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Abstract 
 

Age-related macular degeneration (AMD) is a chronic, irreversible disease that robs 

individuals of vision, quality of life, and independence. It is the leading cause of 

blindness in industrialized countries. Sleep-disordered breathing (SDB) is a condition 

characterized by repeated episodes of apnea and/or hypopnea, insomnia, short sleep 

duration, and/or sleep disturbances (snoring, gasping, etc.). Because SDB has been shown 

to cause chronic hypoxia resulting in oxidative stress on the retina, it has been proposed 

that SDB may be associated with AMD. Based on the life course theory of chronic 

disease, this quantitative, cross-sectional study used data from the 2005–2008 National 

Health and Nutrition Examination Survey to study whether there was an association 

between SDB and AMD, including neovascular AMD and geographic atrophy in adults 

40 years and older. Descriptive statistics and logistic regression analyses were used. The 

results suggest that AMD is associated with diagnosed sleep disorders, including sleep 

apnea and insomnia, as well as sleep apnea symptoms of gasping snoring, snorting, and 

stopping breathing. The findings of this study highlight the importance of diagnostic 

screening and therapeutic intervention to treat SDB. Early diagnosis and therapy for SDB 

could address not only the comorbidities associated with SDB, but could also prevent or 

slow the progression of AMD. In turn, this would yield lower rates of vision loss, reduced 

comorbidities associated with vision loss, and reduced impact of AMD on the health care 

system and social and financial costs to society. 
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Chapter 1: Introduction to the Study 

Introduction 

The World Health Organization (WHO) ranks age-related macular degeneration 

(AMD) as the third leading cause of blindness globally behind cataracts and glaucoma 

and the leading cause of blindness in industrialized countries (World Health Organization 

[WHO], 2015). . By the year 2050, the estimate of people with AMD is expected to more 

than double from 2.07 million to 5.44 million (National Eye Institute, 2016a). Although 

the clinical understanding of AMD is continually evolving, the precise etiology of the 

disease remains elusive. A recently emerging area of interest is the impact of sleep and/or 

sleep-disordered breathing (SDB) on the development and treatment of AMD (Khurana 

et al., 2016). Currently, there exists a knowledge gap which this research was designed to 

address. 

SDB is a condition whereby episodes of cessation of breathing or apnea are 

repeated and/or an abnormally shallow rate of respiration (hypopnea) occurs (Peppard et 

al., 2013) . This disruption can be caused by complete or partial obstructions to the 

airway, known as obstructive sleep apnea, or by disorders such as chronic sinusitis, 

allergies, and obesity (Balachandran & Patel, 2014). It is estimated that 14% of males and 

5% of females in the United States meet the Medicare criteria for obstructive sleep apnea, 

which is an apnea/hypopnea score greater than 5, plus symptoms of daytime sleepiness 

(Peppard et al., 2013). Systematic monitoring of SDB is not currently performed in the 

United States  because it is costly and time-consuming (Peppard et al., 2013). Therefore, 
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the prevalence of SDB may be underestimated and undiagnosed subjects may be at risk 

for its serious long-term complications. 

Findings of this research could reinforce the need for diagnostic screening and 

therapeutic intervention to treat SDB. Early diagnosis and initiation of therapy for SDB 

would not only address the comorbidities associated with SDB, but may also prevent or 

slow the progression of AMD. Preventing or slowing the progression of AMD may result 

in lower rates of vision loss and reduced comorbidities associated with vision loss. In 

turn, this would help reduce the impact of AMD on the health care system and overall 

costs to society. 

In this chapter, I describe the following components of the study:  background; 

problem statement; purpose; research questions and hypotheses; nature of the study; 

conceptual framework; assumptions, scope and delimitations, limitations; and 

significance. 

Background 

AMD is a disease of the retina that causes photoreceptor degeneration (W. Wong 

et al., 2014). Currently, there are few effective preventive measures available to patients, 

for example, dietary supplements and smoking cessation, (Glaser et al., 2015). It was 

estimated in the year 2000 that AMD affected 1.75 million individuals in the United 

States (Friedman et al., 2004). This number has increased to 2.07 million in the decade 

since (NEI, 2016a). AMD exists in both dry and wet forms. The dry form is characterized 

by a slow degeneration of photoreceptors and the wet or neovascular AMD (nAMD) 
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form identified by the formation of new blood vessels in an area of the retina that is 

normally avascular (Leibowitz et al., 1980). Data from the 2005–2008 National Health 

and Nutrition Examination Survey (NHANES) estimated that the overall prevalence of 

AMD in the U.S. population was 6.5% (Klein et al., 2011). Joachim, Mitchell, Burlutsky, 

Kifley, and Wang (2015) provided estimates from the Blue Mountain Eye Study in 

Australia. They wrote that the 15-year incidence was 22.7% for early AMD and 6.8% for 

late (neovascular) AMD in subjects older than 49 years. Currently, the only therapy 

shown to have a preventive benefit for dry AMD is a combination of antioxidant 

supplements (Age-Related Eye Disease Study 2 Research Group, 2013). Treatment for 

the neovascular form of AMD was thought to have been revolutionized by the advent of 

anti-vascular endothelial growth factor (VEGF) therapy, although long-term outcomes 

have shown that the therapy is not sustainable and most patients do not achieve functional 

vision outcomes (Brown et al., 2006; Heier et al., 2012; Kaiser et al., 2007; Rasmussen et 

al., 2013; Schmidt-Erfurth et al., 2014).  

Research into risk factors associated with AMD has provided information on a 

number of variables that include age, smoking (Myers et al., 2014; Thornton et al., 2005; 

Velilla et al., 2013), race and/or ethnicity (Klein, Li, et al., 2013; W. Wong et al., 2014), 

family history (Seddon, Cote, Page, Aggen, & Neale, 2005), obesity (Clemons et al., 

2005), and a growing number of genetic mutations (Kanda et al., 2007; Klein, Myers, et 

al., 2013; Seddon et al., 2007; Triebwasser et al., 2015; van Lookeren Campagne, 

LeCouter, Yaspan, & Ye, 2014). Genetic studies have shown that inheritable mutations 
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may account for up to 70% of the risk for AMD and those that have been shown to be 

most strongly associated include the complement factor H (CFH) and the age-related 

maculopathy susceptibility 2/High Temperature Requirement A Serine Peptidase 1 

(ARMS2/HTRA1) genes (Kanda et al., 2007; Seddon et al., 2007) 

The landmark Wisconsin Sleep Cohort study estimated the prevalence of SDB in 

30–60-year-old subjects , who were currently employed at 9% in women and 24% in men 

(T. Young et al., 1993). The Wisconsin Sleep Cohort study has since been followed 

longitudinally to estimate the prevalence of SDB in the United States during the periods 

of 1988-1994 and 2007-2010 (Peppard et al., 2013). The prevalence of SDB in 2007-

2010 was 10% among 30-49 year old men; 17% among 50-70 year old men; 3% among 

30-49 year old women; and 9% among 50-70 year old women (Peppard et al., 2013). The 

authors estimated that prevalence since the period 1988-1994 has increased between 14% 

and 55%, depending upon the specific gender/age subgroup under study (Peppard et al., 

2013).  

SDB has been shown to cause disrupted sleep patterns, intermittent hypoxia, 

abnormal heart rhythms, hypertension, and increased intrathoracic pressure (Somers et 

al., 2008). Population based studies have illustrated an association between SDB and 

cardiovascular disease (Shahar et al., 2001); metabolic syndrome (Kawada, Otsuka, 

Nakamura, & Kon, 2015); hypertension (Geiger & Shankar, 2015); cognitive function 

(Addison-Brown et al., 2014; Blackwell et al., 2015); liver disease (Trzepizur et al., 
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2016); kidney disease (Molnar et al., 2015); quality of life; genetic mutations, specifically 

apolipoprotein epsilon 4 (Gottlieb et al., 2004); and mortality (Gami et al., 2013). 

There is a gap in the knowledge about the association between AMD and SDB.  

Currently, Retina Specialists and Ear Nose and Throat (ENT) Specialists do not routinely 

co-manage patients. Recently, there has been an increased interest in understanding the 

association between these two chronic diseases. A statistically significant association 

(OR=3.3; 95% CI 1.32-8.27) between short sleep duration and neovascular AMD (Perez-

Canales, Rico-Sergado, & Perez-Santonja, 2016). Similar findings have been shown with 

OSA and AMD (Keenan, Goldacre, & Goldacre, 2016). Sleep duration may also be 

associated with geographic atrophy (Khurana et al., 2016). 

The current study has potential implications for positive social change. The 

resulting data may provide health care providers and patients a better understanding of 

how to better manage both AMD and SDB from a multi-disciplinary approach and could 

support the creation of public health interventions to improve screening, prevention 

and/or treatment of SDB, ultimately resulting in better AMD outcomes. Patients and 

physicians do not currently see vision loss as a consequence of SDB. But fear of vision 

loss could increase patients’ impetus for getting screened for SDB, improving compliance 

with therapies, such as continuous positive airway pressure (CPAP), and adding to the 

cost-effectiveness argument with payers for covering screening and prevention. A more 

detailed discussion of the data on AMD and SDB is provided in Chapter 2.  
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Problem Statement 

 Age-related eye disease is a growing public health problem throughout the world 

(Pascolini & Mariotti, 2012)   The human retina requires a significant amount of energy 

to keep its photoreceptors at an optimum functioning state and when oxygen is removed a 

significant increase in lactate ensues (Ames, Li, Heher, & Kimble, 1992). Based on this 

high-energy demand, nature has given it the greatest blood flow of any organ in the body 

relative to its size (Blasiak, Petrovski, Vereb, Facsko, & Kaarniranta, 2014; Boltz et al., 

2010; Remsch, Spraul, Lang, & Lang, 2000). This places the retina in a precarious state 

when oxygen levels in the blood drop. Chronic apnea/hypopnea episodes during SDB can 

lead to damage from ischemia and hypoxia. In some cases, chronic apnea/hypopnea 

episodes may lead to pathological changes and/or irreversible damage to the retina 

(Blasiak et al., 2014). 

SDB is shown to be commonly underdiagnosed or misdiagnosed, and 

subsequently untreated (Gibson, 2004; T. Young, Evans, Finn, & Palta, 1997). SDB can 

be treated effectively with CPAP, although many patients are poorly compliant with the 

therapy (Weaver & Grunstein, 2008). Based on the combination of underdiagnosis,- 

misdiagnosis, and poor compliance, a significant portion of patients experience regular 

apneas and hypopneas during sleep (Peppard et al., 2013). Researching the possible 

association between AMD and SDB addresses a current gap in the literature; research 

could lead to additional understanding and thus promote awareness, screening, and 

improved adherence to preventive therapy. 
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Purpose of the Study 

The purpose of this quantitative, cross-sectional study was to evaluate the 

association between SDB and AMD in noninstitutionalized U.S. adults using the 2005–

2008 NHANES dataset. Based on nationally representative data, I investigated whether 

respondents with SDB (independent variable) had an increased prevalence of AMD 

(dependent variable). The intent of the study was to address the gap in understanding 

whether SDB is associated with the development of AMD and to add to the current 

literature on the association between the two diseases. using data from the 2005–2008 

NHANES retinal fundus photograph evaluation and sleep disorder questionnaire (CDC, 

2016a). I selected this dataset due to the availability of AMD data based on masked 

central grading of retinal fundus photographs unique to this NHANES sampling period. 

Research Questions and Hypothesis 

The research questions and associated hypotheses that will guide this study are as 

follows:  

Research Question 1: Is there an association between self-reported SDB and 

fundus photography identified AMD among adults 40 years and older who 

participated in the 2005–2008 NHANES survey before and after 

controlling for age, smoking, and BMI? 

H01: There is no association between self-reported SDB and fundus 

photography identified AMD among adults 40 years and older who 
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participated in the 2005–2008 NHANES survey before and after 

controlling for age, smoking, and BMI. 

H11: There is an association between self-reported SDB and fundus 

photography identified AMD among adult 40 years and older who 

participated in the 2005–2008 NHANES survey before and after 

controlling for age, smoking, and BMI. 

Research Question 2: Is there an association between self-reported SDB and 

fundus photography identified neovascular AMD among adults 40 years 

and older who participated in the 2005–2008 NHANES survey before and 

after controlling for age, smoking, and BMI? 

H02: There is no association between self-reported SDB and fundus 

photography identified neovascular AMD among adults 40 years and 

older who participated in the 2005–2008 NHANES survey before and 

after controlling for age, smoking, and BMI. 

H12: There is an association between self-reported SDB and fundus 

photography identified neovascular AMD among adult 40 years and 

older who participated in the 2005–2008NHANES survey before and 

after controlling for age, smoking, and BMI. 

Research Question 3: Is there an association between self-reported SDB and 

fundus photography identified geographic atrophy among adults 40 years 
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and older who participated in the 2005–2008 NHANES survey before and 

after controlling for age, smoking, and BMI? 

H03: There is no association between self-reported SDB and fundus 

photography identified geographic atrophy among adults 40 years and 

older who participated in the 2005–2008 NHANES survey. 

H13: There is an association between self-reported SDB and fundus 

photography identified geographic atrophy among adult 40 years and 

older who participated in the 2005–2008 NHANES survey. 

Theoretical Framework 

Life course theory, or the life course approach, is based on an interdisciplinary 

framework for guiding research on health, human development, and aging (D. Kuh, Ben-

Shlomo, Lynch, Hallqvist, & Power, 2003). The approach is applicable to chronic 

disease, infectious disease, and a number of other areas of public health (Ben-Shlomo & 

Kuh, 2002; D. Kuh et al., 2003; Lynch & Smith, 2005). The theory can help explain how 

biological, behavioral, environmental, and psychosocial processes that operate across an 

individual’s life course, or across generations, may influence the development of disease 

risk (D. Kuh et al., 2003). The time factor for the development of AMD is important 

within the context of this framework. AMD has a predictably long latency period and 

exposures—for example, recurrent hypoxic episodes during SDB which are likely to 

occur earlier in life—may promote late disease progression (Lynch & Smith, 2005). 

Although the study collected data on SDB from a single point in time due to the cross-
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sectional design, it is likely that the SDB data represent an ongoing condition. Evidence 

from the literature on the development of AMD implicated a number of risk factors: age, 

smoking (Myers et al., 2014; Thornton et al., 2005; Velilla et al., 2013), race and/or 

ethnicity (Klein, Li, et al., 2013; W. Wong et al., 2014), family history (Seddon, Cote, et 

al., 2005), obesity (Clemons et al., 2005), and a number of genetic mutations (Kanda et 

al., 2007; Klein, Myers, et al., 2013; Seddon et al., 2007; Triebwasser et al., 2015; van 

Lookeren Campagne et al., 2014). As previously stated, genetic studies have shown that 

inheritable mutations may account for up to 70% of the risk for AMD (Seddon, Cote, et 

al., 2005; van Lookeren Campagne et al., 2014). The mutations, present from birth, may 

represent the first “hit” that occurs with the life-course progression of AMD. Although 

the genetic associations are strong for AMD, the penetrance of the disease varies with 

some individuals who present with mild signs of disease, such as drusen, a yellowish 

deposit under the retina, alone, others with the non-neovascular form of AMD, and 

finally 10% of patients progressing to severe AMD, including choroidal 

neovascularization and geographic atrophy (Friedman et al., 2004; Klein et al., 2011). 

This evidence suggests that additional factor(s) can influence AMD patients in addition to 

their genetic predisposition and thus cause their disease to progress later in life. These 

represent additional hits that may increase the risk of developing AMD. Figure 1 

illustrates a life course theory model applied to the study of AMD pathogenesis and 

incorporating the hypothesis of a potential association with SDB. 
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Figure 1. Life course theory model of AMD pathogenesis incorporating the hypothesis of 

a potential association with SDB. 

 
A number of the criteria for causation proposed by Bradford Hill (1965) are 

relevant to AMD and SDB. As discussed, there is biological plausibility that ischemia 

and hypoxia play a role in AMD (Blasiak et al., 2014; Grunwald, Metelitsina, Dupont, 

Ying, & Maguire, 2005). Coherence exists in that the cause-and-effect association of 

ischemia and hypoxia with the disease fit the natural history of the disease (Grunwald et 

al., 2005). There is a temporal relationship between the peak presentation of SDB and the 

presentation of signs associated with early AMD (Bixler, Vgontzas, Ten Have, Tyson, & 
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Kales, 1998; Bourne et al., 2014). This study and its inherent research questions 

attempted to add to the data related to causality by providing evidence of consistency, 

strength of association, and biological gradient. A more detailed discussion of the life 

course theory of chronic disease is presented in Chapter 2. 

One other conceptual model, the chronic care model (CCM), was assessed for this 

study (Wagner et al., 2001). The CCM was initially developed by Wagner et al. in 1996 

and its’ aim was to “transform the daily care for patients with chronic illnesses from 

acute and reactive to proactive, planned, and population-based” (Wagner, Austin, & Von 

Korff, 1996, p. 13). The CCM addresses the shortcomings of the current delivery of care 

to chronic diseases, as they are often managed much the same way as an acute condition. 

This model does not integrate well with the research question of this study as it does not 

take into account the events over the course of the patients’ lifetime that may have 

contributed to disease. For this reason, the life course theory was chosen as the theoretical 

framework for this study. 

Nature of the Study 

In this study, I used a quantitative, cross-sectional approach to understand 

whether SDB characteristics are associated with early or late AMD. Quantitative data are 

most appropriate to investigate this association with appropriate inferential testing. Data 

from the 2005–2008 NHANES retinal fundus photograph evaluation, and sleep disorder 

questionnaire were used in this analysis (CDC, 2016a).  Because the NHANES survey is 

a national survey that includes a representative sampling of the U.S. population, with 
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oversampling of certain underrepresented groups (including the elderly as it pertains to 

this study), the data will enable extrapolation to the U.S. population (CDC, 2011). The 

surveys from the years 2005-2006 and 2007-2008 contain data from a retinal fundus 

photograph evaluation (choroidal neovascularization, geographic atrophy, AMD 

severity), and sleep disorder questionnaire (SDB severity based on questions about sleep 

apnea, insomnia, short sleep duration, and other sleep disturbances). Retinal fundus 

photography from these sampling frames was graded by masked graders at the Wisconsin 

Epidemiological Grading Center (CDC, 2005). This combination of survey and 

examination methodology was appropriate for answering this research question because it 

allowed me to use data from the U.S. population that included individuals who may have 

AMD but are unaware and/or undiagnosed. Grading of fundus photographs by a central 

reading center reduces misclassification bias by categorizing participants based on 

photography findings and not relying upon participant recall. Participants who were not 

aware, or had not been formally diagnosed with AMD, were identified by trained 

independent graders (CDC, 2005).  

To answer the research questions, I conducted a chi-square test for association to 

determine any differences in the distribution of AMD across sociodemographic, lifestyle, 

and sleep characteristics. Cumulative odds ordinal logistic regression (OLR) with 

proportional odds (ordinal dependent variable with responses no AMD, early AMD, late 

AMD) regression and binomial logistic regression modeling (dependent variable with 

responses no choroidal neovascularization, choroidal neovascularization present; no 
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geographic atrophy, geographic atrophy present) were fit to understand the association 

between AMD and sleep parameters after adjustment for sociodemographic and lifestyle 

factors. Survey specific sampling design variables and sampling weights were 

incorporated in the analyses to account for the complex multistage sampling design of 

NHANES. Definitions for early and late AMD with the 2005–2008 dataset have been 

previously defined (Klein et al., 1991) and operationalized from this same dataset looking 

at AMD prevalence (Klein et al., 2011). OLR allowed me to use the robust data provided 

from the masked reading of fundus images. Logistic regression was performed to 

determine whether the presence of AMD could be predicted by self-reported SDB, 

categorized by the definitions of Chen, Redline, Shields, Williams, & Williams (2014). 

Additional covariates were included in the model: age, race/ethnicity, smoking history, 

body mass index (BMI), and diabetes status. ORs with 95% confidence intervals are 

reported. 

Definition of Terms 

AMD): A degenerative disease of the retina that primarily impacts the macular 

region and is currently the leading cause of blindness in industrialized countries (NEI, 

2016b; WHO, 2015) 

Choroidal neovascularization: Often termed neovascular AMD (nAMD) or wet 

AMD, choroidal neovascularization is the formation of new and/or abnormal blood 

vessels from the choroid layer of the retina. In choroidal neovascularization, the vessels 

grow underneath the macula region of the retina, which under normal conditions is 



15 
 

 
 

avascular. These vessels, due to their immaturity, leak fluid, lipid, and proteins into the 

surrounding tissues. Ultimately, this process results in scar formation in the central 

portion of the retina that negatively impacts vision (NEI, 2016b). 

Continuous Positive Airway Pressure: A mechanical ventilation device that is 

placed over the nose and/or mouth during sleep to provide positive airway pressure that 

opens the area of obstruction and allows for improved oxygen saturation. Although 

highly effective, most subjects are non-compliant with the treatment modality (Weaver & 

Grunstein, 2008). 

Drusen: Drusen are yellowish deposits under the retina that are present and can be 

seen in early AMD. Components of drusen include lipid, inflammatory proteins, and 

photoreceptor breakdown products (Mullins, Russell, Anderson, & Hageman, 2000).  

Geographic Atrophy: Defined as the late stage of dry AMD. Geographic atrophy 

consists of areas of retina devoid of the retinal pigment epithelial layer with subsequent 

loss of the overlying photoreceptor layer (NEI, 2016). 

OSA: A condition that occurs during sleep where a subjects tongue falls back 

against his or her soft palate, causing the soft palate and uvula fall back against the back 

of the throat, mechanically closing the airway (American Sleep Apnea Association, 

2016). 

Polysomnography :  Also commonly called a sleep study, is a clinical procedure 

that records brain activity, the oxygen level of the blood, heart rate and breathing, and 
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documents eye and leg movements during the overnight study (Weaver & Grunstein, 

2008) 

SDB:  Refers to a number of conditions that impact the overall quality of sleep for 

an individual that include but are not limited to a formal diagnosis of sleep apnea. In the 

context of the 2005–2008 NHANES data, this includes patient reported sleep apnea; 

sleep apnea symptoms such as habitual snoring, snorting, or stopping breathing; 

insomnia; short sleep duration; and any sleep disorder diagnosed by a physician or other 

health professional (Chen et al., 2014). 

