measurements and anterior chamber protein concentrations. 

Invest Ophthalmol Vis Sci 33, 2878–2884 (1992).
31.	 Yoshitomi, T., Wong, A. S., Daher, E. & Sears, M. L. Aqueous flare measurement with laser flare-cell meter. Jpn J Ophthalmol 34, 

57–62 (1990).
32.	 Oishi, A. et al. Longitudinal analysis of the peripapillary retinal nerve fiber layer thinning in patients with retinitis pigmentosa. Eye 

(Lond) 27, 597–604 (2013).
33.	 Fan, Q., Teo, Y.-Y. & Saw, S.-M. Application of Advanced Statistics in Ophthalmology. Invest Ophth Vis Sci 52, 6059–6065 (2011).
34.	 Glynn, R. J. & Rosner, B. Regression methods when the eye is the unit of analysis. Ophthalmic epidemiology 19, 159–165 (2012).

Acknowledgements
This study was supported in part by Grant-in-Aid for Scientific Research from the Ministry of Education, Culture, 
Sports, Science, and Technology of Japan (C25462710, C25462709).

Author Contributions
Conception and design (Y.N., Y.I., S.U. and H.T.); analysis and interpretation (Y.N., Y.I., S.U. and H.T.); writing 
the article (Y.N., Y.I., S.U. and H.T.); critical revision of the article (Y.N., Y.I., S.U. and H.T.); final approval of the 
article (Y.N., Y.I., S.U. and H.T.); data collection (Y.N. and Y.I.); literature search (Y.N., Y.I., S.U. and H.T.).

Additional Information
Supplementary information accompanies this paper at http://www.nature.com/srep
Competing financial interests: The authors declare no competing financial interests.
How to cite this article: Nagasaka, Y. et al. Increased aqueous flare is associated with thickening of inner retinal 
layers in eyes with retinitis pigmentosa. Sci. Rep. 6, 33921; doi: 10.1038/srep33921 (2016).

This work is licensed under a Creative Commons Attribution 4.0 International License. The images 
or other third party material in this article are included in the article’s Creative Commons license, 

unless indicated otherwise in the credit line; if the material is not included under the Creative Commons license, 
users will need to obtain permission from the license holder to reproduce the material. To view a copy of this 
license, visit http://creativecommons.org/licenses/by/4.0/
 
© The Author(s) 2016

http://www.nature.com/srep
http://creativecommons.org/licenses/by/4.0/

	Increased aqueous flare is associated with thickening of inner retinal layers in eyes with retinitis pigmentosa

	Results

	Discussion

	Methods

	Subjects. 
	Examinations. 
	Measurements of retinal layer thicknesses. 
	Measurements of Aqueous Flare. 
	Visual field scores. 
	Reproducibility. 
	Data Analyses. 

	Acknowledgements
	Author Contributions
	﻿Figure 1﻿﻿.﻿﻿ ﻿ Thickness of different retinal layers at 8 points.
	﻿Figure 2﻿﻿.﻿﻿ ﻿ Scatter plots of the thickness of the different inner retinal layers as a function of aqueous flare.
	﻿Figure 3﻿﻿.﻿﻿ ﻿ Fundus photograph and optical coherence tomographic (OCT) images of a patient with retinitis pigmentosa (RP).
	﻿Figure 4﻿﻿.﻿﻿ ﻿ Comparison of each retinal layer thickness between eyes with retinitis pigmentosa and controls.
	﻿Table 1﻿﻿. ﻿ Characteristics of controls, and RP eyes with and without CME.



 
    
       
          application/pdf
          
             
                Increased aqueous flare is associated with thickening of inner retinal layers in eyes with retinitis pigmentosa
            
         
          
             
                srep ,  (2016). doi:10.1038/srep33921
            
         
          
             
                Yosuke Nagasaka
                Yasuki Ito
                Shinji Ueno
                Hiroko Terasaki
            
         
          doi:10.1038/srep33921
          
             
                Nature Publishing Group
            
         
          
             
                © 2016 Nature Publishing Group
            
         
      
       
          
      
       
          © 2016 The Author(s)
          10.1038/srep33921
          2045-2322
          
          Nature Publishing Group
          
             
                permissions@nature.com
            
         
          
             
                http://dx.doi.org/10.1038/srep33921
            
         
      
       
          
          
          
             
                doi:10.1038/srep33921
            
         
          
             
                srep ,  (2016). doi:10.1038/srep33921
            
         
          
          
      
       
       
          True
      
   




