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We thank Drs Agrawal and Agrawal for their interest in our study on oral health and primary 

open-angle glaucoma (POAG).1 They asked about how the cases with primary angle closure 

glaucoma were excluded and whether gonioscopy was performed in all patients. For our 

study of participants all across the United States, it was cost prohibitive to conduct repeated 

standardized eye examinations on 40 536 men during the 26 years of follow-up; thus, we 

relied on standardized review of medical records and visual fields to confirm POAG cases. 

We used several approaches to identify glaucoma cases that may have had angle closure for 

exclusion. As stated in the Methods section, for ≥70% of POAG cases, we had 

documentation from medical records that gonioscopy confirmed open angles. In the 

remaining cases, we required documentation that ≥1 dilated eye examinations were 

performed without any adverse effects and checked that the patient received no laser 

peripheral iridotomy. Our requirement of ≥2 reliable visual fields that show reproducible 

loss ensured that dilated examination information was available. (The few participants who 

we identified as having angle closure glaucoma were excluded from further follow-up at 

diagnosis in the analyses of POAG incidence by oral health). It should be noted that angle 

closure glaucoma is relatively uncommon in the United States, with an annual incidence 
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estimate of 8.3 per 100 000.2 Thus, given our methodology for case ascertainment and the 

relatively low incidence of angle closure glaucoma in the United States, it seems highly 

unlikely that any angle closure glaucoma cases were included in our 485 incident POAG 

cases.

A second question was related to diabetes, which was associated with oral health (as 

demonstrated in Table 1 in the original article) and with POAG, and how it was handled in 

our data analysis. In all our main results presented in Tables 2 through 5, we adjusted for 

type 2 diabetes status when evaluating the risk of POAG by oral health status; hence, the 

results presented can be interpreted as the associations with various oral health parameters 

that were independent from type 2 diabetes. When we conducted alternate analyses, where 

we did not statistically adjust for type 2 diabetes (relative risk, 1.45; 95% confidence 

interval, 1.07–1.97 for recent tooth loss), or when we excluded anyone with type 2 diabetes 

(relative risk, 1.44; 95% confidence interval, 1.04–2.00 for recent tooth loss), results were 

virtually unchanged compared with the main results (relative risk, 1.45; 95% confidence 

interval, 1.06–1.97 for recent tooth loss).1 When both type 2 diabetes and oral health were 

included in models, recent tooth loss showed stronger adverse associations than diabetes, 

indicating that the relation between tooth loss and POAG may also likely be mediated by 

factors unrelated to type 2 diabetes.

We agree that our study points to a need for additional research to confirm our results and to 

further explore the role of type 2 diabetes and oral health on POAG risk as well as on POAG 

progression.
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