Assumptions 

The 2005–2008 NHANES dataset was used for this study. I assumed that the 

sample I analyzed was representative of noninstitutionalized adults over 40 years in the 

United States. In addition, I assumed that the NHANES Digital Grading Protocol for 

evaluating  fundus photographs was followed (CDC, 2005). Similar grading and staging 

systems for AMD have been shown to have high reliability compared to standard clinical 

examination (Bird et al., 1995; Seddon, Sharma, & Adelman, 2006). Masked grading of 

the retina fundus images was important to this study in order to provide reliable 

categorization of AMD status. 

Scope and Delimitations 

The 2005–2008 NHANES dataset was chosen for this study because it 

represented a unique cross-sectional dataset with masked grading of fundus photography 

for retinal disease. While SDB was based on participants’ self-report of disease, masked 
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grading of AMD severity removed this need and minimized recall and/or report bias. In 

addition, the severity grading of AMD allowed for additional information about the 

disease to be incorporated into the analyses.  A simple dichotomous answer from patient 

self-report as to whether disease is present or absent would limit the amount of 

information available for analyses and potentially introduce additional recall bias. 

The NHANES dataset is a purposive sample from which an approximation of the 

U.S. population was developed. This study was delimited to the population of the United 

States in which the NHANES dataset was collected. Thus, the results are valid and 

generalizable to the U.S. population where the survey was conducted. The results may 

not be generalized to other non-U.S. populations. NHANES used oversampling to 

improve the precision of estimates of health status indicators for population subgroups of 

particular public health interest (Johnson et al., 2013). In 2005–2006, people aged 70 and 

over were oversampled, while in 2007–2008 people aged 80 and over were oversampled 

(Johnson et al., 2013). As AMD prevalence increased significantly with increasing age, 

additional sampling of any subjects over the age of 40 will improve the precision of 

estimating AMD prevalence in those subgroups (W. Wong et al., 2014). 

Limitations 

This study was subject to several limitations. First, given my use of cross-

sectional data I could not make a causal inference as to whether SDB leads to the 

development of late or early AMD. Based on the limitations of the study design, this 

study could only elucidate a better understanding of the association between these two 
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conditions. It is possible that my findings could be explained by an underlying 

mechanism that affects both AMD and SDB—there are a number of shared confounders 

that include age, gender, obesity, diabetes status, and past and current smoking status (see 

Chapter 2). Future research should be aimed at understanding and elucidating whether 

SDB can cause AMD. 

Second, SDB variables were assessed by self-reported questionnaire and thus 

were subject to measurement and/or report bias. At the same time, however, multiple 

questions surrounding SDB could also be a strength in that the variables collected in the 

NHANES sleep questionnaire represented a wide range of questions on the topic of SDB. 

Important information collected using the questionnaire might be lost if there were only 

information on the absence/presence of SDB as diagnosed by polysomnography.  

Third, there are inherent limitations to the NHANES sampling methodology 

(CDC, 2011). The main limitation is that the survey incorporates only 

noninstitutionalized U.S. citizens. As AMD presents primarily in the elderly population, a 

significant number of potential participants could have been in nursing homes, hospitals, 

and long-term care facilities (Klein et al., 2011). In addition, a small number of 

participants opted out of, or were excluded from, undergoing digital fundus photography. 

Also excluded were participants having no light perception, severe visual impairment in 

both eyes, or an infection in at least one eye (CDC, 2005). Finally, the NHANES survey 

data might not contain a representative sample of certain underrepresented age and/or 

ethnic groups (Johnson et al., 2013). 
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Fourth, a number of biases are inherent in survey research (Choi & Pak, 2005). 

Nonresponse bias is a possibility in surveys such as NHANES as answers of participants 

may differ from the potential answers of those participants who did not answer. There is 

variability in the number of participants completing each specific questionnaire 

(demographics, diabetes, sleep, etc.). Survey research such as the NHANES is subject to 

recall bias from self-reported health outcomes that can ultimately result in subsequent 

misclassification bias (Szklo & Nieto, 2014). The NHANES survey has been compared to 

other surveys (Behavioral Risk Factor Surveillance System, National Health Interview 

Survey, and National Survey on Drug Use) using self-reported public health data and is 

found to have comparable predictive validity with these instruments (Li et al., 2012; 

Pierannunzi, Hu, & Balluz, 2013). Additionally, the dependent variable in these analyses 

was obtained from centralized masked grading of fundus photographs, which eliminates 

this bias. 

Significance 

In this study, I examined whether insufficient sleep or sleep disturbances (SDB) 

are associated with AMD using a sample of the U.S. population. U.S. Census Bureau 

projections have estimated that the number of Americans over 65 years of age will more 

than double to 87 million by the middle of this century (United States Census Bureau, 

2015b). Thus, the number of persons with AMD is estimated to double by 2050, from 

2.07 to 5.44 million patients (NEI, 2015). The public health impact of AMD is 

significant, not only due to the increase in population blindness, but to the  number of 
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physical and mental comorbidities associated with visual impairment (Court, McLean, 

Guthrie, Mercer, & Smith, 2014).  

The results from this study are expected to add to the current body of literature on 

the association between SDB and AMD. This additional understanding may have 

important public health implications for promoting improved screening and treatment of 

SDB in order to reduce the impact of AMD on the health of those older than 40 years. In 

addition, an improved preventative treatment for AMD would decrease its costs in the 

healthcare system. CPAP therapy has been shown to be effective in reducing morbidity 

and mortality, although patients are highly noncompliant (Weaver & Grunstein, 2008). In 

a poll conducted by Research!America and the Alliance for Eye and Vision Research 

(AEVR), the fear of blindness was one of the top four "worst things that could happen to 

you" for all respondents, including cancer, Alzheimer’s disease, and Human 

Immunodeficiency Virus/Acquired Immune Deficiency Syndrome () (Association for 

Research and Vision in Ophthalmology, 2014). The fear of blindness can be harnessed 

during discussions between providers and patients; the fear of losing vision may promote 

compliance with CPAP therapy. Conversely, for those patients who present with signs of 

AMD, the retina specialist may provide referral to a sleep clinic for SDB diagnosis. Early 

diagnosis and initiation of therapy for SDB could address not only the comorbidities 

associated with SDB, but they could also prevent or slow the progression of AMD. This, 

in turn, would lower the rates of vision loss, reduce comorbidities associated with vision 
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loss, and reduce the impact of AMD on the health care system and on the overall cost to 

society. 

Summary 

AMD represents a serious global public health problem. With an aging population 

and increasing life expectancy, AMD is expected to have a greater public health impact 

in the future. Although in recent years, data has emerged that elucidate a strong genetic 

association with AMD, the incomplete penetrance of the disease suggests that underlying 

mechanisms are still poorly understood. SDB represents a potentially important variable 

in the pathway of AMD pathogenesis (Figure 1).  

In this chapter, I discussed the epidemiology of AMD and SDB, presented a brief 

overview of the extant literature on these conditions and their potential relationship.  I 

presented the problems associated with an aging population and the consequences of 

AMD and suggested this research is needed to further explore SDB as a risk factor for 

this condition. I specified the research questions related to this research and the 

quantitative methodology I used to address them. I also justified the use of the life course 

theory as a framework for this research. An overview of the assumptions, scope and 

limitations, including those based on the use of secondary data, of the study was 

provided. Lastly, I concluded with a discussion on the significance of the current study 

and implications for positive social change.  

A detailed review of the literature on AMD and SDB is presented in Chapter 2. In 

Chapter 3 I describe the research methodology, including the dependent, independent, 
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and confounding variables, and the statistical testing was used to answer the research 

questions. The results of this study are reported in Chapter 4; the summary, discussion, 

and conclusions are presented in Chapter 5.
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Chapter 2: Literature Review 

Introduction 

The purpose of this quantitative, cross-sectional study was to evaluate the 

association between SDB and AMD in noninstitutionalized U.S. adults based on 

NHANES 2005-2008. Findings from this study will add to the current understanding of 

the associations between these two chronic diseases. 

The association between AMD and SDB is not well understood. (Keenan et al., 

2016; Perez-Canales et al., 2016) suggest that there is an association; Khurana et al. 

(2016) does not.  Khurana et al. (2016) have also shown an association  between SDB 

and late AMD (geographic atrophy) alone.  

AMD is the third leading cause of blindness globally behind cataracts and 

glaucoma; it is the leading cause of blindness in developed countries (WHO, 2015).  

Because AMD is a disease that presents later in life, the elderly population is 

disproportionately affected (WHO, 2015). The United Nations (UN) (2015) estimates that 

globally, the population over 60 years of age is the fastest growing and is expected to 

increase by 45% by the middle of the century. Thus, in the  United States, the U.S. 

Census Bureau projects that 1 in 5 Americans will be over the age of 65 by 2050 (United 

States Census Bureau, 2015b). Given that AMD is age related, it is likely that as the 

population grows older AMD will become a major public health problem. Wong et al. 

(2014) performed a systematic review and meta-analysis of all population-based studies 

[on what exactly?] that used retinal photographs and standardized grading classifications 
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to determine the presence of disease. By their estimation, AMD is prevalent in 

approximately 9% of the global population, which suggests that 196 million people will 

have AMD by the year 2020 (W. Wong et al., 2014). The cause(s) of AMD remain 

elusive. Data suggest a strong genetic association as well as a number of risk factors ,  

including age, smoking (Myers et al., 2014; Thornton et al., 2005; Velilla et al., 2013), 

race and/or ethnicity (Klein, Li, et al., 2013; W. Wong et al., 2014), family history 

(Seddon, Cote, et al., 2005), obesity (Clemons et al., 2005), and a number of genetic 

mutations (Kanda et al., 2007; Klein, Myers, et al., 2013; Seddon et al., 2007; 

Triebwasser et al., 2015; van Lookeren Campagne et al., 2014). Despite a significant 

amount of data supporting risk factors, the cause of AMD remains elusive. SDB causality 

on the other hand is characterized with a higher degree of certainty. 

SDB is defined as a number conditions, including central sleep apnea (CSA), 

OSA, and sleep-related hypoventilation or hypoxemic syndromes (American Academy of 

Sleep Medicine, 2014). During breathing-impaired sleep, the retina does not receive 

appropriate oxygenation and nutrition, and thus is at risk for chronic and irreversible 

damage. There is mounting evidence that SDB may be associated with AMD 

pathogenesis and with retinal disorders in general (Barak, Sherman, & Schaal, 2012; 

Boland et al., 2004; Boltz et al., 2010; Huseyinoglu et al., 2014; Perez-Canales et al., 

2016)This literature review covers the epidemiology of AMD and SDB, the risk factors 

for each disease, the impact of SDB on the treatment of AMD, and finally the association 

between AMD and SDB. There is also a review of the literature on the association 
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between the two diseases and their relationship to the systemic and retinal vascular 

system.  

Literature Search Strategy 

PubMed and Google Scholar were used to identify cohort or cross-sectional 

studies that investigated the possibility of an association between AMD and SDB The 

following Medical Subject Heading (MeSH) terms were used: age-related macular 

degeneration, macular degeneration, choroidal neovascularization, GA, SBD, OSA, and 

sleep apnea. The searches yielded more than 15,000 articles on these two chronic 

diseases. To whittle down this number, the peer-reviewed articles were selected only if 

(a) they were published after 1993, in English and in full text, and only if (b) the subjects 

were over the age of 18 or they used the measure of Apnea-Hypopnea Index (AHI), 

Respiratory Disturbance Index (RDI), self-reported physician diagnoses, or self-reported 

sleep duration were included in the review.  This narrowed down the total to about 300 

articles. 

 

.  

Theoretical Foundation 

The WHO has adopted the life course approach as one of its overarching 

principles in the Global Action Plan for the Prevention and Control of Noncommunicable 

Diseases (WHO, 2013). The life course theoretical model is based on an interdisciplinary 

framework for guiding research on health, human development and aging (Diana Kuh & 
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Ben-Shlomo, 2004). The origin of this theory can be traced back to research investigating 

the impact of the Great Depression of the 1930s on individual and family pathways 

(Elder, 1974). Elder (1974) used data from longitudinal studies to investigate the impact 

of this time period on the long-term development of children born in the 1920s. As Kuh 

et al. (2004) stated, the life course approach to epidemiology is more than the mere 

collection of longitudinal data for analysis or associated with a particular research 

methodology. Important components of the theoretical model are the temporal 

relationships of the exposures and the relationships between these exposures. A challenge 

that is often faced by practitioners of life-course epidemiology is how to translate the 

findings into public health interventions as the biological, social and/or environmental 

exposures have happened in the past. There are three main life-course models: the 

cumulative exposure model, the chains of risk model, and the critical period model 

(Diana Kuh & Ben-Shlomo, 2004). The models are not necessarily discreet and it is 

possible that they may exist simultaneously or as slight variations with aspects of 

multiple models (D. Kuh et al., 2003). The critical period model (Figure 2a) is based on 

the premise that exposure(s) acting during a specific period (in utero for example) can 

impart lifelong effects on the structure and/or function of organs and tissues in the body 

(Nishi et al., 2015). These exposures can exert effects independently or in concert with 

other exposures (Figure 2a). The chains of risk model (Figure 2b) posits that a sequence 

of linked exposures act in a way such that a harmful exposure results in an exposure to a 

subsequent harmful event, thus increasing risk (Nishi et al., 2015). The cumulative risk 
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model is based on the accumulation of a number of types of risks that lead to long-term 

damage and disease development (Nishi et al., 2015). This model differs from the chains 

of risk model in that the exposures can work independently from one another. The 

cumulative risk model (Figure 2c) was proposed as the most appropriate to explain the 

relationship with SDB and AMD. 

 
 
Figure 2. Life course causal models. Adapted with permission (Appendix A) from A Life 
Course Approach to Chronic Disease Epidemiology (Page 10), by D. Kuh, 2004, New 
York: Oxford University Press. Copyright 2004 by the Oxford University Press.   
 
A cumulative risk model of AMD is illustrated in Figure 3.  
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Figure 3. Life Course Cumulative Risk Model for AMD with SDB as a potential 
exposure. 
 

Time is an integral component of life course theory and is an undercurrent 

exposure in the cumulative risk model of AMD. Age-related changes in the eye are not 

specifically called out as a discrete exposure, but should be considered an exposure that 

continually exists in the background of the model. Numerous studies have shown that 

increasing age is associated with increasing risk of disease (Tomany et al., 2004). There 

are several temporally associated exposures that have been shown to highly related to the 

development of AMD. AMD has been associated with a number of genetic mutations, 

most specifically with the genes that code for CFH and the ARMS2/HTRA1 gene (Kanda 

et al., 2007; Seddon et al., 2007). The CFH gene has been shown to regulate the 
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Complement system and keep Complement mediated inflammation under control (Zipfel, 

Lauer, & Skerka, 2010). Mutation of the gene removes the protective effect and increases 

inflammatory response in the retina. Both CFH and ARMS2/HTRA1 mutations have 

been shown to be associated with drusen formation and progression of AMD (Dietzel et 

al., 2014). These early exposures present at births represent the first in a series of 

potential exposures as shown in Figure 3.  

Although the reduction in smoking is one of the most successful Public Health 

victories in the United States, exposure in early adult life and continued smoking for the 

current >40 age group is still significant (Holford, Levy, & Meza, 2016). It has been 

shown that compared to nonsmokers, past and current smokers develop late stage AMD a 

mean of 4.9 and 7.7 years sooner, respectively (p < 0.001 for both) (Lechanteur et al., 

2015). When risk alleles for CFH and ARMS2/HTRA1 mutations and smoking are taken 

into account, late stage AMD develops 12.2 years sooner, on average, then those with no 

risk alleles (p < 0.001) (Lechanteur et al., 2015).   

SDB represents a third, and potentially important exposure that may add to the 

cumulative risk of developing AMD with hypoxia placing additional oxidative stress on 

the already exposed retina (Barak et al., 2012; Keenan et al., 2016; Khurana et al., 2016; 

Perez-Canales et al., 2016). Blasiak et al. (2014) have implicated hypoxia and oxidative 

stress as important factors in the pathogenesis of AMD. Although the authors did not 

speculate on the specific causes of hypoxia, their opinion was that anything that can 

impair the blood supply to the retina might lead to hypoxia, oxidative stress, and cellular 
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dysfunction. Chronic hypoxic episodes due to SDB could be a potential initiator of this 

cascade. 

AMD 

AMD is a degenerative retinal disease primarily affecting the photoreceptor and 

retinal pigment epithelium tissue layers leading to a progressive loss of vision. Early 

AMD presents as lipid rich deposits called drusen and/or mild pigmentary changes in the 

retina, normally without corresponding vision loss (Lim, Mitchell, Seddon, Holz, & 

Wong, 2012). Vision loss from AMD usually is caused by one of two progressive 

degenerative processes termed choroidal neovascularization (wet AMD); neovascular 

AMD (nAMD) or geographic atrophy (dry AMD). Choroidal neovascularization 

constitutes abnormal blood vessel formation in the sub-retinal pigment epithelial and 

subretinal spaces (Lim et al., 2012). This form of AMD can cause dramatic reductions in 

visual acuity due to exudation, pigment epithelial layer detachment (PED), retina pigment 

epithelium tears, and ultimately leads to scarring of the retina (van Lookeren Campagne 

et al., 2014; Yonekawa, Miller, & Kim, 2015). Geographical atrophy is characterized by 

loss of the choriocapillaris layer of the retina and subsequent atrophy of the overlying 

retinal pigment epithelial layer (Lim et al., 2012). This loss of critical tissue layers that 

keep rods and cones healthy and functioning causes photoreceptor loss and subsequent 

decline in visual acuity. Although this process is generally results in more gradual visual 

acuity loss as compared to an acute decline with choroidal neovascularization, both 
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processes can be equally detrimental to quality of life and independence for patients 

(Coleman et al., 2010). 

Patients with nAMD usually present to general ophthalmologists in their late 60s 

or 70s, with a complaint of varying degrees of vision loss and/or metamorphopsia (Klein 

et al., 2011; Ryan, 2013). The defining feature of nAMD is the presence choroidal 

neovascularization, primarily diagnosed based on fluorescein angiography (Lim et al., 

2012). Choroidal neovascularization is the presence of a new blood vessel that originates 

in the choroidal circulation of the retina and can be found underlying or penetrating 

Bruchs membrane, violating the structural integrity of the blood retina barrier. This new 

vessel emerges within the normally avascular macula region and due to its immature 

morphology leaks serous and/or blood exudates into the surrounding retina tissue (Ryan, 

2013; van Lookeren Campagne et al., 2014; Yonekawa et al., 2015). The end product of 

this disease process is fibrous scarring of the retina and irreversible vision loss (Lim et 

al., 2012). Subjects can be affected unilaterally or bilaterally (NEI, 2016b). Having 

choroidal neovascularization in one eye predicts a higher risk for development of 

choroidal neovascularization in the fellow eye (Silva et al., 2011). Current therapy for 

nAMD consists of regular intraocular injections of anti-VEGF medications (Lim et al., 

2012). At the present time there are no preventive therapies available for nAMD. 

Dry AMD is progressive disease with less acute symptom onset when compared 

to nAMD and is a significant cause of moderate and severe loss of central vision in the 

elderly population (Lim et al., 2012; Ryan, 2013). The disease is diagnosed based on a 



32 
 

 
 

dilated fundus examination and diagnostic imaging including fundus photography, fundus 

autofluorescence, and optical coherence tomography (OCT). Dry AMD is characterized 

by the presence of drusen (yellowish deposits that develop within the macula) located 

under the retinal pigment epithelial layer that can be visualized during examination and 

documented based on fundus photography and OCT (Ryan, 2013). In dry AMD, thinning 

of the retinal pigment epithelial layer in the macula develops, along with other age-

related changes to the adjacent retinal tissue layers. When severe, the late stage of dry 

AMD is associated with thinning and loss of function of the neural retinal located above 

the affected retinal pigment epithelial layer (Ryan, 2013). This collective phenotype in 

late stage dry AMD is termed geographic atrophy. The progressive degeneration of light-

sensitive photoreceptor cells in geographic atrophy leads to severe visual loss in affected 

eyes. In addition, dry AMD can progress to the nAMD form of the disease (Holz, Strauss, 

Schmitz-Valckenberg, & van Lookeren Campagne, 2014). Dry AMD is the most 

common form of the disease, occurring in 85%-90% of AMD cases (Klein, Peto, Bird, & 

Vannewkirk, 2004). Currently, no approved therapy exists for non-neovascular AMD. 

The Age-Related Eye Disease Study (AREDS) has shown that taking lutein and 

zeaxanthine supplements (and eating those foods rich in these nutrients such as spinach 

and collard greens) is associated with a decreased risk of AMD and late stage AMD, 

which includes choroidal neovascularization and geographic atrophy (Age-Related Eye 

Disease Study 2 Research Group, 2013; SanGiovanni et al., 2008). The absence of 
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treatment options for dry AMD represents an area of urgent unmet medical need, and a 

major public health concern for the rapidly increasing elderly population. 

Risk Factors for AMD 

A number of population based cohort studies examined the relationship between 

AMD and a variety of possible risk factors. In 1992, the Age-Related Eye Disease Study 

(AREDS) Research Group enrolled participants with varying degrees of AMD severity in 

a study to understand the clinical course and prognosis of AMD. Since then, a number of 

epidemiological studies have provided insight into the complex interplay of genetic, 

environmental, metabolic, and demographic factors that have been shown to be 

associated with the development of AMD (E. Chew et al., 2014; Tomany et al., 2004). To 

illustrate these risk factors, data from the ten-year follow up of the AREDS cohort (E. 

Chew et al., 2014) as well as individual study data and pooled data from Tomany et al. 

(2004) that includes data from the 3 largest population based cohort studies (resulting in a 

pooled population of 9523 adults)- the Beaver Dam Eye Study (BDES, United States), 

the Blue Mountain Eye Study (Australia), and the Rotterdam Study (RS, Netherlands) 

will be used.  

Age. Age is commonly accepted risk factor for AMD as the presentation of the 

disease is uncommon before the fifth decade of life (Ryan, 2013). In the longitudinally 

followed AREDS cohort, age was an identified factor that increased the risk of 

developing late stage AMD over each 5-year period in the 65-69, 70-74, ≥75 age groups 

by 33%, 53%, and 86%, respectively as compared to the 55-64 age group (E. Chew et al., 
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2014). In the Blue Mountain Eye Study, age was strongly correlated with both late and 

early AMD (p<0.0001) (Joachim et al., 2015). Similar results were found in the BDES 

and RS studies (Klein et al., 2007; Smith et al., 2001).  

Genetics. Studies on concordance rates of AMD between monozygotic (MZ) and 

dizygotic (DZ) twins have shown that rates are double in those twins that originate from 

the same ovum (18% and 6% for MZ pairs and DZ twin pairs, respectively) (Seddon, 

Cote, et al., 2005). Models predict that heritability may account for 46% to 71% of the 

variability with AMD (Seddon, Cote, et al., 2005). AMD has also been shown to have a 

strong association with a number of genetic mutations (Edwards et al., 2005; Hageman et 

al., 2005; Haines et al., 2005; Jakobsdottir et al., 2005; Kanda et al., 2007; Klein, Myers, 

et al., 2013; Ratnapriya & Chew, 2013; Seddon et al., 2007; van Lookeren Campagne et 

al., 2014). AMD is most strongly associated with genes that code for CFH (Edwards et 

al., 2005; Hageman et al., 2005; Haines et al., 2005) and the ARMS2/HTRA1 gene 

(Kanda et al., 2007; Seddon et al., 2007). The human genome project has greatly added to 

the understanding of this disease by allowing for the ability to perform genome wide 

association studies (GWAS). A number of GWAS studies have independently confirmed 

genetic variation at the same CFH (Edwards et al., 2005; Hageman et al., 2005; Haines et 

al., 2005) and ARMS2/HTRA1 (Jakobsdottir et al., 2005; Rivera et al., 2005) coding 

regions. In a French cohort, those subjects with the high risk CFH polymorphism (OR, 

6.21) and those subjects with the high-risk ARMS2/HTRA1 (OR, 11.7) polymorphisms 

were associated with significantly higher risks of developing nAMD (Zerbib et al., 2014).  
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Smoking. In the early 1990’s researchers began to investigate the relationship 

between smoking and eye disease; in particular the association of smoking and AMD 

(Eye Disease Case-Control Study Group, 1992). In the pooled BDES, Blue Mountain Eye 

Study, and RS population, past smokers and current smokers were 5.52 and 6.19 times 

more likely to develop AMD compared to nonsmokers, respectively. In the AREDS 

cohort, current smokers had a 56% higher risk of advanced AMD versus nonsmokers (E. 

Chew et al., 2014). 

Inflammation. There is evidence that both the wet and dry forms of AMD are 

associated with an inflammatory process (Ambati & Fowler, 2012; van Lookeren 

Campagne et al., 2014). Excessive activation of inflammatory and immune responses 

within the retina, coupled with the retinal pigment epithelial and photoreceptor 

degeneration, is thought to result in activation of cells that produce complement 

components, pro-inflammatory cytokines, and growth factors resulting in increased 

angiogenesis and vascular permeability (Ambati & Fowler, 2012). Patients with AMD 

have been shown to elevate systemic inflammatory biomarkers such as c-reactive protein 

(CRP), interleukin-6 (IL-6), and homocysteine (Seddon, George, Rosner, & Rifai, 2005). 

Surgically excised choroidal neovascularization tissue in patients with nAMD has been 

shown to contain a number of different types of inflammatory cells (Submacular Surgery 

Trials Research Group, 2005). Dry AMD has been associated with activation of the 

complement System (Reynolds et al., 2009; Whitmore et al., 2015). The complement 

pathway is part of the body’s innate immune system that consists of a complex cascade of 
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serum proteins that interact to mount a defense against foreign pathogens. The 

complement cascade is activated via the classical (antibody-dependent), the alternative 

(antibody independent) and the lectin pathways. Local inflammation and activation of the 

complement cascade has been implicated in drusen formation, as the proteins of the 

complement pathway have been shown histologically to be a component of drusen (Wang 

et al., 2010). Furthermore, as stated previously, polymorphism in genes coding for 

complement or complement regulatory proteins have demonstrated increased risk in the 

development of AMD (Edwards et al., 2005; Haines et al., 2005; Klein, Myers, et al., 

2013; Triebwasser et al., 2015). 

Ethnicity. There are wide variations in the prevalence estimation of AMD and 

nAMD due to the heterogeneity of study populations and the use of different diagnostic 

criteria. However, there is a strong evidence suggesting that the prevalence of AMD, 

including nAMD, is much higher in the population of European ancestry than that in any 

other ethnicity (W. Wong et al., 2014). In the AREDS study there was a 183% higher risk 

of AMD in the Caucasian versus non-Caucasian populations (E. Chew et al., 2014). 

Among people of European ancestry, the annual incidence of late AMD is estimated to 

vary from 2.9 to 3.6 per 1,000 person-years (Buitendijk et al., 2013).  

Sex. AMD is predominantly present in the female population (Klein et al., 2011). 

In the AREDS study there was a 23% higher risk of AMD in women vs. men (E. Chew et 

al., 2014). In the RS study, an increased number of years between menarche and 



37 
 

 
 

menopause were associated with GA, suggesting that female sex hormones may play a 

minor role in disease progression (Tomany et al., 2004). 

Associated Disease. In a U.S. Medicare cohort, diagnosis of diabetic retinopathy 

(DR) significantly increased the risk of nAMD (Hahn, Acquah, Cousins, Lee, & Sloan, 

2013). Compared with non-diabetics, those with proliferative retinopathy were at a 

considerably higher risk (115%) than those with non-proliferative (68%) DR. However, 

having diabetes alone was not associated with an increased risk of developing nAMD. 

Obesity has been weakly associated with a higher risk of developing nAMD (Zerbib et 

al., 2014; Q. Zhang et al., 2016). 

Classification and Severity Scale of AMD 

Classification and severity scales for AMD have been developed based on 

findings from clinical examination and diagnostic imaging using fundus photography, 

fluorescein angiography, and optical coherence tomography (OCT). These scales range 

from a categorization of no aging changes present in the retina to late AMD, which 

includes choroidal neovascularization and geographic atrophy (Ferris et al., 2013; 

Nivison-Smith, Milston, Madigan, & Kalloniatis, 2014). Nivison-Smith et al. (2014) 

provide a detailed description of the Age-Related Eye Disease Study (AREDS) 

classification scheme that identifies clinical signs and pigmentary changes within the 

macula associated with progression of early AMD to late AMD. These grading scales are 

often used in clinical trials and epidemiological studies where masked grading of images 

are used to characterize the presence and/or extent of disease (Nivison-Smith et al., 
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2014). As this study will be using data from the masked grading of the 2005–2008 

NHANES survey period, the classification proposed by Klein et al. (1991) and adopted 

for the NHANES Digital Grading Protocol (CDC, 2005) to define early and late AMD 

will be employed. This will be detailed further in Chapter 3 in the explanation of study 

methodology section. The NHANES Digital Grading Protocol defined “early” AMD as 

the presence of either soft drusen with a grid area of greater than a 500 μm circle and the 

presence of retinal pigment epithelial depigmentation or increased retinal pigment or by 

the presence of soft drusen within the center 125 μm circle with the presence of retinal 

pigment epithelial depigmentation or increased retinal pigment in absence of signs of late 

AMD. “Late” AMD was defined by the presence of any of late lesions, such as GA, 

subretinal hemorrhage or visible subretinal new vessels, PED/retinal detachment, 

subretinal fibrous scar or laser treatment scar, or self-reported history of photodynamic or 

anti–vascular endothelial growth factor treatment for exudative AMD (Klein et al., 2011).  

AMD Epidemiology 

Globally, 8.7% of all cases of blindness are attributed to AMD (W. Wong et al., 

2014), a majority of which can be found in developed nations. The United Nations (UN) 

reports that population ageing is taking place in nearly all countries throughout the world 

resulting from decreasing mortality and declining fertility (United Nations, 2013). Similar 

trends are seen in the United States as the Census Bureau suggested that the number of 

Americans over 65 years of age will more than double to 87 million by the middle of this 

century (United States Census Bureau, 2015a). AMD prevalence in the United States is 



39 
 

 
 

estimated to double by 2050 from 2.07 to 5.44 million patients (NEI, 2016b). The global 

prevalence of early, late, and any AMD were shown in a meta-analysis of population-

based studies to be to be 8.0%, 0.37%, and 8.7%, respectively (W. Wong et al., 2014). As 

seen in other multi-ethnic studies, the highest prevalence of AMD was found in the 

people of European ancestry at 0.50% followed by Asian and Hispanic ethnicities. The 

AMD prevalence rate is lowest among people of African ancestry at 0.28% (W. Wong et 

al., 2014).  

Wong et al. (2014) estimated that by 2020, 11.26 million patients will be 

diagnosed with late AMD, and the current prevalence of 9.64 million will nearly double 

to 18.57 million within next 25 years. Due to global trends in population growth, 

maximum prevalence increase will be seen in Asia, followed by Europe. In Asia, the 

prevalence of late AMD is likely to increase from 4.59 million patients in 2014 to 9.92 

million in 2040, whereas in Europe, the prevalence is projected to increase from 2.57 

million to 3.69 million during the same time period (W. Wong et al., 2014).  

There is some variation in the prevalence estimates of AMD and nAMD due to 

the heterogeneity of study populations and the use of different diagnostic criteria. Klein et 

al. (2011) reported that the overall prevalence of AMD in the 40 and older population of 

the United States based on the NHANES survey was 6.5%. Late AMD (choroidal 

neovascularization and geographic atrophy) was present in 0.8% of the population. The 

disease varies by ethnicity, and was shown to be present 7.3%, 2.4%, and 5.1% of non-

Hispanic Whites, non-Hispanic Black, and Mexican Americans, respectively (Klein et al., 



40 
 

 
 

2011). As the NHANES survey draws from predominantly Caucasian respondents, the 

prevalence numbers may not accurately represent other ethnic groups. In the Los Angeles 

Latinos Eye Study (LALES) the adjusted prevalence of AMD was 10.2% with late AMD 

present in 0.52% of the Latino population. The Multi-Ethnic Study of Atherosclerosis 

(MESA) aimed to study the incidence of AMD and associated risk factors in White, 

Black, Hispanic, and Chinese residents of the United States (Fisher et al., 2016). Subject 

retinal photography data was collected 8 years apart to look for signs of early and late 

AMD. The incidence of early and late AMD was 4.1% and 2.3%, respectively. Consistent 

with other studies of AMD, incidence of early and late AMD was highest in Whites 

(5.3% and 4.1%, respectively), followed by Chinese (4.5% and 2.2%, respectively), 

Hispanics (3.3% and 0.8%, respectively), and lowest in Blacks (1.6% and 0.4%, 

respectively) (Fisher et al., 2016). 

SDB 

SDB is defined by the American Academy of Sleep Medicine as a constellation of 

conditions that includes central sleep apnea (CSA), OSA, and sleep-related 

hypoventilation or hypoxemic syndromes (American Academy of Sleep Medicine, 2014). 

During SDB patients experience periods of apnea (breathing cessation) and hypopnea 

(periods of shallow breathing). The public health impact of SDB is significant, as the 

disease has been implicated as a risk factor for a number of chronic diseases including 

cardiovascular disease, obesity, diabetes, and depression (CDC, 2016b). Each of these 

diseases is associated with a significant morbidity and mortality profile and responsible 
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for much of the chronic disease burden in the United States (Bauer, Briss, Goodman, & 

Bowman, 2014). Long-term consequences of SDB include reduced quality of life 

(Batool-Anwar et al., 2016), cognitive impairment (Osorio et al., 2015), increased risk of 

motor vehicle accidents (Basoglu & Tasbakan, 2014); cerebrovascular (Arzt, Young, 

Finn, Skatrud, & Bradley, 2005), cardiovascular (Kendzerska, Gershon, Hawker, Leung, 

& Tomlinson, 2014), and metabolic disease (Kawada et al., 2015); and increased 

mortality (Kendzerska et al., 2014). 

The gold standard for diagnosing and monitoring SDB and OSA is a 

polysomnography (PSG) examination, otherwise known as a “sleep study” (Epstein et al., 

2009). During the sleep study, patients are monitored for events where there is cessation 

of breathing or shallow breathing as well as changes in brain activity, blood oxygen level, 

heart rate and eye/leg movements. This is most often done in a clinical setting over the 

course of one or more nights by highly trained staff. Home sleep monitoring devices are 

available, although reliability is poor compared to PSG and misclassification is possible 

(Aurora, Swartz, & Punjabi, 2015).  

Current front-line treatment for moderate to severe OSA and SDB is the use of 

CPAP, a device that consists of an air pump connected to a hose/mask apparatus that is 

fitted to the face of the patient with SDB (Epstein et al., 2009). Air is forced through the 

hose/mask under positive pressure and forces open the upper airway, allowing for 

improved oxygenation in the lungs. CPAP has been shown to be highly effective in 

improving objective measures of SDB in a number of randomized clinical trials 
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(McMillan et al., 2014; T. Young et al., 1993). The effects of CPAP therapy are not 

limited to improving objective measures of SDB, but have been shown to improve 

cognitive functioning (Aaronson et al., 2016), glucose metabolism (Pamidi et al., 2015; 

Salord et al., 2016), cholesterol profile (McMillan et al., 2014), and cardiovascular 

outcomes (Marin, Carrizo, Vicente, & Agusti, 2005). Unfortunately, CPAP has been also 

found to be a notoriously non-compliant treatment modality (Weaver & Grunstein, 2008). 

Participants in clinical trials with low compliance do not attain the same results seen in 

those studies that utilize the device as prescribed. A number of recent trials have shown 

that real world initiation of CPAP therapy does not reduce oxidative stress (as measured 

by cardiovascular stress/inflammation biomarkers) or reduce long-term adverse 

cardiovascular outcomes (Paz et al., 2016; Peker et al., 2016). Once the data are adjusted 

for compliance to CPAP treatment, the reduction in inflammatory biomarkers from 

therapy becomes significant (Paz et al., 2016). 

There are other treatment options for the patient with SDB including mandibular 

advancement devices (MAD) (oral appliances) that are worn in the mouth during sleep to 

attempt to mechanically open the upper airway by pushing the jaw forward (D. Young & 

Collop, 2014). Surgical interventions are available to patients with SDB, although they 

are highly invasive as compared to MAD or CPAP. Surgical intervention remains a 

second line treatment for moderate to severe OSA, even in light of the data illustrating 

that uvulopalatopharyngoplasty (UPPP) and maxillomandibular advancement (MMA) 

surgeries have shown statistically significant improvements in AHI (D. Young & Collop, 
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2014). A number of other strategies should be employed to combat SDB including 

diet/weight loss, increase in amount of exercise, and sleep posture regardless of 

CPAP/MAD/surgical approaches. Weight loss (Peppard, Young, Palta, Dempsey, & 

Skatrud, 2000) and increased exercise (Mendelson et al., 2016) have shown to improve 

objective measures of SDB. To date pharmacotherapy for SDB has not proven to be an 

effective treatment modality (Jordan, McSharry, & Malhotra, 2014).      

Classification and Severity Scale of SDB  

During the PSG examination, oxygen saturation of the blood is monitored. 

Shallow breathing causing reductions in blood oxygen saturation are termed hypopneas. 

Apnea is defined as a complete pause in breathing lasting at least 10 seconds during sleep 

(Epstein et al., 2009). By counting the number apneas and hypopneas in an hour of sleep, 

one can derive the apnea-hypopnea index (AHI), a categorical measure of OSA/SDB. 

The AHI is categorized in most of the currently published studies according to the 

following consensus cutoff points illustrated in Table 1 (Epstein et al., 2009). 

Table 1 

Apnea-Hypoapnea Index (AHI) Severity Categories for OSA 

Category AHI 

Normal 0 
Minimal OSA > 0 to ≤ 5 
Mild OSA 5 to ≤ 15 
Moderate OSA 15 to ≤ 30 
Severe OSA ≥ 30 

Note: Adapted from Epstein et al. (2009) 
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Risk Factors Associated with SBD 

Anatomy. OSA syndrome is defined as a condition where there are repeated 

episodes of complete or partial blockage of the upper airway during sleep (Jordan et al., 

2014). There are a number of anatomical factors that lead to a restricted airway 

associated with OSA/SDB (Schwab et al., 2003). These include decreased size of the 

airway lumen, enlarged tonsils, craniofacial anatomy abnormalities (retrognathia for 

example), tongue volume, and body fat in the neck area surrounding the airway. These 

anatomical changes contribute to airway collapse during sleep. A number of upper airway 

muscles that are aroused during wakefulness and become relaxed during sleep have also 

been implicated as a causative factor (Mezzanotte, Tangel, & White, 1992). Inflammation 

of the upper airway due to environmental exposures such as smoking or chronic sinusitis 

can also play a role in SDB (Peppard et al., 2013; T. Young, Peppard, & Gottlieb, 2002). 

Obesity. Obesity is a major risk factor for SDB, a significant public health 

concern as much of the United States population is considered overweight (Franklin, 

Sahlin, Stenlund, & Lindberg, 2013; Heinzer et al., 2015; Peppard et al., 2013). A 

number of studies have shown that weight loss, even in morbidly obese individuals 

undergoing gastric bypass surgery can improve symptoms of SDB (Barvaux, Aubert, & 

Rodenstein, 2000; Grunstein et al., 2007). 

Age. SDB does not seem to be as prevalent in both young and elderly patients and 

has been shown to peak in the 45-64 year-old age group (Bixler et al., 1998). This 
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phenomenon of increasing prevalence of OSA with age and then a reduction in cases 

after age 60 was found in both men and women in the Wisconsin Sleep Cohort Study (T. 

Young et al., 1993). This phenomenon may be partially explained by unreliable results 

from the smaller sample of elderly participants represented in the study population. Many 

SDB studies choose working age populations as their sample, and therefore the elderly 

population is under sampled. These results were not found in a study of women in 

Sweden where participants were selected from the general population without bias for 

selecting certain age categories. In this study OSA was found in 24% (95% CI: 45–55%) 

of females aged 20–44 years, in 56% (95% CI: 47–65%) of females aged 45–54 years 

and in 75% (95% CI: 67–82%) of females aged 55–70 years (Franklin et al., 2013). 

Gender. SDB is generally two times more prevalent in men than in women (Ip, 

Lam, et al., 2004; Kim et al., 2004; T. Young et al., 1993).  

Smoking. Analysis of participants from the Wisconsin Sleep Cohort Study 

indicate that compared with those that have never smoked, current smokers had a 

significantly greater risk of moderate or worse SDB (OR, 4.44) (Wetter, Young, Bidwell, 

Badr, & Palta, 1994). In a study of 964 patients that were former and current smokers 

referred to an outpatient sleep clinic there was a statistically significant association with 

younger age of onset and severity of OSA (Varol, Anar, Tuzel, Guclu, & Ucar, 2015). 

Results to the contrary have been reported from a University Hospital sleep clinic study 

of over 3,000 men (Hoflstein, 2002). In the study logistic regression revealed that heavy 

smokers (>30 pack years) had approximately twice the risk of having AHI >50 compared 
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to nonsmokers, although the OR was <1.0 after adjusting for age, BMI, and gender 

(Hoflstein, 2002).  

Alcohol. Alcohol use as a risk factor is inconclusive as it was studied as a variable 

in a number of epidemiological studies and an association was noted in some, but not 

found in others (Peppard, Austin, & Brown, 2007; Udwadia, Doshi, Lonkar, & Singh, 

2004). In the Wisconsin Sleep Cohort study, men who consumed more alcohol had 25% 

greater odds of mild or worse SDB (OR = 1.25, 95% CI: 1.07-1.46, p = 0.006). For 

women, alcohol consumption was not significantly associated with increased risk of SDB 

(Peppard et al., 2007). 

The Association of SDB and CVD 

SDB is associated with a number of cardiovascular and cerebrovascular diseases 

(Arzt et al., 2005; Kendzerska et al., 2014; Marin et al., 2005; Redline et al., 2010) 

including hypertension (Nieto et al., 2000; O'Connor et al., 2009), and coronary heart 

disease (CHD) (Drager et al., 2010; Gottlieb et al., 2010; Hla et al., 2015). As AMD is a 

disease of the microvasculature it is important to understand the impact of SDB on the 

cardiovascular system. Drager et al. (2010) have illustrated that SDB may be present in 

>50% of subjects with hypertension. There is a strong scientific rationale as to why SDB 

may be related to hypertension as the vascular endothelium may be sensitive to the 

repeated decreased oxygen levels that occur in subjects with SDB (Ip, Tse, Lam, Tsang, 

& Lam, 2004). Theoretical mechanisms include SDB causing endothelial cell dysfunction 

and increased activation of the sympathetic nervous system, both of which have been 
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cited as underlying causality (Ip, Tse, et al., 2004). The same underlying disease process 

may be at play with AMD as the vascular endothelium in the eye is subject to the same 

stressors as the systemic circulation and associations with AMD and hypertension have 

been reported (Hyman, Schachat, He, & Leske, 2000).     

Two population-based studies have provided important data on the impact of 

sleep apnea in the United States. The Sleep Heart Health Study (SHHS) is a prospective 

cohort study of the cardiovascular consequences of OSA (Quan et al., 1997). The 

Wisconsin Sleep Cohort is a stratified random sample from the year 1988 that includes 

state employees in Wisconsin between 30 and 60 years old (T. Young et al., 1993). In one 

of the seminal publications to investigate the association of SDB and hypertension, Nieto 

et al. (Nieto et al., 2000) performed a cross-sectional analysis of the SHHS. The primary 

exposure in this study was measured by AHI and the outcome of interest was 

hypertension (blood pressure >140/90) (Nieto et al., 2000). In this study prevalence of 

hypertension increased significantly with increasing SDB measures, although the authors 

point to the fact that at least some of the association was explained by body mass index 

(BMI). After adjusting for potential confounding variables, the OR for hypertension, 

comparing the highest category of AHI (AHI >30) with the lowest category (AHI<1.5), 

was 1.37 (95% confidence interval [CI, 1.03-1.83; P=.005)] (Nieto et al., 2000). 

O’Connor et al. (2009) reported on the association of hypertension with SDB (AHI<5) in 

the SHHS. In this study, the odds ratio (OR) for hypertension increased in relation to 
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increasing baseline AHI. Although the authors conclude that much of the relationship can 

be accounted for by baseline BMI (O'Connor et al., 2009).  

Kenderska et al. (Kendzerska et al., 2014) performed a retrospective cohort study 

using a clinical database from major academic institution in Canada looking at the impact 

of SDB on a composite CVD outcome (myocardial infarction, stroke, congestive heart 

failure, revascularization procedures, or death from any cause). Cox regression models 

were used to analyze the association between baseline OSA and the composite outcome, 

while controlling for traditional risk variables. AHI was significantly associated with 

event-free survival in univariate analyses when treated as a continuous predictor in their 

model [HR= 1.49, 95% CI: 1.42–1.57; p<0.001] (Kendzerska et al., 2014). Even after 

controlling for a number of CVD risk factors (age, sex, smoking status, BMI, AHI) the 

association between AHI as a continuous variable and the composite outcome of 

remained statistically significant (HR= 1.12; 95% CI: 1.05–1.2, p<0.001). 

Yeboah et al. (Yeboah et al., 2011) investigated the association between OSA and 

CVD in the Multi-Ethnic Study of Atherosclerosis (MESA) cohort. The sample for this 

study included 6814 men and women aged 45–84 years old from United States 

communities with diverse ethnic backgrounds. This provided a population that consisted 

of participants who were 38% White, 28% Black, 22% Hispanic, and 12% Chinese 

(Yeboah et al., 2011). The primary exposure in this study was AHI and the outcome of 

interest was CVD events (defined as CVD events that were adjudicated by a committee 

of physicians). When compared healthy participants, those with OSA were associated 
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with high CVD event rates in both univariate and multivariate models [hazard ratio 

(95%); 1.89(1.22–2.93), p = 0.004 and 1.91(1.20–3.04), p = 0.007, respectively] (Yeboah 

et al., 2011). 

SDB and CVD 

Marshall et al. (2014) studied 400 participants in Australia to investigate as to 

whether SDB increased the risk of stroke, all-cause mortality, CVD, and CHD. The 

primary exposure in this study was the respiratory disturbance index (RDI) and the 

outcome of interest was the prevalence of ischemic stroke (Marshall et al., 2014). OSA 

severity was quantified at a single night portable home PSG in 1990 and then participants 

were followed up in 2010. Moderate-severe OSA was statistically associated with all-

cause mortality (HR = 4.2; 95% CI 1.9, 9.2) and stroke (3.7; 1.2, 11.8), but not associated 

with CVD (1.9; 0.75, 4.6) or CHD incidence (1.1; 0.24, 4.6) (Marshall et al., 2014). The 

authors comment that although the prevailing thought is that sleep apnea is thought to 

increase mortality through cardiovascular disease, the association was not statistically 

significant in this study (Marshall et al., 2014).  

The SHHS study showed a significant positive association between stroke and 

AHI was in men (p=0.016) (Redline et al., 2010). Men in the highest AHI quartile (>19) 

had an adjusted hazard ratio of 2.86 (95% confidence interval, 1.1–7.4). In the mild to 

moderate range (AHI, 5–25), each one-unit increase in AHI in men was estimated to 

increase stroke risk by 6% (95% confidence interval, 2–10%). In women, stroke was not 
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significantly associated with AHI, but there was an increased risk observed when the AHI 

was > 25 (Redline et al., 2010).  

Arzt et al. (Arzt et al., 2005) performed cross-sectional, longitudinal analyses on 

subjects from the Wisconsin Sleep Cohort. The primary exposure in this study was 

measured by AHI and the outcome of interest was stroke. In the study, participants with 

an AHI of ≥20 or greater had increased odds for stroke (OR=4.33; 95% confidence 

interval, 1.32– 14.24; p <0.02) compared with those without SDB (AHI <5) after 

adjustment for known confounding factors (Arzt et al., 2005).  

The previous studies illustrated association between OSA and stroke, although 

their patient population represented middle-aged persons that may not be representative 

of the elderly population. To investigate whether OSA is associated with stroke in this 

population, Munoz et al. (2006) performed a prospective longitudinal study in elderly 

subjects from Spain. The primary exposure in this study was measured by AHI and the 

outcome of interest was stroke (Munoz et al., 2006). In subjects with severe OSA 

(defined as AHI > 30) at baseline had a statistically significant risk of stroke  (hazard 

ratio= 2.52, 95% CI= 1.04 to 6.01, P= 0.04) (Munoz et al., 2006). 

SDB and CHD 

Hla et al. (2015) reported findings from the Wisconsin Sleep Cohort Study on the 

association of CHD and SDB. This study investigated 1,131 adults over the age of 30 

who completed one or more overnight sleep studies, which were free of CHD baseline, 

and were not treated by CPAP. Participants were then followed longitudinally for 24 
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years. The primary exposure in this study was measured by AHI and the outcome of 

interest was CHD or heart failure (HF) (Hla et al., 2014). Participants with untreated 

severe SBD (AHI > 30) were 2.6 times more likely to have CHD or heart failure 

compared to those without SDB (Hla et al., 2015). 

Gottlieb et al. (2010) reported an association of CHD with SDB in the SHHS. In 

their study, they investigated 1927 men and 2495 women >40 years of age and free of 

coronary heart disease and heart failure at the time of study entry (Gottlieb et al., 2010). 

Subjects were followed for a median of 8.7 years. The primary exposure in this study was 

measured by AHI and the outcome of interest was CHD (Gottlieb et al., 2010). OSA was 

shown to be a significant predictor of CHD only in men ≤70 years of age (adjusted 

hazard ratio 1.10 [95% confidence interval 1.00 to 1.21] per10-unit increase in apnea-

hypopnea index [AHI]) but not in men >70 or in women of any age. In men age 40 to 70 

years old, those participants that had AHI >30 were 68% more likely to develop CHD 

than those with AHI <5 (Gottlieb et al., 2010).    

SDB Epidemiology 

As with AMD, the estimated prevalence numbers for SDB have a broad range, 

likely based on the methodology and definitions for determining the presence of disease 

(Franklin et al., 2013; Heinzer et al., 2015; Peppard et al., 2013; T. Young et al., 1993). 

One of the highest prevalence estimates comes from Franklin et al. (2013) in a study of 

OSA in a Swedish population-based random sample of 10,000 women. The authors 

report that OSA (defined as AHI ≥5) occurs in 50% (95% CI 45–55%) of females aged 
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20–70 yrs. 20% of females have moderate (defined as AHI 15-<30) and 6% severe sleep 

apnea (defined as AHI ≥30). In those participants 55-70 years old or with a BMI ≥ 30 

kg/m2 severe sleep apnea was present in 14% (95% CI 8.1–21%) and 31% (95% CI 12–

50%) of the population, respectively (Franklin et al., 2013). The higher estimates in this 

study may be due to the fact that home PSG was used to measure AHI and the 

measurement was not performed in a standardized clinical setting. 

Heinzer et al. (2015) studied a population of 3043 participants in Lausanne, 

Switzerland. Participants were examined with PSG in a University Hospital setting and 

moderate to severe SDB was defined as AHI ≥15. The prevalence of moderate-to-severe 

SDB was 23.4% (95% CI: 20.9–26.0) in women and 49.7% (95% CI: 46.6–52.8) in men. 

There was a statistically significant difference across all categories of SDB based on 

those <60 versus ≥60 and men vs. women (Heinzer et al., 2015).  

The Wisconsin Sleep Cohort Study estimated the prevalence of OSA in a random 

sample of 3,513 US employees in Wisconsin ages 30-60 years (T. Young et al., 1993). 

Participants were observed during an overnight PSG examination. The estimated 

prevalence of SDB (defined as AHI ≥5) was 9% for women and 24% for men. Peppard et 

al. (2013) investigated this same population during the periods of 1988–1994 and 2007–

2010. The authors estimate moderate to severe SDB (AHI ≥15) are 10% (95% CI: 7-12) 

among 30–49-year-old men; 17% (95% CI: 15-21) among 50–70-year-old men; 3% (95% 

CI: 2, 4) among 30–49-year-old women; and 9% (95% CI: 7, 11) among 50–70 year-old 

women (Peppard et al., 2013). These results indicate that over the two decade study 
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period, there was between a substantial increase in SDB in the U.S. population (Peppard 

et al., 2013).  

A number of epidemiological studies have been performed in populations that 

predominantly consist of ethnicities other than Caucasian. In a study of middle age Indian 

men, the prevalence of OSA was 19.5% (Udwadia et al., 2004). In a population-based 

sample from Korea, the prevalence of SDB was 27% and 16% in men and women, 

respectively (Kim et al., 2004). In a study of middle-aged Chinese men and women living 

in Hong Kong the prevalence of SDB was 8.8% and 3.7%, respectively (Ip et al., 2001; 

Ip, Lam, et al., 2004).  

AMD and SDB  

As humans age, there is evidence that the quality of sleep deteriorates (Bloom et 

al., 2009). Changes in circadian rhythms, the sleep–wake cycle, and decreased synthesis 

of melatonin may all contribute to this phenomenon (Bloom et al., 2009; Rosen et al., 

2009). There is clear evidence that SDB is associated with the development of 

cardiovascular (Laaban et al., 2002; Lavie, Herer, & Hoffstein, 2000; Nieto et al., 2000; 

Peker, Hedner, Kraiczi, & Loth, 2000; Peppard, Young, Palta, & Skatrud, 2000; Shahar 

et al., 2001; Stone et al., 2016) and neurodegenerative diseases (Buratti et al., 2014; 

Osorio et al., 2015; Yaffe, Nettiksimmons, Yesavage, & Byers, 2015). Experimentally, it 

has been demonstrated that apnea leads to neuronal damage (apoptosis) in susceptible 

regions of the brain (Fung, Xi, Zhang, Sampogna, & Chase, 2012; J. H. Zhang, Fung, Xi, 

Sampogna, & Chase, 2009). 
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One common mechanism that has been proposed to describe this relationship 

between SBD and both cardiovascular and neurodegenerative diseases is vascular 

impairment (Buratti et al., 2014). Similarly, vascular impairment has been proposed as a 

possible mechanism for AMD pathogenesis (Boltz et al., 2010; Grunwald et al., 2005; 

Remsch et al., 2000). Based on the high-energy demand of human retina, nature has 

provided it with one of the greatest blood flow networks of any organ in the human body 

relative to its size (Ames et al., 1992; Blasiak et al., 2014; Boltz et al., 2010; Remsch et 

al., 2000; Sim & Fruttiger, 2013). This places the outer retina, which is avascular but 

highly metabolic, in a vulnerable state when there is insufficient energy and low 

oxygenation of the blood stream.  

The eye allows researchers the ability to investigate microvascular changes in a 

non-invasive manner, therefore providing a window on the health of the systemic 

vasculature. Retinal arterioles are shown to be anatomically similar to cerebral and 

coronary arterioles, and systemic disease can often be diagnosed from ophthalmic 

examination or through the use of diagnostic techniques such as fundus photography, 

fluorescein angiography, and optical coherence tomography (OCT) (Klein, Klein, & 

Moss, 1997; T. Wong et al., 2001). In both the CHS and ARIC study cohorts, retinal 

microvascular abnormalities are strongly and independently associated with hypertension 

as evident by arteriolar narrowing (as measured by the arteriovenous ratio [AVR]) and 

arteriovenous nicking (Sharrett et al., 1999; T. Wong et al., 2002). Although there is a 
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significant relationship, it is unclear whether AVR and/or arteriovenous nicking are an 

appropriate measure of disease. 

Microvascular changes have been shown to be associated with SDB in the Multi-

Ethnic Study of Atherosclerosis (MESA) study (M. Chew et al., 2016). Women that were 

enrolled in the MESA study showed an association between SBD and narrower arterioles 

[regression coefficient (β)= -5.76; 95 % CI: -8.51, -3.02] after adjusting for cardio-

metabolic risk factors. Although in men there was no association between SDB and 

arteriolar caliber, there was an association with incident CVD (M. Chew et al., 2016). 

The authors proposed that there may be a potential gender difference in the susceptibility 

to microvascular disease in association with SDB (M. Chew et al., 2016).  

Boland et al. (2004) performed a sub study of the Sleep Heart Health Study 

(SHHS) that examined the relation between SDB (as measured by RDI) and retinal 

microvascular abnormalities. The SHHS is a prospective cohort design study consisting 

of subjects 40 years and older to investigate the association of SDB with cardiovascular 

disease (Quan et al., 1997). The authors found that the overall prevalence of retinopathy 

was slightly higher in people with higher RDI values, although after adjustment for age, 

body-mass index, hypertension, diabetes, and other factors, the association no longer 

held. The authors concluded that the weak association with SDB and early microvascular 

dysfunction should be investigated further.  

Boltz et al. (2010) tested the hypothesis that lower retinal blood flow (inducing a 

hypoxic environment within the retina) may be associated with an increased risk of 
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developing choroidal neovascularization in an observational longitudinal study. Their 

research indicated that lower retinal blood flow had a statistically significant association 

with progression to choroidal neovascularization. This supports the hypothesis that the 

hypoxic environment created by SDB may also have an effect on the progression of 

AMD.  

In addition to the retina allowing for insight into microvascular changes in the 

body, neurodegenerative changes in the eye have can also be examined, quantified, and 

imaged non-invasively in individuals with SDB (Huseyinoglu et al., 2014; Shiba et al., 

2014; Xin, Wang, Zhang, Wang, & Peng, 2014). Huseyinoglu et al. (2014) investigated 

101 subjects with OSA and 20 controls without OSA using OCT to look at impact on the 

retina nerve fiber layer (RNFL). The researchers performed PSG and ophthalmologic 

examination including visual field (VF) testing. Subjects were graded based on PSG 

score and placed into mild, moderate, and severe OSA categories. The researchers found 

that there was a significant reduction in RNFL thickness in the subjects with severe OSA 

compared with the other categorized groups. Shiba et al. (2014) corroborated these 

findings in a study of 124 consecutive subjects who underwent PSG and OCT to measure 

RNFL thickness, foveal thickness, and total macular volume. Their findings indicate that 

the RNFL thickness was correlated with higher AHI values (Shiba et al., 2014). PSG 

findings were not correlated with foveal thickness or total macular volume. These 

findings have been corroborated in other research studies illustrating that thinning of the 

retina and choroid occurs with increasing OSA severity (Xin et al., 2014). Similar to the 
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aforementioned retinal findings, multiple studies investigating the morphological changes 

in brains of subjects with OSA have shown that the volume of cortical gray matter is 

smaller in patients with OSA as compared to controls (Branger et al., 2016; Morrell et al., 

2003; Torelli et al., 2011; Yaouhi et al., 2009). 

Another important pathological finding that is shared by subjects with AMD or 

SDB is the accumulation of amyloid-beta (Aβ) in the retina (Mullins et al., 2000; Ohno-

Matsui, 2011; Ratnayaka, Serpell, & Lotery, 2015) and brain, respectively (Branger et al., 

2016; Sprecher et al., 2015). Retinal ganglion cells (RGC) and the retinal pigment 

epithelial layer have been identified as a source Aβ deposition within the retina as a 

component of drusen (Ohno-Matsui, 2011). Amyloid plaques in the brain have been 

shown to be a hallmark of Alzheimer’s disease (Jack et al., 2013). Branger et al. (2016) 

have illustrated that Aβ accumulation in the brain, as assessed by structural MRI and 

florbetapir-PET scans, was associated with worse self-reported sleep quality. Sprecher et 

al. (2015) found similar results in participants enrolled in the Wisconsin Registry for 

Alzheimer’s Prevention (WRAP). Results illustrated that participants with the perception 

of less adequate sleep, more sleep problems, and greater somnolence had a greater brain 

amyloid burden (Sprecher et al., 2015). In this study, Aβ was not associated with reported 

sleep amount, symptoms of SDB, trouble falling asleep, or the Epworth Sleepiness Scale 

(ESS) score (Sprecher et al., 2015). This phenomenon has been noted in other studies 

imaging Aβ deposition in the brain of those with symptoms of SDB (Spira et al., 2014).  
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As stated by Blasiak et al. (2014) “it is hard to determine whether any particular 

pathology is linked with the stress caused by a risk factor or if it is a consequence of the 

pathology or a combination of both”. Oxidative stress is defined as an imbalance with the 

production of reactive oxygen species (ROS) and antioxidant defenses against those free 

radicals (Betteridge, 2000). Cells have the ability to combat free radicals in most acute 

situations, although in chronic situations tissue damage can ensue that may be irreversible 

(Blasiak et al., 2014). The retina is constantly producing waste products from the 

reactions that transpire when light energy causes photochemical reactions with the 

photoreceptors. The retina has innate mechanisms of autophagy (intracellular mechanism 

of waste removal) to remove these waste products by the retinal pigment epithelial layer. 

Blasiak et al. (2014) proposes that any event that impairs blood flow to the retina or 

reduces retinal oxygenation (SDB, smoking, COPD for example) will induce hypoxia 

thus impairing the normal autophagy function within the retina, resulting in the build-up 

of waste products. This build-up of waste products in AMD (drusen for example) can 

cause a mechanical impairment of the transmission of signals from photoreceptors to the 

appropriate processing centers in the brain (Blasiak et al., 2014). Oxidative stress has 

been implicated as the cellular mechanism by which smoking is associated with AMD 

(Marazita, Dugour, Marquioni-Ramella, Figueroa, & Suburo, 2015). Marazita et al. 

(2015) demonstrated that exposure of human retinal pigment epithelial cells to a cigarette 

smoke concentrate enhanced ROS levels and caused DNA damage. In their experiment, 
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interleukin-6 (IL-6), IL-8, and VEGF levels were increased and CFH expression was 

downregulated (Marazita et al., 2015).  

SDB and Treatment for AMD 

SDB has also been shown to interfere with current anti-VEGF treatments for 

neovascular AMD. Barak et al. (2012) analyzed the functional and anatomical response 

to treating choroidal neovascularization with anti-VEGF therapy with Avastin® in 

patients before and after treatment of OSA. Untreated OSA in this study hampered the 

response to anti-VEGF therapy for the treatment of neovascular AMD. After CPAP 

therapy, the anatomical improvement provided by anti-VEGF treatment was evident, 

although functional vision improvement did not follow. Nesmith, Ihnen and Schaal 

(2014) looked at 103 patients with AMD compared to age-matched controls with regard 

to treatment response to anti-VEGF therapy. Symptoms associated with OSA were 

collected using the Berlin Questionnaire (BQ). The authors found that 30% of subjects 

with AMD that had a poor response to anti-VEGF therapy were at a significantly higher 

risk of OSA as assessed by the BQ (p< 0.05) (Nesmith et al., 2014). 

SDB Associations with AMD 

Recently, a number of studies have looked at whether sleep-associated variables 

are associated with AMD (Keenan et al., 2016; Khurana et al., 2016; Perez-Canales et al., 

2016). Khurana et al. (2016) administered a prospectively designed sleep history 

questionnaire to 1,003 consecutive patients in a private retina practice. Participants were 

graded and placed into categories of no AMD, early AMD, nAMD, or geographic 
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atrophy using the modified Wisconsin Age-Related Maculopathy Grading System. Using 

multivariate analysis (controlling for age, gender, and smoking history), sleep hours were 

not associated with nAMD (p = 0.97) as compared to controls. Sleeping >8 hours was 

associated with GA (p = 0.02) when compared with patients without AMD (age-adjusted 

OR=7.09; 95% confidence interval, 1.59–31.6) (Khurana et al., 2016). The strength of 

this study is a large sample size as well as grading of retinal findings from fundus 

photographs. One of the weaknesses of the study is the questionable generalizability as 

all subjects were recruited from one clinic located in one geographic area.  

Perez-Canales et al. (2016) performed a case control study that found a 

statistically significant association between sleep duration and AMD (for <6 hours, 

OR=3.29, 95% confidence interval 1.32–8.27; for 6–7 hours, OR= 2.25, 95% CI 0.80–

6.32; and for >8 hours, OR=1.39, 95% CI 0.53–3.73) compared with the reference 

category of 7–8 hours. In addition, the highest utilization of sleep medication was being 

used in the population with AMD (p < 0.001). The results of the study remained 

statistically significant after adjustment for smoking status, history of depression, regular 

physical activity, BMI and hypertension (Perez-Canales et al., 2016). This trend towards 

a higher risk of nAMD in subjects with both short and long sleep duration when 

compared with those in the 7–8 hours group suggests a possible U-shaped relationship 

between sleep duration and nAMD (Perez-Canales et al., 2016). This study did not 

investigate the association of sleep duration and GA.  
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Keenan et al. (2016) linked English national hospital episode statistics (HES) for 

248,408 patients with AMD that were admitted to English National Health Service 

(NHS) treatment facilities and also had OSA. Their results showed that OSA was 

positively associated with AMD (Keenan et al., 2016). The authors accounted for obesity 

as a potential confounder in the analysis, although it had little effect on the association. 

The strength of this study is that it includes a large number of participants from a major 

healthcare system, although as with many of the other studies AMD severity was not 

categorized. 

Several studies have documented the association between SDB and other 

ophthalmological diseases, including nonischemic anterior optic neuropathy, 

chorioretinopathy, floppy eyelid syndrome, primary open-angle glaucoma, normal-

tension glaucoma, and papilledema. There are several studies showing association 

between SDB and glaucomatous changes in the optic nerve characterized by optic nerve 

head changes (Casas et al., 2013), visual field defects, and RNFL thickness (Casas et al., 

2013; Ferrandez et al., 2016; Lin et al., 2011) in light of the intraocular pressure (IOP) 

being normal. 

Confounders 

AMD and SDB share similar potential confounders that include age, gender, 

obesity, and past and current smoking status. Age is the most strongly associated risk 

factor for AMD and in concert with obesity is the most important risk factor for SDB. 

SDB has been shown to reach peak prevalence in the 45-64 year old age group (Bixler et 
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al., 1998), while AMD has been shown to increase in prevalence with increasing age (E. 

Chew et al., 2014; Tomany et al., 2004). Gender is a potential confounder in both 

diseases as with AMD there is a slightly higher prevalence in women (E. Chew et al., 

2014; Tomany et al., 2004), whereas SDB is more prevalent in men (Heinzer et al., 2015; 

Peppard et al., 2013). There have been reports that menopausal status may influence the 

prevalence estimates of SDB and this same confounding has been suggested with AMD 

(Bixler et al., 2001; Tomany et al., 2004). Obesity is strongly associated with SDB, 

whereas the association with AMD is weak (Q. Zhang et al., 2016). In studies of SDB 

and AMD where obesity was taken into account as a confounder, the effect on the 

association was minimal (Keenan et al., 2016). Smoking is strongly associated with both 

AMD (E. Chew et al., 2014) and SDB (Varol et al., 2015). In both diseases, smoking is 

associated with earlier onset of disease and worse severity. Race/ethnicity is likely a 

stronger confounder for AMD than SDB as strong associations with AMD and 

participants of European ancestry have been reported (W. Wong et al., 2014). Smoking is 

shown to be strongly associated with AMD and studies have shown an association with 

SDB (Varol et al., 2015). Based on the shared confounders listed above it was important 

to control for these variables in the analyses that I discuss in more detail in Chapter 3. 

Summary 

In summary, the current research is inconclusive on the association between SDB 

and AMD and SDB and AMD severity. One of the main limitations to date has been the 

lack of a population-based research study to investigate the association between the two 
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diseases. In addition, there is no study to date that uses masked grading of retinal 

photographs to determine AMD severity and analyze these findings in light of a sleep 

questionnaire with multiple sleep related variables. Therefore, this study includes a large 

sample from the NHANES 2005–2008 survey period that includes fundus photography 

determined AMD status using masked graders and a validated grading protocol and a 

sleep questionnaire to capture self-reported variables for SDB. I will detail the 

methodology and analyses in Chapter 3. 
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Chapter 3: Research Method 

Introduction 

The purpose of this quantitative cross-sectional study was to evaluate the 

association between SDB and AMD in noninstitutionalized U.S. adults from 2005-2008 

and to serve as proof of concept to promote future research on causality. In Chapter 3, I 

present the study design and describe the study population, criteria for sample selection, 

definition of variables, data collection methodology, and instrumentation and materials. I 

also cover the NHANES 2005–2008 dataset and data analysis, the ethical protection of 

participants; and the Institutional Review Board () review and approval.  

Research Design and Rationale 

To address the research questions related to the purpose of this research, I 

investigated whether respondents with SDB (independent variable) had an increased 

prevalence of AMD (dependent variable) using nationally representative data, both with 

and without controlling for confounders.  Cross-sectional study designs have been 

commonly used to study associations between dependent and independent variables using 

population-based surveys such as NHANES (Creswell, 2014). There were no time or 

resource constraints for this study. 

Research Hypotheses  

The research questions and associated hypotheses that will guide this study are as 

follows:  
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Research Question 1: Is there an association between self-reported SDB and 

fundus photography identified AMD among adults 40 years and older who participated in 

the 2005–2008 NHANES survey before and after controlling for age, smoking, and BMI? 

H01: There is no association between self-reported SDB and fundus photography 

identified AMD among adults 40 years and older who participated in the NHANES 2005 

to 2008 survey before and after controlling for age, smoking, and BMI. 

H11: There is an association between self-reported SDB and fundus photography 

identified AMD among adult 40 years and older who participated in the NHANES 2005 

to 2008 survey before and after controlling for age, smoking, and BMI. 

Research Question 2: Is there an association between self-reported SDB and 

fundus photography identified neovascular AMD among adults 40 years and older who 

participated in the 2005–2008 NHANES survey before and after controlling for age, 

smoking, and BMI? 

H02: There is no association between self-reported SDB and fundus photography 

identified neovascular AMD among adults 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

H12: There is an association between self-reported SDB and fundus photography 

identified neovascular AMD among adult 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

Research Question 3: Is there an association between self-reported SDB and 

fundus photography identified geographic atrophy among adults 40 years and older who 
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participated in the 2005–2008 NHANES survey before and after controlling for age, 

smoking, and BMI? 

H03: There is no association between self-reported SDB and fundus photography 

identified geographic atrophy among adults 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

H13: There is an association between self-reported SDB and fundus photography 

identified geographic atrophy among adult 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

Methodology 

Population 

This study comprises adults 40 years and older that participated in the NHANES 

survey during the sampling timeframes of 2005-2006 and 2007-2008. The NHANES 

survey period of 2005–2008 is unique in that these two sampling frames include digital 

fundus photographs captured at a mobile examination center (MEC). Participants 

included in this study provided responses to the Sleep Disordered Questionnaire (SLQ) 

and had digital fundus photographs acquired as a part of NHANES. The population is 

comprised of noninstitutionalized individuals from the 50 states and the District of 

Columbia. The NHANES dataset does not include active duty military members by 

design (Zipf et al., 2013). 
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Sampling and Sampling Procedures  

The NHANES survey uses a multistage probability sampling design to select a 

sample representative of the civilian noninstitutionalized household population of the 

United States (Zipf et al., 2013). Sample selection, collection, and cleaning procedures 

for NHANES has been previously published (Zipf et al., 2013).  

An a priori power analysis was conducted to determine an adequate sample size 

using G*Power 3.1 (Faul, Erdfelder, Buchner, & Lang, 2009). Assumptions in 

determining minimum sample size included a two-tailed alpha of 0.05 and a power of 

90% to detect a weak association indicated by an OR of 1.2 (Monson, 1990). Monson 

(1990) indicates that an OR below 1.2 indicates no association. Therefore an OR of 1.2 

was used to estimate the minimum sample size needed; which was 1984 participants. 

According to Klein et al. (2011), 5553 participants that were ≥40 years of age in the 

2005–2008 NHANES dataset had at least 1 eye that could be evaluated for AMD. As 

nAMD and geographic atrophy (late AMD) are only present in a small portion of the 

population, the entire sample of participants that were ≥40 years of age, had at least 1 eye 

that could be evaluated for AMD, and completed the sleep disorder questionnaire will be 

included in the analyses. 

Procedures for Recruitment, Participation, and Data Collection 

The NHANES Survey is a national survey conducted by the National Center for 

Health Statistics and consists of a representative sample of the noninstitutionalized and 

civilian population of the United States. The first National Health Examination Survey 
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(NHES-1) was performed in 1959 (Zipf et al., 2013). During the years 1959-1970 the 

survey was performed periodically. As of 1999, the data has been continuously collected 

during concurrent sampling timeframes. The goals of this continuous survey is to provide 

prevalence data on selected diseases and risk factors for the U.S. population, to monitor 

trends in selected diseases, behaviors, and environmental exposures, to explore emerging 

public health needs, and to maintain a national probability sample of baseline information 

on health and nutritional status in the United States (Zipf et al., 2013). The NHANES is a 

unique survey as it not only contains participants’ self-reported health information from 

survey instruments, but also information from physical examinations and laboratory tests 

(Zipf et al., 2013). The participant interviews are conducted in the home, while the 

physical examinations are performed at a MEC. The combination of self-reported health 

information, physical examinations, and laboratory tests allows for analyses to be 

performed that would otherwise not be possible, or as accurate, with self-reported 

information alone (Zipf et al., 2013). Datasets from the NHANES survey are publically 

available and can be downloaded from the CDC website 

(http://www.cdc.gov/nchs/nhanes/).  

The MEC was used to collect retinal fundus images to assess the prevalence of 

vision loss and retinal diseases, such as AMD. Digital fundus photography was 

performed to obtain two 45° digital retinal images for each eye of NHANES participants 

involved in this ancillary study using the Canon CR6 non-mydriatic camera with a Canon 

10D camera back (6.3 megapixels per image) (CDC, 2005). Masked grading of digital 
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fundus photos eliminates recall bias that would otherwise be present from participant 

self-report, although this does not completely rule out the potential for misclassification 

bias that will be discussed further in this chapter. As this study investigated AMD as an 

ordinal variable, the grading of fundus photos will allow for the diagnosis of early signs 

of AMD that often do not cause visual disturbance in the patient and may not be 

communicated in survey findings alone. 

Operationalization of Variables 

The dependent variables for this study depend upon the research questions asked 

and included AMD status (categorical-none, early, and late AMD), nAMD, and 

geographic atrophy as defined by masked fundus photo grading. The independent 

variables included demographic variables (age, gender, race, BMI), diabetes status, 

smoking status (past or current smoker) and SDB variables (sleep apnea, sleep apnea 

symptoms of snoring and snorting/stop breathing, insomnia, short sleep duration, and any 

sleep disorder diagnosed by a physician or other health professional).  

Dependent variables (AMD, geographic atrophy, and choroidal 

neovascularization). The following AMD Variables are defined from masked grading of 

fundus photos as specified in the NHANES Digital Grading protocol and illustrated in 

Table 2 (CDC, 2005). Definitions for No AMD, Early AMD, and Late AMD are defined 

in the NHANES Digital Grading Protocol and this approach has been used in other 

NHANES research (Klein et al., 2011). No AMD is defined as gradable images without 

evidence of lesions associated with AMD. Early AMD was defined by the presence of 
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either soft indistinct drusen or the presence of retinal pigment epithelial depigmentation 

or increased retinal pigment, together with any type of drusen, or by the presence of soft 

drusen with an area of 500 μm or larger in absence of signs of late AMD. Late AMD was 

defined by the presence of any of the following: geographic atrophy or retinal pigment 

epithelial layer detachment, subretinal hemorrhage or visible subretinal new vessels, 

subretinal fibrous scar or laser treatment scar, or self-reported history of photodynamic or 

anti–vascular endothelial growth factor treatment for exudative AMD. I present these 

definitions in Table 2. 
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Table 2 

AMD Variables: NHANES 2005-2008 

Data 
variable 

Variable 
category 

Definition Variable 
recode 

OPDUARM No AMD Gradable images with no evidence of 
lesions associated with AMD. 

0 

 Early 
AMD 

Defined as either soft drusen present 
with a grid area of greater than a 500μm 
circle and a pigmentary abnormality 
present (increased pigment or 
depigmentation in the grid) or soft 
drusen present in the center circle and a 
pigmentary abnormality is present 
(increased pigment or depigmentation in 
the grid). No evidence of late AMD as 
defined below will be present. 

1 

 Late 
AMD 

Defined as the presence of any late 
lesions, such as GA, PED/RD 
detachments, subretinal hemorrhage, 
subretinal fibrous scar, subretinal new 
vessels, or laser treatment and/or 
/photodynamic therapy for AMD. 

2 

OPDUGA  Geographic Atrophy Absent = 0 
Present = 1 

OPDUEXU  Exudative AMD Absent = 0 
Present = 1 

 

Independent variables (SDB variables). SDB variables were based on 

participant self-report and came from the NHANES 2005–2008 sleep disorders 

questionnaire (SLQ). Previously published NHANES research has used this dataset and 

categorized the SDB variables in a similar fashion to what was done for this study (Chen 

et al., 2014; Seicean, Neuhauser, Strohl, & Redline, 2011). SDB variables were placed in 
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the following high-level categories: sleep apnea, SDB symptoms, insomnia, and insomnia 

symptoms. Sleep apnea was defined based on answering in the affirmative to following 

question: “Have you ever been told by a doctor or other health professional that you have 

a sleep disorder: sleep apnea?”  SDB symptoms were captured from questions on 

duration of sleep, habitual snoring, and snorting/stop breathing. Sleep duration was 

dichotomized to ≥6 hours vs. <6 hours. Habitual snoring was asked using the question: 

(1) “In the past 12 months, how often did you snore while you were sleeping?”. 

Snorting/Stop Breathing was collected using the question: “In the past 12 months, how 

often did you snort, gasp, or stop breathing while you were asleep?”. Participants who 

responded with “frequently (five or more nights per week)” were considered as having 

“habitual snoring” and “snorting/stop breathing,” respectively. Those participants that 

responded with “never,” “rarely (1-2 nights/week),” or “occasionally (3-4 nights/week)” 

were considered as having no snoring or snorting/stop breathing, respectively. Insomnia 

was defined based on answering yes to the following: “Have you ever been told by a 

doctor or other health professional that you have a sleep disorder (Insomnia)?” Insomnia 

symptoms were based on the answers to the following questions: “Do you have trouble 

falling asleep” (sleep latency) and “Do you wake up during the night and had trouble 

getting back to sleep” (nocturnal awakenings). A response to each insomnia symptom 

question was categorized as follows: negligible (2-4 times per month or less), mild to 

moderate (5-15 times per month), and severe (>15 times/month). These variables are 

presented in Table 3. 
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Table 3 

SDB Variables: NHANES 2005-2008 

Data set code Question Response(s) Study code 

Sleep Apnea Sleep Apnea 
SLQ.060 Have you ever been 

told by a doctor or 
other health 
professional that 
you have a sleep 
disorder? 

Yes  

SLQ.070 AND 
What was the sleep 
disorder? 

AND Sleep Apnea  

Sleep Disturbed Breathing Symptoms  
SLQ.010 
 
 
 

How much sleep do 
you usually get at 
night on weekdays 
or workdays? 

≥6 hours 
<6 hours 

Sleep 
Duration 

SLQ.030 In the past 12 
months, how often 
did you snore while 
you were sleeping? 

Habitual Snoring 
(Frequently, ≥5 nights/week) 
No Smoking (Never; Rarely, 
1-2 nights/week; 
Occasionally, 3-4 
nights/week) 

Snoring 

SLQ.040 In the past 12 
months, how often 
did you snort, gasp, 
or stop breathing 
while you were 
asleep? 

Snorting/Stop Breathing 
(Frequently, ≥5 nights/week) 
No Snorting/Stop Breathing 
(Never; Rarely, 1-2 
nights/week; Occasionally, 3-
4 nights/week) 

Snort/Stop 
Breathing 

SLQ.120 In the past month, 
how often did you 
feel excessively or 
overly sleepy during 
the day? 

Severe (Almost always, 16-
30 times a month) 
Mild to Moderate (Often, 5-
15 times a month) 
Negligible (Sometimes, 2-4 
times a month; Rarely, 1 
times a month; Never) 

Hypersomnol
ence 

Insomnia Diagnosed 
Insomnia 

  Continued  
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Data set code Question Response(s) Study code 

SLQ.060 Have you ever been 
told by a doctor or 
other health 
professional that 
you have a sleep 
disorder? 

Yes  

SLQ.070 AND What was the 
disorder? 

AND Insomnia  

Insomnia Symptoms 
SLQ.080 In the past month, 

how often did you 
have trouble falling 
asleep? 

Severe (Almost always, 16-
30 times a month) 
Mild to Moderate (Often, 5-
15 times a month) 
Negligible (Sometimes, 2-4 
times a month; Rarely, 1 
times a month; Never) 

Sleep 
Latency 

SLQ.080 In the past month, 
how often do you 
wake up during the 
night and have 
trouble getting back 
to sleep? 

Severe (Almost always, 16-
30 times a month) 
Mild to Moderate (Often, 5-
15 times a month) 
Negligible (Sometimes, 2-4 
times a month; Rarely, 1 
times a month; Never) 

Nocturnal 
Awakenings 

 

Sociodemographic and lifestyle characteristics. I present individual 

demographic data based on participant self-report in Table 4. These include age, gender, 

and race. 
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Table 4 

Demographic Variables: NHANES 2005-2008 

Variable name Description Level of 
measurement 

Study 
code 

Variable recode 

RIAGENDER Gender Binominal Gender Male = 1 
Female = 2 

RIDAGEYR Age in years of the 
participant at the time 
of screening. 

Nominal Age 40-59 
≥ 60 

RIDRETH1 Recode of reported 
race and ethnicity 
information. 

Nominal Ethnicity Mexican 
American = 1 
Other  
Hispanic = 2 

Non-Hispanic 
White = 3 
Black = 4 
Other race = 5 

BMXBMI Calculated BMI 
(kg/m2) 

Nominal BMI Normal =  
0-24.9 

Overweight= 
25.0-29.9 
Obese =  ≥30 

DIQ.010 Other than during 
pregnancy, have you 
ever been told by a 
doctor or other health 
professional that you 
have diabetes or 
sugar diabetes?  

Binominal  Diabetes Yes=1 
No=2 

 

Smoking history variables. Smoking status was based on participant self-report, 

and was divided into three categories, “current smoker”, “past smoker”, and nonsmoker. 

These variables are presented in Table 5. Current smokers were categorized as all 

individuals who responded positively to smoking at least 100 cigarettes in a lifetime and 
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smoking cigarettes every day or some days. Past smokers were categorized as those who 

had smoked at least 100 cigarettes and who replied that they no longer smoked cigarettes. 

A nonsmoker was categorized as any individual who had smoked fewer than 100 

cigarettes in their lifetime. 

Table 5 

Smoking Variables: NHANES 2005-2008 

Data set code Question Response Study code 

Current smoker   Current smoker 
SMQ.020 Have you smoked 

at least 100 
cigarettes in your 
entire life? 

Yes  

SMQ.040 AND Do you now 
smoke cigarettes? 

AND Every day 
OR Some days 

 

Past smoker   Past smoker 
SMQ.020 Have you smoked 

at least 100 
cigarettes in your 
entire life? 

Yes  

SMQ.040 AND Do you now 
smoke cigarettes? 

AND Not at all  

Nonsmoker   Nonsmoker 
SMQ.020 Have you smoked 

at least 100 
cigarettes in your 
entire life? 

No  

 

Data Analysis Plan 

Analyses was performed using SPSS software (IBM Corp. Released 2013. IBM 

SPSS Statistics for Mac, Version 23.0. Armonk, NY: IBM Corp). Datasets from the 

2005-2006 and 2007-2008 survey periods were merged to produce an analysis dataset. 
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Variables were recoded, as needed, based on the specifications previously described in 

the section on operationalization of variables. 

The research questions and associated hypotheses that guided this study are as 

follows:  

Research Question 1: Is there an association between self-reported SDB and 

fundus photography identified AMD among adults 40 years and older who participated in 

the 2005–2008 NHANES survey before and after controlling for age, smoking, and BMI? 

H01: There is no association between self-reported SDB and fundus photography 

identified AMD among adults 40 years and older who participated in the NHANES 2005 

to 2008 survey before and after controlling for age, smoking, and BMI. 

H11: There is an association between self-reported SDB and fundus photography 

identified AMD among adult 40 years and older who participated in the NHANES 2005 

to 2008 survey before and after controlling for age, smoking, and BMI. 

Research Question 2: Is there an association between self-reported SDB and 

fundus photography identified neovascular AMD among adults 40 years and older who 

participated in the 2005–2008 NHANES survey before and after controlling for age, 

smoking, and BMI? 

H02: There is no association between self-reported SDB and fundus photography 

identified neovascular AMD among adults 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 
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H12: There is an association between self-reported SDB and fundus photography 

identified neovascular AMD among adult 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and before and after controlling for age, smoking, 

and BMI. 

Research Question 3: Is there an association between self-reported SDB and 

fundus photography identified geographic atrophy among adults 40 years and older who 

participated in the 2005–2008 NHANES survey before and after controlling for age, 

smoking, and BMI? 

H03: There is no association between self-reported SDB and fundus photography 

identified geographic atrophy among adults 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

H13: There is an association between self-reported SDB and fundus photography 

identified geographic atrophy among adult 40 years and older who participated in the 

NHANES 2005 to 2008 survey before and after controlling for age, smoking, and BMI. 

To answer these research questions, I first conducted a chi-square test for 

association to determine any differences in the distribution of AMD across 

sociodemographic, lifestyle, and sleep characteristics. Cumulative odds OLR with 

proportional odds (ordinal dependent variable= no AMD, early AMD, late AMD) 

regression and binomial logistic regression modeling (dependent variable=no choroidal 

neovascularization, choroidal neovascularization present; no geographic atrophy, 

geographic atrophy present) were fit to understand the association between AMD and 
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sleep parameters with adjustment for sociodemographic and lifestyle factors. Survey 

specific sampling design variables and sampling weights were incorporated in the 

analyses to account for the complex multistage sampling design of NHANES. The two 

main objectives of this OLR were as follows: (a) to determine which of the independent 

variables (if any) have a statistically significant effect on AMD; and (b) determine how 

well the OLR model predicts AMD. An OLR analysis was performed that only included 

SDB variables (sleep apnea, sleep apnea symptoms of snoring and snorting/stop 

breathing, insomnia, short sleep duration, and any sleep disorder diagnosed by a 

physician or other health professional). The second model was adjusted for demographic 

variables identified as confounders (age, BMI) and smoking status (past or current 

smoker) and tested with a multivariable regression analysis. Binomial logistic regression 

models were created to test the association with nAMD and geographic atrophy with 

SDB, respectively. These binomial logistic regression models were adjusted for the same 

independent variables as with the cumulative odds OLR with proportional odds analyses 

listed above. In accordance with the number of analyses conducted, adjustment of the 

significance level by the method of Sequential Sidak was incorporated. Data analyses 

were performed using SPSS software using the Cross Tabs, Complex Samples OLR, and 

Complex Samples Logistic Regression procedures (IBM Corp. Released 2013. IBM 

SPSS Statistics for Mac, Version 23.0. Armonk, NY: IBM Corp). ORs and 95% 

confidence intervals (95% CIs) were calculated for all models.  
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Threats to Validity 

The current study used data from the 2005–2008 NHANES sampling periods to 

evaluate the association between AMD and SDB. The NHANES survey captures data 

from a single point in time (cross-sectional) and therefore provided little to no basis for 

assumptions about causality. Due to this limitation of the design, the study was only 

interpreted in terms of illustrating an association between AMD and SDB. 

NHANES participants are only sampled from the United States, so 

generalizability to other populations may not be accurate (external validity). In addition, 

the NHANES survey does not include individuals who were institutionalized (e.g., 

nursing home residents, incarcerated individuals, long term care facility residents) at the 

time of the survey. Based on this study’s requirements for interpreted retinal fundus 

photographs, I was unable to include a substantial number of participants who did not 

have photographs taken, or for whom the photos taken were considered ungradable. 

Participants that had no ability to perceive light, severe visual impairment in both eyes, or 

an infection in at least one eye were excluded from fundus photography (CDC, 2005). 

Lastly, due to the sampling timeframes and the limited years available in this analysis, 

certain ethnic subgroups may be underestimated. NHANES provides ethnicity as a 

recoded data variable with the categories of Mexican American, Other Hispanic, Non-

Hispanic White, Non-Hispanic Black, and Other. As there is no granularity with regards 

to the ethnicity/race in the Other categories, it was not possible to assess the association 

with populations other than the recoded variable provided by NHANES. This may have 
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had little impact on the analyses as AMD has a relatively high prevalence in the non-

Hispanic White population while it is relatively rare in Blacks and Latinos (Klein et al., 

2011). The entire available sample that met my inclusion criteria was analyzed regardless 

of ethnicity. 

Ethical Considerations 

As this study used secondary data from persons who participated in the NHANES 

survey, measures were employed to ensure participant protection prior to and during data 

collection (Zipf et al., 2013). This study used de-identified data and there was and will be 

no effort to contact those NHANES participants who are included in the study. In this 

study, I used all available data that met the pre-specified inclusion criteria of ≥40 years of 

age, had at least one eye that could be evaluated for AMD, and completed the sleep 

disorder questionnaire. 

The NHANES survey data is publicly available; it has been previously reviewed 

by the NCHS Research Ethics Review Board [ERB] (CDC, 2016a). All subjects were 

administered and provided informed consent prior to participation in NHANES. The 

Walden University Institutional Review Board (IRB) provided a review and was 

responsible for oversight for the analyses of this secondary data set (IRB approval 

number 11-15-16-0260551). The anonymized data sets were downloaded from the 

publically available NHANES website and stored on my local workstation with 

appropriate back-up software in place. I will maintain the data for the latter of 3 years 
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after the publication of this dissertation and/or the publication of the results in a peer-

reviewed journal.  

Summary 

In Chapter 3, I provided the methodology to perform this quantitative, cross-

sectional study based on a life course approach to chronic disease. The primary objective 

of this project was to identify if there is an association with AMD and SDB for 

noninstitutionalized U.S. adults over the age of 40 from the NHANES sampling periods 

2005-2008. The association was investigated in the context of demographic variables, 

smoking variables, and SDB variables. The results of the current study may provide 

patients, caregivers, and healthcare providers essential information for the prevention and 

treatment of AMD.  

Results, including the demographics of the sample and the findings gleaned from 

my use of ordinal and binomial logistic regression are presented in Chapter 4.
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Chapter 4: Results 

Introduction 

The purpose of this quantitative cross-sectional study was to evaluate the 

association between SDB and AMD in noninstitutionalized U.S. adults from 2005-2008 

and to serve as proof of concept to promote future research on causality. To achieve this 

purpose, I tested the hypotheses using secondary data from the 2005–2008 NHANES 

survey sampling frames. A multistage probability sampling design was used by 

NHANES to select a sample representative of the civilian, noninstitutionalized household 

population of the United States that has been previously published in the peer reviewed 

literature (Zipf et al., 2013). 

In Chapter 4, I present the demographics of the study sample, bivariate 

relationships between the dependent and independent variables, an evaluation of potential 

confounders to that relationship, and the odds ratios determined through my use of 

ordinal and binary logistic regression. The first hypothesis, testing the association 

between SDB and AMD was assessed by performing a preliminary chi-square test for 

association to determine any differences in the distribution of AMD across 

sociodemographic, lifestyle, and sleep characteristics. Each SDB variable was then 

incorporated into a complex samples OLR model with and without adjustment for 

covariates. I used a multivariate model to incorporate the statistically significant SDB and 

covariate variables to estimate the strength, significance, and direction of the primary 

relationships. The second and third hypothesis testing the association between SDB and 
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choroidal neovascularization and SDB and geographic atrophy, respectively, had to be 

collapsed due to the rare prevalence of these two subpopulations in the study sample. 

This resulted in a single research question addressing the association of SDB with late 

AMD (choroidal neovascularization and geographic atrophy). Therefore, RQ 2 is as 

follows: Is there an association between self-reported SDB and fundus photography 

identified late AMD among adults 40 years and older who participated in the 2005–2008 

NHANES survey before and after controlling for age, smoking, and BMI?  This research 

question was analyzed using the complex samples binary logistic regression model and 

included the covariates age, BMI, and smoking status identified in in the assessment of 

the first research question.  

Data Collection  

The source of secondary data for this study was the NHANES 2005–2008 survey. 

The NHANES is an appropriate data collection tool as it utilizes sampling techniques to 

survey a representative of the civilian noninstitutionalized household population of the 

United States during each sampling timeframe (Zipf et al., 2013). The sampling design 

for the 2005–2008 survey years has been previously described in detail in the peer-

reviewed literature (National Center for Health Statistics [U.S.], 2012, 2013). In 

summary, a multistage sample design was used in NHANES 2005-2008. The first stage 

of the sample design consisted of selecting the primary sampling units (PSU) from all 

U.S. counties, using the 2000 U.S. Census Bureau data. The second sampling stage 

divided each PSU into blocks or groups of blocks containing household clusters. 
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NHANES oversampled specific populations that could be underrepresented with basic 

survey methodology and are of particular public health interest. In the 2005-2006 

sampling timeframe, Mexican-American, Black, low-income White, and other persons (at 

or below 130% of federal poverty level); adolescents aged 12–19; and non-Hispanic 

White and other adults aged 70 and over were oversampled (National Center for Health 

Statistics [U.S.], 2013). In the 2007-2008 sampling timeframe Hispanic, non-Hispanic 

Black, low-income non-Hispanic White, and other persons (at or below 130% of federal 

poverty level); and non-Hispanic White and other adults aged 80 and over were 

oversampled (National Center for Health Statistics [U.S.], 2013). 

Results 

Descriptive Characteristics 

The NHANES survey is a national survey that collects data from approximately 

5,000 participants within the U.S. population each year such that the data will enable 

extrapolation to the U.S. population (CDC, 2011). A total of 10,348 participants were 

included in the 2005-2006 NHANES survey; 9,950 and 398 participants were 

administered interviews and examinations or interviews alone, respectively (CDC, 

2009a). Data from these participants was collected from November 1, 2005 to October 

31, 2006. A total of 10,149 participants were included in the 2007-2008 NHANES 

survey; 9,762 and 387 participants were administered interviews and examinations or 

interviews alone, respectively (CDC, 2009b). Data from these participants was collected 

from November 1, 2007 to October 31, 2008. The sample for these analyses was limited 
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to those survey participants that had data for both the dependent (AMD) and independent 

variables (SDB). Only those survey participants that were 40 years and older were 

eligible to have ophthalmology examinations, therefore by definition the sample only 

included individuals above this age cut-off. The available cases for analyses are detailed 

in Figure 4. 

 

Figure 4. Participant flowchart detailing the number of cases available for 
analysis. 
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In Table 6, I report the frequencies and percentages of the sociodemographic 

characteristics of the unweighted NHANES sample (n = 20,497), the unweighted study 

sample (n=5,604) and the weighted study sample (n = 227,456,895). During the survey 

periods 2005-2006 and 2007-2008, 20,497 participants were interviewed and/or 

examined in NHANES. Only those participants ≥ 40 had the option of participating in the 

ophthalmology-retinal imaging examination and therefore the available sample size for 

this study was 5,604 participants (Figure 4). As AMD presents rarely before the age of 40 

years, this inherent age cut-off due to the NHANES examination methodology did not 

adversely alter the study sample. The weighted sample demographics are provided in 

Table 6 to allow estimates of the parameters that would have been obtained were the 

entire U.S. population surveyed (CDC, 2009b).  
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Table 6 

Sociodemographic characteristics of NHANES Sample, Study Sample, and Weighted 

Study Sample 

 

Characteristic NHANES 
Sample1,2 

Study Sample1 Weighted Study 
Sample 

 N=7,081  
n (%) 

N=5604  
n (%) 

N=227,456,895 
(%) 

Age    
40-59 3357 (47.4) 2829 (50.5) 64.4 

≥ 60 3724 (52.6) 2775 (49.5) 35.6 
Gender    

Women 3575 (50.5) 2793 (49.8) 52.6 
Men 3506 (49.5) 2811 (50.2) 47.4 

Race/Ethnicity3    
Non-Hispanic 

White 
3688 (52.1) 3017 (53.8) 77.1 

Non-Hispanic 
Black 

1514 (21.4) 1139 (20.3) 9.6 

Other Hispanic 518 (7.3) 864 (15.4) 7.6 
Mexican American 1103 (15.6) 40 (7.2) 4.7 

Other race 258 (3.6) 183 (3.3) NA2 
Smoking status4    

Nonsmoker 3433 (48.5) 2648 (47.3) 48.5 
Past smoker 2248 (31.8) 1812 (32.3) 30.9 

Current smoker 1391 (19.7) 1142 (20.4) 20.6 
Diabetes status    

No 5744 (81.2) 4643 (83.0) 87.4 
Yes 1329 (18.8) 954 (17.0) 12.6 

BMI    
Normal 1724 (26.3) 1410 (25.7) 27.5 

Overweight 2328 (35.5) 1973 (35.9) 35.3 
Obese 2505 (38.2) 2109 (38.4) 37.2 

1Unweighted 
2NHANES sample of those participants >40 years of age 
3Weighted estimates not provided for “other race” category that includes multiple 

ethnic groups. 
4Nonsmoker was defined as a respondent who had not smoked at least 100 

cigarettes in their life; a past smoker was defined as a respondent who had smoked at 
least 100 cigarettes in their life although do not now smoke cigarettes, current smoker 
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defined as survey respondents who have smoked at least 100 cigarettes in their life and 
now smoke cigarettes. 

 
The sample included slightly more men (51.2%) than women. The sample also 

include more Non-Hispanic Whites (51.2%) than the combined other races/ethnicities. 

Half of the sample responded that they were nonsmokers, while 17% reported having 

received a diagnosis of diabetes. Of note, a higher percentage of the sample was 

identified as obese rather than overweight or normal based on the CDC definitions using 

BMI. 

As I was unable to use the entire sample for NHANES 2005–2008 due to the need 

for the AMD grading, I used the chi-square Goodness of Fit test to compare my sample to 

the NHANES sample over the age of 40. The results of this analysis are presented in 

Table 7. 

Table 7 

Goodness of Fit Results from Comparison of NHANES and this Study’s Sample 

Characteristic Chi-square p value 

Age 0.64 0.42 
Gender 0.04 0.84 
Race/ethnicity 17.01 0.002 
Diabetes 0.26 0.61 
BMI 0.21 0.90 

 

These results suggest that the sample I used was not significantly different from 

the original sample in all sociodemographic variables except race/ethnicity. As the 

weighting is based on the entire NHANES sample, I had to use caution in my 



90 
 

 
 

interpretation of race/ethnicity. The impact of this is minimal in later analyses as only 

age, smoking status, and BMI were included in my models as potential confounders. 

Table 8 summarizes the SDB variables for the unweighted NHANES sample 

(n=7,081), the unweighted study sample (n=5,604) and the weighted study sample 

(n=227,456,895).  

  



91 
 

 
 

Table 8 

SDB characteristics of NHANES Sample, Study Sample, and Weighted Study Sample 

Characteristic NHANES 
Sample1,2 

Study Sample1 Weighted Study 
Sample 

 N=7,081  
n (%) 

N=5604  
n (%) 

N=227,456,895 
(%) 

Any diagnosed sleep disorder3   
No 6431 (90.8) 5088 (90.8) 95.3 

Yes 650 (9.2) 516 (9.2) 4.7 
Diagnosed sleep apnea   

No 6656 (94.7) 5260 (94.5) 97.4 
Yes 373 (5.3) 305 (5.5) 2.6 

Snoring    
No 3869 (62.6) 3048 (61.7) 70.0 

Habitual 2315 (37.4) 1891 (38.3) 30.0 
Snorting/stop breathing   

No 5913 (93.1) 4705 (93.2) 97.1 
Yes 435 (6.9) 343 (6.8) 2.9 

Diagnosed insomnia   
No 6905 (98.2) 5468 (98.3) 99.6 

Yes 124 (1.8) 97 (1.7) 0.4 
Prolonged sleep latency4   

Negligible 5825 (82.3) 4624 (82.5) 83.1 
Mild to moderate 658 (9.3) 512 (9.1) 8.0 

Severe 591 (8.3) 466 (8.3) 8.9 
Nocturnal awakenings4   

Negligible 5513 (78.0) 4351 (77.7) 75.9 
Mild to moderate 918 (13.0) 753 (13.4) 15.0 

Severe 640 (9.1) 499 (8.9) 9.1 
Hypersomnolence4    

Negligible 5870 (83.1) 4675 (83.5) 82.3 
Mild to moderate 754(10.7) 599 (10.7) 11.1 

Severe 442 (6.3) 324 (5.8) 6.6 
Sleep duration    

≥6 hours 5916 (83.5) 4706 (84.0) 89.4 
< 6 hours 1165 (16.5) 898 (16.0) 10.6 

1Unweighted 
2NHANES sample of those participants >40 years of age 
3Sleep Disorders categorized as sleep apnea, insomnia, restless leg syndrome, other 
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4Prolonged Sleep Latency, Nocturnal Awakenings, and Hypersomnolence defined as 
Severe (Almost Always 16-30 times a month); Mild to Moderate (Often 5-15 times a 
month); Negligible (Sometimes 2-4 times a month; Rarely 1 time a month; Never). 

 

Nine percent of participants self-reported that they had been diagnosed with a 

sleep disorder; 6% and 2% were diagnosed with sleep apnea and insomnia, respectively. 

In contrast 38% of participants self-reported snoring more than 5 or more nights per week 

and 18% reported receiving less than 6 hours of sleep on average. 

There were more participants providing responses to the sleep questionnaire than 

participated in the mobile examination center data collection of retinal fundus photos. 

Therefore, the sample size of the study sample is limited by the availability of data from 

the masked grading of fundus photos. Figure 5 illustrates the AMD demographics (worse 

eye) based on grading performed using the modified Wisconsin Age-Related 

Maculopathy Grading System. Overall the prevalence of any AMD in the study sample 

was 7.9% with 6.9% categorized as early AMD and 1.0% as late AMD. Of the 

participants with late AMD, 0.6% and 0.4% were graded as having geographic atrophy 

and choroidal neovascularization, respectively. 
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Figure 5. AMD demographics (worse eye) in 5604 participants in the NHANES 

2005–2008 survey. 

Research Question 1: Chi-Square Analyses 

In the first research question, I asked whether there is an association between self-

reported SDB and fundus photography identified AMD among adults 40 years and older 

who participated in the 2005–2008 NHANES survey. A preliminary chi-square test for 
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association was conducted between the presence or absence of AMD and 

sociodemographic characteristics of the study sample. The results of these analyses are 

presented in Table 9. 

Table 9 

Chi-square Test of Association between AMD and Sociodemographic Characteristics 

Characteristic No AMD Any AMD p Value1 
 n=5163  

n (%) 
n=441  
n (%) 

 

Age   <.001 
40-59 2753 (53.3) 76 (17.2)  

≥ 60 2410 (46.7) 365 (82.8)  
Gender   .439 

Women 2581 (50.0) 212 (48.1)  
Men 2582 (50.0) 229 (51.9)  

Race/Ethnicity   <.001 
Non-Hispanic 

White 
2703 (52.4) 314 (71.2)  

Non-Hispanic 
Black 

1103 (21.4) 36 (8.2)  

Other Hispanic 376 (15.7) 25 (12.0)  
Mexican American 811(3.3) 53 (2.9)  

Other race 170 (7.3) 13 (5.7)  
Smoking status2   <.001 

Nonsmoker 2451 (47.5) 197 (44.7)  
Past smoker 1634 (31.7) 178 (40.3)  

Current smoker 1076 (20.8) 66 (15.0)  

Diabetes status   .791 
No 4280 (83.0) 363 (82.5)  

Yes 877 (17.0) 77 (17.5)  
BMI3   .021 

Normal 1290 (25.5) 120 (27.8)  
Overweight 1800 (35.6) 173 (40.0)  

Obese 1970 (38.9) 139 (32.2)  
1 χ2 test for association was conducted, p < .05 
2Nonsmoker defined as survey respondents that have not smoked at least 100 cigarettes in 
their life, past smoker defined as survey respondents that have smoked at least 100 
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cigarettes in their life although do not now smoke cigarettes, current smoker defined as 
survey respondents that have smoked at least 100 cigarettes in their life although and now 
smoke cigarettes. 
3BMI categories as defined by CDC 
 

All expected cell frequencies were greater than five. There was a statistically 

significant association between AMD and age, χ2 (df = 1) = 211.68, p < .001; 

race/Ethnicity, χ2 (df = 4) = 66.86, p < .001; smoking status, χ2 (df =2) = 17.09, p < 

.001; and BMI, χ2 (df =2) = 7.76, p = .021. There was no association between AMD and 

gender or diabetes status. Thus, those variables were not included as potential 

confounders in the remaining analyses. 

A chi-square test for association was conducted between AMD and SDB 

characteristics of the study sample. The results are presented in Table 10. 
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Table 10 

Chi-square Test of Association between AMD and SDB Characteristics 

Characteristic No AMD Any AMD p Value1 
 n=5163  

n (%) 
n=441  
n (%) 

 

Any diagnosed sleep disorder  .004 
No 4671 (90.5) 417 (94.6)  

Yes 492 (9.5) 24 (5.4)  
Diagnosed sleep apnea  .015 

No 4833 (94.3) 427 (97.0)  
Yes 292 (5.7) 13 (3.0)  

Snoring   .144 
No 2804 (61.4) 244 (65.2)  

Habitual 1761 (38.6) 130 (34.8)  
Snorting/stop breathing  .022 

No 4324 (93.0) 382 (96.0)  
Yes 327 (7.0) 16 (4.0)  

Diagnosed insomnia  .311 
No 5033 (98.2) 435 (98.9)  

Yes 92 (1.8) 5 (1.1)  
Prolonged sleep latency2  .172 

Negligible 4254 (82.4) 370 (83.9)  
Mild to moderate 482 (9.3) 30 (6.8)  

Severe 425 (8.2) 41 (9.3)  
Nocturnal awakenings2  .503 

Negligible 4014 (77.8) 337 (76.4)  
Mild to moderate 695 (13.5) 58 (13.2)  

Severe 453 (8.8) 46 (10.4)  
Hypersomnolence2   .230 

Negligible 4318 (83.7) 357 (81.1)  
Mild to moderate 549 (10.6) 50 (11.4)  

Severe 291 (5.6) 33 (7.5)  
Sleep duration   .087 

≥6 hours 4323 (83.7) 383 (86.8)  
< 6 hours 840 (16.3) 58 (13.2)  

1 χ2 test for association was conducted, p <.05 
2Prolonged Sleep Latency, Nocturnal Awakenings, and Hypersomnolence defined as 
Severe (Almost Always 16-30 times a month); Mild to Moderate (Often 5-15 times a 
month); Negligible (Sometimes 2-4 times a month; Rarely 1 time a month; Never) 
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All expected cell frequencies were greater than five. There was a statistically 

significant association between AMD and self-reported diagnosis of any sleep disorder, 

χ2 (1) = 8.119, p=.004; self-reported diagnosis of sleep apnea, χ2 (1) = 5.89, p=.015; and 

self-reported snorting/gasping/stop breathing χ2 (1) = 5.25, p=.022. There were no 

associations between AMD and snoring, insomnia, prolonged sleep latency, nocturnal 

awakenings, hypersomnolence, or sleep duration.  

Research Question 1: Complex Samples OLR. To address the hypotheses 

associated with these research questions, I included the variable for the 3-level AMD 

severity (dependent variable) and the nine SDB (independent variables) included 

separately in the models and then adjusted for covariates. As NHANES uses a complex, 

multistage, probability sampling design (including oversampling) to select participants, I 

elected to use the Complex Samples OLR procedure in SPSS for analyses. Weighting 

variables were applied to assure that the output is representative of the U.S. civilian 

noninstitutionalized 2000 Census population (CDC, 2009a, 2009b). The dependent 

variable was the categorical AMD severity scale (no AMD, early AMD, and late AMD) 

determined from the grading of fundus photos. Independent variables were tested for 

multicollinearity in SPSS using the linear procedure. All tolerance values were greater 

than 0.1 (the lowest value was 0.639) and Variance Inflation Factor (VIF) values were 

less than 10 (the highest value was 1.565), indicating that the assumption related to 

multicollinearity was met. The results of the OLR models for the association of AMD 

and SDB characteristics are presented in Table 11.  
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Table 11 

Ordinal Logistic Regression Models: Association of SDB and AMD 

Outcome variable Unadjusted p Value1 Adjusted2 p Value1 
 OR (95% CI)  OR (95% CI)   

Any diagnosed 
sleep disorder 

2.2 (1.2-3.9) .009 2.0 (1.2-3.6) .015 

Diagnosed sleep 
apnea 

2.6 (1.4-5.1)  .005 2.6 (1.3-4.9) .006 

Snoring  1.5 (1.1-2.0) .018 1.3 (1.0-1.8) .070 
Snorting/stop 
breathing  

2.8 (1.3-6.0) .010 2.4 (1.1-5.1) .024 

Diagnosed 
insomnia 

3.1 (1.1-9.0) .029 2.3 (0.9-6.4) .095 

Prolonged sleep latency    
Mild to moderate 

vs. Negligible 
1.3 (0.8-1.9) .454 1.1 (0.7-1.7) .430 

Severe vs. 
Negligible 

0.9 (0.5-1.5) .454 0.8 (0.5-1.3) .430 

Nocturnal awakenings    
Mild to moderate 

vs. Negligible 
1.0 (0.6-1.5) .186 0.9 (0.6-1.4) .693 

Severe vs. 
Negligible 

0.9 (0.6-1.4) .186 0.8 (0.6-1.1) .693 

Hypersomnolence     
Mild to moderate 

vs. Negligible 
1.0 (0.6-1.7) .752 1.0 (0.5-1.6) .444 

Severe vs. 
Negligible 

0.8 (0.4-1.5) .752 0.7 (0.3-1.3) .444 

Sleep duration 1.3 (0.8-2.1) .232 1.2 (0.8-1.8) .493 

1 Complex Samples Ordinal Logistic Regression was conducted, p < .05 
2The SDB variables were adjusted for age, BMI, and smoking status. 
 

Models are presented unadjusted as well as adjusted for age, BMI, and smoking 

status. Though race/ethnicity was significantly associated with AMD in the chi-square 

analysis as presented in Table 9, this association was negated with the addition of the 

SDB variables; thus, this variable was not included as a potential confounder in the 



99 
 

 
 

multivariate analysis. Participants with AMD were associated with self-reported 

diagnosis of any sleep disorder (OR, 2.2; 95% CI, 1.2-3.9), self-reported diagnosis of 

sleep apnea (OR, 2.6; 95% CI, 1.4-5.1), and self-reported snorting/stop breathing (OR, 

2.8; 95% CI, 1.3-6.0). Association between AMD and snoring (OR, 1.5; 95% CI, 1.1-2.0) 

and between AMD and Insomnia (OR, 3.1; 95% CI, 1.1-9.0) were significant in 

unadjusted models, although once I controlled for the covariates, did not exhibit a 

significant association. Prolonged sleep latency, nocturnal awakenings, 

hypersomnolence, and sleep duration were not associated with AMD. 

A multivariate model was built with independent variables and covariates that 

were statistically significant with a p value of < 0.1 based on any of the OLR analyses of 

the unadjusted/adjusted models illustrated in Table 11. Independent variables included in 

the model were diagnosed sleep apnea, snoring, snorting/stop breathing, and diagnosed 

insomnia. Although the p value for any diagnosed sleep disorder met the threshold for 

inclusion, this variable was inclusive of the variables for sleep apnea and insomnia (also 

included choices of restless leg syndrome and other) and did not present as having as 

strong of an association as diagnosed sleep apnea alone. Insomnia was statistically 

significant in the unadjusted model and was therefore included. Covariates that were 

included in the multivariate model were age, smoking, and BMI. The results of the 

multivariate model are presented in Table 12. 
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Table 12 

Multivariate Model for Association of SDB and AMD 

Outcome variable OR (95% CI)  p Value1 

Diagnosed sleep apnea 2.2 (1.1-4.5) .03 
Snoring  1.1 (0.8-1.5) .45 
Snorting/stop 
breathing  

2.4 (1.3-4.5) .007 

Diagnosed insomnia 1.8 (0.6-5.2) .30 
Age 5.3 (3.5-8.0) <.001 
Smoking 1.1 (0.8-1.3) .31 
BMI 0.9 (0.8-1.1) .28 

1 Based on complex samples ordinal logistic regression.  

In the multivariate model, I found significant associations between diagnosed 

sleep apnea, snorting/stop breathing, and age; and AMD. Thus, I was able to reject the 

null hypothesis associated with RQ 1. 

Cox & Snell R2, Nagelkerke R2, and McFadden R2 tests were performed for all 

models to compare the relative strength of each model. These are presented in Table 13.  

Table 13. 

Cox & Snell R2, Nagelkerke R2, and McFadden R2 Values, by Model 

Outcome Variable Cox & Snell R2 Nagelkerke R2 McFadden R2 

Any diagnosed sleep 
disorder 

.042 .101 .080 

Diagnosed Sleep Apnea .043 .103 .082 
Snoring .040 .099 .079 
Snorting/Gasping/Stop 
breathing 

.040 .098 .078 

Multivariate Model1 .045 .109 .087 
1 Reported for those variables exhibiting a statistically significant (p<.1) association with 
AMD severity in Complex Samples Ordinal Logistic Regression models (variables 
included in the equation were diagnosed sleep apnea, diagnosed insomnia, snoring, 
snorting/gasping/stop breathing, snoring, age, smoking, and BMI). 
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Whether I referenced the Cox & Snell R2, Nagelkerke R2, or McFadden R2 

methods the pseudo R2 for any diagnosed sleep disorder alone ranges from 4.2% to 

10.1%. The pseudo R2 based on the self-reported diagnosis of sleep apnea model ranges 

from 4.3% to 10.3%. The pseudo R2 based on the snoring model ranges from 4.0% to 

7.9%. The pseudo R2 based on the self-reported snorting/gasping model ranges from 

4.0% to 9.8%. The pseudo R2 based on the multivariate model ranges from 4.5% to 

10.9%. This suggests that the multivariate model is the strongest one, though none can be 

considered predictive. 

The assumption of proportional odds was tested in SPSS by performing separate 

binomial logistic regressions on cumulative dichotomous dependent variables. NHANES 

provides a collapse of Early AMD and Late AMD to form the Any AMD variable as well 

as the collapse of the No AMD and Early AMD to form the Late AMD variable. Table 14 

summarizes the odds ratios and 95% CI for each independent variable for the two logistic 

regression analyses. 

Table 14 

Proportional Odds Testing: Separate Binomial Logistic Regression Models 

Outcome variable No AMD vs. Any AMD 
OR (95% CI)1 

No Late AMD vs. Late AMD 
OR (95% CI)1 

Diagnosed sleep apnea 2.2 (1.1-4.5) NA2 

Snoring  1.1 (0.8-1.5) NA2 
Snorting/stop 
breathing  

2.4 (1.3-4.4) NA2 

Diagnosed insomnia 1.8 (0.7-5.0) NA2 

Smoking 1.0 (0.6-1.7) NA2 
Age 5.5 (3.8-7.9) NA2 
BMI 1.2 (0.9-1.6) NA2 
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1 Complex Samples Logistic Regression  
2 A quasi-complete separation was detected in the data; therefore the results should be 
interpreted with caution. 
 

The number of participants in the late AMD category was small and a complete 

separation occurred when performing the logistic regression. Therefore, the results should 

be interpreted with caution, as the assumption of proportional odds was not met. 

Research Question 2 and 3: Complex Samples Logistic Regression 

Research questions 2 and 3 were performed to investigate the association of SDB 

variables with choroidal neovascularization and geographic atrophy, respectively. Based 

on the complete separation that occurred when assessing proportional odds for RQ 1 and 

performing logistic regression using Late AMD as the dependent variable, I decided to 

collapse the choroidal neovascularization and geographic atrophy variables for analysis. 

Combining these variables modified RQ 2 and 3 into the following single research 

question:  

Research Question 2: Is there an association between self-reported SDB and 

fundus photography identified late AMD among adults 40 years and older who 

participated in the 2005–2008 NHANES survey after controlling for age, smoking, and 

BMI? 

H02: There is no association between self-reported SDB and fundus photography 

identified late AMD among adults 40 years and older who participated in the NHANES 

2005 to 2008 survey after controlling for age, smoking, and BMI. 

H12: There is an association between self-reported SDB and fundus photography 
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identified late AMD among adult 40 years and older who participated in the NHANES 

2005 to 2008 survey after controlling for age, smoking, and BMI. 

Late AMD was a variable provided in the NHANES dataset and therefore no 

recoding of variables was necessary. The variable for Late AMD (dependent variable) 

and the omnibus variable for Any Diagnosed Sleep Disorder (independent variable) were 

used to assure model saturation and to address the hypothesis associated with this 

question. The results of the Complex Samples Logistic Regression are presented in Table 

15.  

Table 15 

Multivariate Model of the Association of Late AMD and Any Diagnosed Sleep Disorder 

Outcome Variable OR (95% CI) p Value1 

Any Diagnosed Sleep 
Disorder 

0.8 (0.2-4.2) .74 

Age 130.8 (16.6-1030.8) <.001 
Smoking 0.9 (0.6-1.3) .66 
BMI 0.6 (0.4-1.0) .04 

1 Complex Samples Logistic Regression p < .05 

In this model, there was no association of late AMD to any diagnosed sleep 

disorder. Thus, I was unable to reject the null hypothesis. 

 Summary 

The first hypothesis tested whether there was an association between self-reported 

SDB and fundus photography identified AMD among adults 40 years and older who 

participated in the 2005–2008 NHANES survey. Diagnosed sleep apnea, self-reported 

snorting/stop breathing, snoring, and diagnosed insomnia were all identified as risk 
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factors for AMD based on OLR analyses. A multivariate model that included the 

variables sleep apnea, self-reported snorting/stop breathing, snoring, diagnosed insomnia, 

age, and BMI provided the best model fit. However, the results should be interpreted with 

caution, as the assumption of proportional odds was not met. The second and third 

hypotheses of an association between self-reported SDB and choroidal 

neovascularization or geographic atrophy, respectively had to be collapsed based on the 

small sample size of these late AMD subpopulations. Therefore, the second hypothesis 

that was tested was the association of any diagnosed sleep disorder with late AMD. There 

was no association between any diagnosed sleep disorder and late AMD based on binary 

logistic regression.  

I provide a detailed interpretation of the results in Chapter 5 and a comparison of 

these results to evidence available with regards to the association between SDB and 

AMD in the current literature. The limitations and strengths of the study will be 

evaluated. Lastly, recommendations for additional research as well as the potential 

impact that these research findings may have on social change and public health will be 

discussed.  
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Chapter 5: Discussion 

Introduction 

By the year 2050, the estimated number of people with AMD in the United States 

is expected to more than double, from 2.07 million to 5.44 million (National Eye 

Institute, 2016a). Although there has been much progress over the last decade in 

understanding the etiology of AMD, an understanding of the factors associated with the 

development and/or progression of AMD is still missing.  

In this study, quantitative data from the 2005–2008 NHANES survey were used 

to explore the association between SDB and AMD. SDB has been shown to interfere with 

current anti-VEGF treatments for neovascular AMD. Barak et al. (2012) reported that 

OSA hampered the response to anti-VEGF therapy for the treatment of neovascular 

AMD. Khurana et al. (2016) demonstrated that sleeping  more than 8 hours a day was 

associated with geographic atrophy. These results were also corroborated by research 

from Perez-Canales et al. (2016), who found a statistically significant association 

between sleep duration and AMD. In addition, Keenan et al. (2016) reported that OSA 

was positively associated with AMD. To date, there have been no published studies of 

population-based research on the association between various SDB measures and AMD.  

In Chapter 5, I interpret my findings in relation to those of previous studies and 

the life course theory. I discuss the limitations of this research and suggest future research 

that is needed to address those limitations.  Finally, I discuss the significance of this 

research in terms of its significance and potential to contribute to positive social change. 



106 
 

 
 

Interpretation of Findings 

 According to the findings of this study, SDB is associated with AMD. The 

association of a number of SDB variables with AMD remained statistically significant 

even after controlling for the sociodemographic characteristics of age, smoking status, 

and BMI. This is the first known? study on the association of numerous SDB 

characteristics with AMD in a nationally representative population of the United States. 

Study Sample and Sociodemographic Characteristics 

This study evaluated potential sociodemographic characteristics that could be 

relevant to investigating the association between SDB and AMD using a nationally 

representative sample. The NHANES sample from 2005–2008 was oversampled for 

certain race/ethnicity groups, namely Mexican Americans and Hispanics. The analysis I 

performed indicated that there is a statistically significant difference in race/ethnicity 

between the NHANES sample and the study sample. This is likely explained by the fact 

that fewer Mexican Americans had their retinal photos obtained because only 22% of the 

population was over the age of 40. To account for this oversampling, all analyses were 

performed using the weighting factors provided by NHANES.  

Preliminary chi-square analysis was performed to understand the association 

between AMD and the predefined sociodemographic characteristics (see Table 9). Age, 

race/ethnicity, smoking status, and BMI illustrated a statistically significant relationship 

with AMD. This was not unexpected because risk factors for AMD have been previously 

reported in the peer-reviewed literature: increasing age (E. Chew et al., 2014; Tomany et 
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al., 2004), non-Hispanic White race/ethnicity (T. Wong et al., 2002), past/current 

smoking status (E. Chew et al., 2014), and elevated BMI (Q. Zhang et al., 2016). There 

was a clear difference in the age categorizations of the population of participants without 

AMD as compared to those with AMD. In the group of participants without AMD, 47% 

of participants were >60 years of age, while in the group of participants with AMD 83% 

were >60 years of age. The population of non-Hispanic White in the AMD population 

was 71% compared to 53% in the population without AMD. Conversely, there were 

fewer non-Hispanic Black participants (8%) in the population with AMD as compared to 

those without AMD (21%). These racial/ethnic differences are consistent with previous 

reports from NHANES as well as other epidemiological studies, though with the addition 

to the model of the SDB variables, the observed association was negated (Klein et al., 

2011; Klein, Clegg, et al., 1999; Klein, Klein, et al., 1999; Klein et al., 2006). The 

number of current smokers in the population with AMD was 15%, while 21% of 

participants with no signs of AMD reported currently smoking. The number of current 

smokers in the 40-59-year-old category was 27%, while there were only 13% current 

smokers in the ≥ 60-year-old category. These findings are consistent with current CDC 

data showing that fewer people aged ≥65 are current smokers (Jamal et al., 2015). The 

number of participants reporting as a past smoker in the ≥ 60-year-old category was 42%, 

outweighing the 23% in the 40-59-year-old category responding as past smokers. In these 

analyses, past smokers were defined as anyone who smoked over 100 cigarettes in their 

lifetime. This definition allows for a significant amount of potential variation within the 
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group as it pertains to the overall exposure (packs of cigarettes smoked, years of 

smoking, etc.) to the harmful effects of smoking. 

There was no apparent association with gender or diabetes status in the study 

sample. Those sociodemographic characteristics that illustrated a statistically significant 

association (p < 0.1) with AMD were included in adjusted models for all SDB 

characteristics as well as multivariate models.  

As the study sample consisted of all available participants in an attempt to be able 

to study the smaller late AMD population, it was important to investigate whether the 

study sample was representative of the NHANES sample. A chi-square Goodness of Fit 

was performed to assess whether the study sample was similar to the overall NHANES 

sample as it pertained to these characteristics. Only gender and smoking status were 

found to reflect the NHANES sample. The other characteristics were statistically 

significant illustrating a dissimilar distribution in both populations. As age and BMI are 

included in the multivariate analysis and weighting is based on the original sample, I 

must use caution when interpreting the association of these variables to AMD.  

Association of SDB with AMD 

Preliminary chi-square analysis was performed to investigate the association of a 

number of SDB characteristics with AMD (Table 10). There was a statistically significant 

association with AMD in participants that self-reported a doctors’ diagnosis of any sleep 

disorder or sleep apnea. In addition, there was a statistically significant association with 

AMD in those participants reporting snorting, gasping, or cessation of breathing. There 
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were no associations between AMD and snoring, insomnia, prolonged sleep latency, 

nocturnal awakenings, hypersomnolence or sleep duration. Regardless of association, 

SDB variables were included in both adjusted and unadjusted OLR models.  

Any sleep disorder. SDB variables were analyzed using Complex Samples OLR 

models (Table 10). Those participants with any self-reported diagnosed sleep disorder 

(sleep apnea, insomnia, restless leg syndrome, or other) were two times (OR, 2.2; 95% 

CI, 1.2-3.9) more likely to have AMD than those without a diagnosed sleep disorder. This 

is the first report of an association with an open-ended query for any diagnosed sleep 

disorders from a population based sample. The association remained statistically 

significant even after adjustment for covariates (age, smoking status, and BMI). As the 

understanding and identification of sleep disorders has evolved and improved over the 

last decade, it is possible that the number of participants with diagnosed sleep disorders is 

low during the 2005–2008 survey periods as compared to more recent sampling frames. 

The HypnoLaus study that collected data from 2009-2013 reported SDB prevalence to be 

as high as 49% and 23% of men and women in Switzerland, respectively (Heinzer et al., 

2015). It has been postulated that this higher prevalence is due to the improved sensitivity 

of SDB recording techniques and to a newer definition of respiratory events (particularly 

the hypopnea definition) (Heinzer, 2016). 

Sleep apnea. Sleep apnea has been previously reported to be associated with 

AMD in a large national health service cohort in the United Kingdom (Keenan et al., 

2016). The current study based on the U.S. population corroborates these findings with 
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those with a diagnosis of sleep apnea 2.6 times (OR, 2.6; 95% CI, 1.4-5.1) more likely to 

develop AMD as compared to those participants without diagnosed sleep apnea. The 

odds of having AMD in participants with sleep apnea remained unchanged even after 

adjustment for sociodemographic variables. Fraser et al. (2013) performed a prospective 

fundus photographic study of patients undergoing PSG in a community sleep center. 

Retinal vascular changes were much more common in patients with sleep apnea, even 

after controlling for history of diagnosed hypertension (Fraser et al., 2013). AHI>40 

conferred a doubling of the odds of retinal vascular changes as compared to those with 

AHI<5, even after controlling for confounding variables. Research by Nesmith et al. 

(2014) provided some insight into an underlying mechanism whereby sleep apnea is 

shown to exert pathological changes on the underlying retinal vasculature. In their study, 

the researchers investigated patients that were refractory (defined as persistent subretinal 

fluid after 3 consecutive injections) to treatment with anti-VEGF medications, the current 

standard of care for neovascular AMD. VEGF blocking agents have been shown to exert 

their effects on the retina by reducing vascular permeability and improving retinal edema 

and subretinal fluid (CATT Research Group, 2011). The result that more patients with 

OSA in this study were found to have refractory subretinal fluid indicated that sleep 

apnea modifies retinal vascular permeability despite anti-VEGF therapy. This same 

phenomenon was noted by Barak et al. (2012) who also noted that the fluid accumulation 

could be reversed once CPAP therapy for sleep apnea was initiated.  
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One potential theory to explain the underlying etiology of this phenomenon is the 

presence of circulating inflammatory proteins. Zychowski et al. (2016) incubated human 

endothelial cells with serum from patients with sleep apnea and healthy controls. In 

patients with sleep apnea, the cell cultures resulted in greater serum inflammatory 

potential, thereby driving endothelial activation/dysfunction (Zychowski et al., 2016). 

Importantly, collecting serum from the same sleep apnea patients after initiation of CPAP 

therapy resulted in a reduction in endothelial cell inflammatory potential and 

activation/dysfunction. Sleep apnea is a chronic disease that goes undiagnosed in much of 

the affected population, sometimes for decades. Chronically exposing the vulnerable 

retina vasculature to recurrent hypoxia, resulting in persistent circulating inflammatory 

proteins, may explain the underlying cause for the association evident in this study.  

Insomnia and Sleep Duration. This study is the first to look directly at the 

association of diagnosed insomnia with AMD. In the study sample, those with diagnosed 

insomnia were three times (OR, 3.1; 95% CI, 1.1-9.0) as likely to have AMD as those 

without a diagnosis of insomnia. When adjusted for sociodemographic characteristics, 

diagnosed insomnia no longer had a statistically significant association with AMD. 

Interestingly, insomnia has been associated with neurodegenerative disorders such as 

Alzheimer’s and Parkinson’s disease and the deposition of Aβ (Keene & Joiner, 2015). 

With Aβ deposition noted as a drusen component, I must consider the possibility that 

similar mechanisms could be at play with AMD pathogenesis promoted by SDB. 
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 In this study, sleep duration did not demonstrate a statistically significant 

association with AMD. In the literature, AMD was shown to be associated with sleep 

duration, although the reports in the literature have been specific to geographic atrophy 

and choroidal neovascularization, and not early AMD (Khurana et al., 2016; Perez-

Canales et al., 2016). The findings from the current study may be consistent with the 

literature reported associations with late AMD, although the OLR modelling was not 

designed to answer this question. In addition, there were a very small number of 

participants with late AMD in the study sample. I will discuss this lack of participants in 

the study sample with fundus photograph identified late AMD in more detail as it pertains 

to RQ 2. 

Snorting/Gasping/Stop Breathing and Snoring. Snorting/Gasping/Stopping 

breathing during sleep is representative of a decrease in oxygen saturation that stimulates 

arousal and can be quantified using AHI scores. AHI values have been associated with a 

reduction in RNFL thickness (Huseyinoglu et al., 2014; Shiba et al., 2014). 

Snorting/Gasping/Stopping Breathing in this study was statistically significant for an 

association with AMD, illustrating a three (OR, 2.8; 95% CI, 1.3-6.0) times greater odds 

of having AMD. This continued to be statistically significant even after adjusting for 

covariates. Snoring was also significantly associated with AMD, introducing a 1.5 times 

(OR, 1.5; 95% CI, 1.1-2.0) greater likelihood of AMD. Snoring did not remain 

statistically significant after adjusting for covariates.  
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Prolonged Sleep Latency, Nocturnal Awakenings and Hypersomnolence. 

Prolonged sleep latency, nocturnal awakenings, and hypersomnolence, were not 

associated with AMD. The responses to these survey questions may be subject to 

significant recall bias as the answers may not be as easy to remember as compared to 

answering whether there was a previous doctor’s diagnosis of sleep disorders such as 

sleep apnea or insomnia. Therefore, it is hard to interpret whether the lack of association 

is accurate, or if the instrument was not sensitive enough to detect the association.  

Sociodemographic Characteristics 

Age. As expected, increased age was highly statistically associated with AMD in 

all models. In the current study, using multivariate OLR modelling, age ≥60 conferred 

more than five times the likelihood of developing AMD as compared to those in the 45-

59-year-old category. The increased odds associated with increasing age were consistent 

and statistically significant across all adjusted models and in multivariate modelling. 

Even with the advent of anti-VEGF therapy, AMD is a leading cause of permanent 

blindness in adults aged 60 and older in the United States, and present in more than 14% 

of White Americans over the age of 80 (NEI, 2016a).  

Smoking. Smoking has been consistently shown in the literature to be the most 

strongly associated modifiable risk factor for AMD (E. Chew et al., 2014; Evans, 

Fletcher, & Wormald, 2005). In this study, smoking was strongly associated AMD when 

assessed using the chi-square test of association (p < .001). When smoking was 
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incorporated into multivariate models, the OR was 1.1 indicating a non-statistically 

significant contribution to the prediction of AMD. 

BMI. BMI has previously been shown to be mildly associated with AMD (Q. 

Zhang et al., 2016) and significantly associated with SDB (Heinzer et al., 2015). In this 

study, BMI was associated with AMD when assessed using the chi-square test of 

association (p < .02). When BMI was incorporated into the multivariate models this 

statistically significant association with AMD was negated. 

Multivariate Modelling. Multivariate modelling was performed on independent 

variables and covariates that demonstrated a statistically significant association (P<0.1) 

with chi-square tests of association and/or OLR. A model was built that included 

diagnosed sleep apnea, diagnosed insomnia, snoring, snorting/gasping/stop breathing, and 

snoring as independent variables. Age, smoking status, and BMI were included as 

covariates. The multivariate model provided the best model fit compared to all other 

univariate models. 

Association of SDB with Late AMD   

Keenan et al. (2016) demonstrated an association between AMD and sleep apnea 

in a record linkage study from the United Kingdom. Based on this data, and the findings 

from Fraser et al. (2013) that illustrated increased prevalence of vascular changes with 

sleep apnea, I hypothesized that sleep apnea may be associated with choroidal 

neovascularization. Additionally, Khurana et al. (2016) have shown an association with 
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sleep duration and geographic atrophy, so it is plausible that a diagnosed sleep disorder 

may have an association with atrophic changes in the retina. 

The prevalence of AMD in the study sample was 6.9%, consistent with estimates 

from the same survey periods previously reported by Klein et al (2011). Late AMD was 

present in only 1.0% of the sample; therefore, adjustments were made to the original 

analysis plan which divided choroidal neovascularization and geographic atrophy into 

separate research questions. As the presence of late AMD disease was so rare in the study 

sample, I collapsed the choroidal neovascularization and geographic atrophy categories to 

form a single late AMD variable for analyses. Similarly, the omnibus variable for any 

diagnosed sleep disorder (NHANES questionnaire choices included sleep apnea, 

insomnia, restless leg syndrome, and other) was used in the analysis to assure model 

saturation. The model included the covariates of age, smoking status, and BMI as used in 

the OLR analyses. There was no association found with any diagnosed sleep disorder and 

AMD. Based on a post-hoc power calculation, it would take approximately 1039 

participants to detect a moderate OR of 1.5. Therefore, it is likely that the available 

number of participants in the study sample with late AMD (n=55) was not robust enough 

to provide the power to detect an association.  

Overall Findings 

In using the life course theory of chronic disease as the framework for this 

quantitative cross-sectional study, I was able to find significant associations between a 

number of SDB variables and AMD. Although the OLR analyses did not meet the 
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assumption of proportional odds due to the small number of participants with late AMD, 

the ORs from the OLR were almost identical when performing separate binomial logistic 

regression for any AMD. These findings provide confidence that the interpretation of 

association is valid and that it is primarily driven by the participants with early AMD in 

this sample. The application of the life course theory of chronic disease in this study 

posited that SDB would have a temporal relationship with presentation of early AMD in 

exposed participants. As previously stated, there is a temporal relationship between the 

age of peak presentation of SDB and the age at which signs associated with early AMD 

are evident (Bixler et al., 1998; Bourne et al., 2014). The findings of the current study 

implicated SDB as a factor along the life course of the AMD patient and represent 

another modifiable risk factor that could be addressed with public health intervention.  

There are several strengths of the current study. First, the dependent variable for 

AMD was assessed using independent grading of retinal photographs. This allowed for a 

highly objective measure to assess AMD classification and eliminated participant recall 

biases that would be present if this data was collected from a questionnaire. Second, the 

study participants are a nationally representative sample of the U.S. civilian non-

institutionalized population from the NHANES 2005–2008 survey. The sample has a 

nearly equal distribution of men and women and has been over-sampled to allow for an 

assessment of association in under-represented racial/ethnic groups. The multi-stage 

sampling scheme employed by NHANEs may reduce the referral biases that have been 

noted in studies using sleep-clinic based populations (Seicean et al., 2011). Lastly, a 
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robust set of statistical analyses was performed by applying chi-square, OLR, and 

multivariate logistic regression analyses to examine the associations between AMD and 

SDB. 

Limitations of the Study 

There are several limitations to this study. The NHANES survey is a cross-

sectional survey by design, and therefore the data was collected at one single point in 

time. Due to this limitation, longitudinal trends in health behavior cannot be examined. 

This study is correlational in nature, and as such, care must be taken when interpreting 

the results. Although statistically significant associations were identified between AMD, 

SDB-related variables, and other covariates; causality cannot be assessed. 

Although one of the strengths of this study is that the AMD variable was assessed 

by independent photography graders using a standardized protocol and definitions for 

findings, the SDB variables were all questionnaire derived. Recall bias may have led to 

misclassification of participants that could have impacted my results. The gold standards 

for defining SDB are an airway evaluation with an accompanying polysomnographic 

(overnight sleep study) assessment. This would have been a more objective measure of 

SDB as compared to questionnaire data, although this is not part of the examinations 

offered for NHANES, likely due to its inherently high cost.  

The NHANES survey is a useful tool to assess the health of the U.S. population. 

One of the limitations of the survey is that data collection is limited to civilian, non-

institutionalized U.S. citizens (CDC, 2011). Therefore, the results of this study cannot be 
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generalized to the non-civilian or institutionalized populations of the United States or 

abroad. With AMD primarily affecting the elderly, the institutionalized population may 

be an important population to consider in future attempts to understand the true 

magnitude of the association between SDB and AMD.  

There were a number of limitations based on the composition of the study sample. 

First and foremost, the small number of participants with late AMD required a 

modification of the   analysis plan. Additionally, not all participants participated in the 

MEC acquisition of fundus photos. Although the sample that had fundus photography 

performed was similar in sociodemographic characteristics to the sample that did not 

have photos taken, the exclusion of those without this exam reduced the available sample 

size and therefore my power to detect significant differences. Some of the reasons for not 

having photos taken included participants having no light perception, severe visual 

impairment in both eyes, or an infection in at least one eye (CDC, 2005). Those 

participants with no light perception or severe visual impairment in both eyes may have 

actually had AMD, and likely late AMD, and therefore may have reduced the available 

number of cases with disease in the data set.  

In the 2005–2008 sampling timeframes, there were a number of ethnic and age 

groups oversampled in NHANES (National Center for Health Statistics [U.S.], 2013). 

Although this may have allowed for better estimation of association in these groups, it is 

possible that this oversampling could have had unseen adverse consequences with regard 

to the results of the non-Hispanic White group that has the highest prevalence of AMD in 
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the U.S. population. The NHANES survey may not contain a representative sample of 

some ethnic groups as the data collected included Non-Hispanic Whites, Non-Hispanic 

Blacks, Mexican-Americans, other Hispanic, and all other groups are lumped into the 

“Other Race” category (Johnson et al., 2013). Therefore, certain ethnic groups such as 

Asian-Americans are not represented in the dataset and the association with SDB and 

AMD is unable to be assessed. While weighting is available to adjust for the sampling 

scheme, it is based on the full and not the reduced sample I was able to use for this 

sample. 

 Lastly, the assumption of proportional odds was not met when performing OLR 

analyses. Separate binomial logistic regressions were performed using cumulative 

dichotomous dependent variables to test this assumption. It was clear that the number of 

participants in the “Late AMD” category was too small to support the assumption of 

proportional odds and therefore the ordinal nature of the dependent variable was lost. By 

collapsing the AMD category into “Any AMD” the ORs for the association of SDB 

variables and AMD were able to be calculated meeting all assumptions of this analysis. 

In interpreting the results of this study, I recognized that the resultant ORs were driven 

primarily by participants with early AMD and not late AMD. 

Recommendations 

Although the study indicated that there is a statistically significant association 

between SDB and AMD, I was unable to investigate causality. Future research should be 

performed to define the causal link between SDB and AMD. The collection of 



120 
 

 
 

longitudinal data starting with an early diagnosis of SDB by polysomnography in 

individuals under the age of 50 followed by regularly scheduled retinal examination 

and/or diagnostic imaging would further enhance the body of research available on SDB 

and AMD.  

The understanding of this association would be further enhanced by diagnosis of 

SDB by more objective sleep quality measures such as polysomnography instead of 

participants responding to a questionnaire. Young et al. (1997) have shown that as many 

as 82% of men and 92% of women with SDB are undiagnosed and therefore a study with 

a large cohort screened by polysomnography could provide more accurate classification 

of SDB as compared to the current study. When coupled with independently graded 

retinal photography, this screening could provide a powerful, albeit costly, dataset for 

answering this important research question. 

I was unable to investigate the association between SDB and choroidal 

neovascularization or geographic atrophy. Future research should be directed at 

understanding the association in those participants who develop late AMD. Among the 

group of subjects that present with choroidal neovascularization with SDB the data 

suggests a higher incidence of retinal vascular abnormalities; this warrants further 

evaluation in an enriched population. 

This study used data from the most recent NHANES survey periods where retinal 

photography was incorporated. In contrast, the sleep questionnaire has been administered 

a number of times from 2005-2014. Future research could include retinal photography as 
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a part of examination data in conjunction with the sleep questionnaire to allow this study 

to be replicated. In addition, current NHANES questionnaires include non-Hispanic 

Asian as an ethnic/race category, therefore the association between SDB and AMD could 

be investigated in the Asian population. 

Implications 

The findings from this study have the potential to have a profound and positive 

impact on social change. AMD prevalence is expected to double in the next three decades 

(NEI, 2016b). It is estimated that the global cost of visual impairment due to AMD is 

$343 billion, including $255 billion in direct health care costs (BrightFocus Foundation, 

2016). The ability to prevent AMD represents a significant opportunity for saving 

healthcare costs in the United States and other industrialized countries. Currently, there 

are no therapies proven to prevent AMD, only to treat AMD symptoms once diagnosed. 

Potential modifiable risk factors that have shown some promise in reducing AMD 

incidence include diet and smoking. SDB represents a third modifiable risk factor that if 

diagnosed and treated could have an impact on new cases of AMD. Public health 

programs that develop SDB screening guidelines and subsequently promote treatment 

compliance could have a major impact on AMD and a number of other potential 

complications of SDB.  

At the individual patient level, SDB diagnosis rates as well as CPAP treatment 

compliance are notoriously poor. Public health practitioners may choose to use the fear of 

blindness as a motivating factor to get patients to get screened for SDB as well as to 
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promote continued adherence to CPAP therapy. Improving screening of SDB patients and 

adherence to SDB therapy of specific individuals and at-risk populations will aid the 

public health community in meeting the objectives for Healthy People 2020, specifically 

to reduce vision impairment due to AMD (Office of Disease Prevention and Health 

Promotion, 2016).  

Currently, sleep medicine practitioners and retina specialists do not co-manage 

patients. The current guideline for OSA states that disease management should be as a 

chronic condition, using a multidisciplinary approach (Epstein et al., 2009). However, 

there is no mention of ophthalmology and/or eye health in the OSA guidance. This study, 

in addition to those aforementioned in the literature review, creates a growing body of 

evidence that SDB is associated with AMD and can have a negative impact on treatment 

outcomes for patients with AMD. The current Preferred Practice Patterns for AMD 

published by the American Academy of Ophthalmology (AAO) mentions a number of 

risk factors for AMD although SDB was not listed as one of them (AAO, 2015). 

Increasing healthcare practitioners’ understanding of the association of SDB and AMD 

may encourage their incorporation of screening and preventative measures into delivery 

of care guidelines. 

Conclusions 

Based on my extensive literature review, I believe this was the first research study 

to investigate the association between SDB and AMD in a civilian, non-institutionalized 

population of the United States. The results from this cross-sectional study suggest that 
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AMD is associated with diagnosed sleep disorders including sleep apnea and insomnia, 

as well as sleep apnea symptoms (snorting/gasping/stop breathing and snoring). 

Furthermore, these associations were independent of sociodemographic and lifestyle 

factors. AMD can be added to the growing list of chronic diseases that have been linked 

to SDB such as cardiovascular disease and Alzheimer’s disease. 

Future research should aim to look at the association of SDB with late AMD 

(choroidal neovascularization and geographic atrophy). Study designs should employ the 

most objective measures available for assessing SDB (polysomnography) and AMD 

(multimodal retinal diagnostic imaging). Additionally, research is needed to determine 

causal relationships that will help direct interventional and preventative public health 

programs.



124 
 

 
 

References 

Aaronson, J. A., Hofman, W. F., van Bennekom, C. A., van Bezeij, T., van den Aardweg, 

J. G., Groet, E., . . . Schmand, B. (2016). Effects of continuous positive airway 

pressure on cognitive and functional outcome of stroke patients with obstructive 

sleep apnea: A randomized controlled trial. Journal of Clinical Sleep Medicine, 

12(4), 533-541. doi:10.5664/jcsm.5684 

Addison-Brown, K. J., Letter, A. J., Yaggi, K., McClure, L. A., Unverzagt, F. W., 

Howard, V. J., . . . Wadley, V. G. (2014). Age differences in the association of 

obstructive sleep apnea risk with cognition and quality of life. Journal of Sleep 

Research, 23(1), 69-76. doi:10.1111/jsr.12086 

Age-Related Eye Disease Study 2 Research Group. (2013). Lutein + zeaxanthin and 

omega-3 fatty acids for age-related macular degeneration: the Age-Related Eye 

Disease Study 2 (AREDS2) randomized clinical trial. Journal of the American 

Medical Association, 309(19), 2005-2015. doi:10.1001/jama.2013.4997 

Ambati, J., & Fowler, B. J. (2012). Mechanisms of age-related macular degeneration. 

Neuron, 75(1), 26-39. doi:10.1016/j.neuron.2012.06.018 

American Sleep Apnea Association. (2016). Obstructive Sleep Apnea.   Retrieved from 

http://www.sleepapnea.org/learn/sleep-apnea/obstructive-sleep-apnea.html 

Ames, A., 3rd, Li, Y. Y., Heher, E. C., & Kimble, C. R. (1992). Energy metabolism of 

rabbit retina as related to function: high cost of Na+ transport. Journal of  

Neuroscience, 12(3), 840-853.  



125 
 

 
 

Arzt, M., Young, T., Finn, L., Skatrud, J. B., & Bradley, T. D. (2005). Association of 

sleep-disordered breathing and the occurrence of stroke. American Journal of 

Respiratory and Critical Care Medicine, 172(11), 1447-1451. 

doi:10.1164/rccm.200505-702OC 

Association for Research and Vision in Ophthalmology. (2014). New poll: Americans 

fear blindness more than loss of other senses, strongly support more funding for 

research [Press release]. Retrieved from 

http://arvo.org/About_ARVO/Press_Room/New_poll__Americans_fear_blindnes

s_more_than_loss_of_other_senses,_strongly_support_more_funding_for_researc

h/ 

Aurora, R. N., Swartz, R., & Punjabi, N. M. (2015). Misclassification of OSA severity 

with automated scoring of home sleep recordings. Chest, 147(3), 719-727. 

doi:10.1378/chest.14-0929 

Balachandran, J. S., & Patel, S. R. (2014). In the clinic. Obstructive sleep apnea. Annals 

of Internal Medicine, 161(9), ITC1-15; quiz ITC16. doi:10.7326/0003-4819-161-

9-201411040-01005 

Barak, Y, Sherman, M, & Schaal, S. (2012). Untreated Sleep Apnea Interferes with 

Treatment for AMD. Investigative Ophthalmology and Visual Science.  

Barvaux, V. A., Aubert, G., & Rodenstein, D. O. (2000). Weight loss as a treatment for 

obstructive sleep apnoea. Sleep Medicine Reviews, 4(5), 435-452. 

doi:10.1053/smrv.2000.0114 



126 
 

 
 

Basoglu, O. K., & Tasbakan, M. S. (2014). Elevated risk of sleepiness-related motor 

vehicle accidents in patients with obstructive sleep apnea syndrome: a case-

control study. Traffic Injury Prevention, 15(5), 470-476. 

doi:10.1080/15389588.2013.830213 

Batool-Anwar, S., Goodwin, J. L., Kushida, C. A., Walsh, J. A., Simon, R. D., Nichols, 

D. A., & Quan, S. F. (2016). Impact of continuous positive airway pressure 

(CPAP) on quality of life in patients with obstructive sleep apnea (OSA). Journal 

of Sleep Research, 25(6), 731-738. doi:10.1111/jsr.12430 

Bauer, U. E., Briss, P. A., Goodman, R. A., & Bowman, B. A. (2014). Prevention of 

chronic disease in the 21st century: elimination of the leading preventable causes 

of premature death and disability in the USA. Lancet, 384(9937), 45-52. 

doi:10.1016/S0140-6736(14)60648-6 

Ben-Shlomo, Y., & Kuh, D. (2002). A life course approach to chronic disease 

epidemiology: conceptual models, empirical challenges and interdisciplinary 

perspectives. International Journal of Epidemiology, 31(2), 285-293.  

Betteridge, D. J. (2000). What is oxidative stress? Metabolism: Clinical and 

Experimental, 49(2 Suppl 1), 3-8.  

Bird, A. C., Bressler, N. M., Bressler, S. B., Chisholm, I. H., Coscas, G., Davis, M. D., . . 

. Klein, R. (1995). An international classification and grading system for age-

related maculopathy and age-related macular degeneration. The International 

ARM Epidemiological Study Group. Survey of Ophthalmology, 39(5), 367-374.  



127 
 

 
 

Bixler, E. O., Vgontzas, A. N., Lin, H. M., Ten Have, T., Rein, J., Vela-Bueno, A., & 

Kales, A. (2001). Prevalence of sleep-disordered breathing in women: effects of 

gender. American Journal of Respiratory and Critical Care Medicine, 163(3 Pt 

1), 608-613. doi:10.1164/ajrccm.163.3.9911064 

Bixler, E. O., Vgontzas, A. N., Ten Have, T., Tyson, K., & Kales, A. (1998). Effects of 

age on sleep apnea in men: I. Prevalence and severity. American Journal of 

Respiratory and Critical Care Medicine, 157(1), 144-148. 

doi:10.1164/ajrccm.157.1.9706079 

Blackwell, T., Yaffe, K., Laffan, A., Redline, S., Ancoli-Israel, S., Ensrud, K. E., . . . 

Osteoporotic Fractures in Men Study, Group. (2015). Associations between sleep-

disordered breathing, nocturnal hypoxemia, and subsequent cognitive decline in 

older community-dwelling men: the Osteoporotic Fractures in Men Sleep Study. 

Journal of the American Geriatrics Society, 63(3), 453-461. 

doi:10.1111/jgs.13321 

Blasiak, J., Petrovski, G., Vereb, Z., Facsko, A., & Kaarniranta, K. (2014). Oxidative 

stress, hypoxia, and autophagy in the neovascular processes of age-related 

macular degeneration. Biomedical Research International, 2014, 768026. 

doi:10.1155/2014/768026 

Bloom, H. G., Ahmed, I., Alessi, C. A., Ancoli-Israel, S., Buysse, D. J., Kryger, M. H., . . 

. Zee, P. C. (2009). Evidence-based recommendations for the assessment and 



128 
 

 
 

management of sleep disorders in older persons. Journal of the American 

Geriatrics Society, 57(5), 761-789.  

Boland, L. L., Shahar, E., Wong, T. Y., Klein, R., Punjabi, N., Robbins, J. A., & 

Newman, A. B. (2004). Sleep-disordered breathing is not associated with the 

presence of retinal microvascular abnormalities: the Sleep Heart Health Study. 

Sleep, 27(3), 467-473.  

Boltz, A., Luksch, A., Wimpissinger, B., Maar, N., Weigert, G., Frantal, S., . . . 

Schmetterer, L. (2010). Choroidal blood flow and progression of age-related 

macular degeneration in the fellow eye in patients with unilateral choroidal 

neovascularization. Investigative Ophthalmology and Visual Science, 51(8), 4220-

4225. doi:10.1167/iovs.09-4968 

Bourne, R. R., Jonas, J. B., Flaxman, S. R., Keeffe, J., Leasher, J., Naidoo, K., . . . Vision 

Loss Expert Group of the Global Burden of Disease, Study. (2014). Prevalence 

and causes of vision loss in high-income countries and in Eastern and Central 

Europe: 1990-2010. British Journal of Ophthalmology, 98(5), 629-638. 

doi:10.1136/bjophthalmol-2013-304033 

Branger, P., Arenaza-Urquijo, E. M., Tomadesso, C., Mezenge, F., Andre, C., de Flores, 

R., . . . Rauchs, G. (2016). Relationships between sleep quality and brain volume, 

metabolism, and amyloid deposition in late adulthood. Neurobiology of Aging, 41, 

107-114. doi:10.1016/j.neurobiolaging.2016.02.009 



129 
 

 
 

Bright Focus Foundation. (2016). Age-Related Macular Degeneration: Facts & Figures.   

Retrieved from http://www.brightfocus.org/macular/article/age-related-macular-

facts-figures 

Brown, D. M., Kaiser, P. K., Michels, M., Soubrane, G., Heier, J. S., Kim, R. Y., . . . 

Anchor Study Group. (2006). Ranibizumab versus verteporfin for neovascular 

age-related macular degeneration. New England Journal of Medicine, 355(14), 

1432-1444. doi:10.1056/NEJMoa062655 

Buratti, L., Viticchi, G., Falsetti, L., Cagnetti, C., Luzzi, S., Bartolini, M., . . . Silvestrini, 

M. (2014). Vascular impairment in Alzheimer's disease: the role of obstructive 

sleep apnea. Journal of Alzheimer's Disease, 38(2), 445-453. doi:10.3233/JAD-

131046 

Casas, P., Ascaso, F. J., Vicente, E., Tejero-Garces, G., Adiego, M. I., & Cristobal, J. A. 

(2013). Retinal and optic nerve evaluation by optical coherence tomography in 

adults with obstructive sleep apnea-hypopnea syndrome (OSAHS). Graefes 

Archive for Clinical and Experimental Ophthalmology, 251(6), 1625-1634. 

doi:10.1007/s00417-013-2268-9 

CATT Research Group, Martin, D. F., Maguire, M. G., Ying, G. S., Grunwald, J. E., 

Fine, S. L., & Jaffe, G. J. (2011). Ranibizumab and bevacizumab for neovascular 

age-related macular degeneration. New England Journal of Medicine, 364(20), 

1897-1908. doi:10.1056/NEJMoa1102673 



130 
 

 
 

Centers for Disease Control and Prevention. (2005). NHANES Digital Grading Protocol.   

Retrieved from 

http://www.cdc.gov/nchs/data/nhanes/nhanes_05_06/NHANES_ophthamology_di

gital_grading_protocol.pdf 

Centers for Disease Control and Prevention. (2009a). NHANES 2005 - 2006 Data 

Documentation, Codebook, and Frequencies.  

Centers for Disease Control and Prevention. (2009b). NHANES 2007 - 2008 Data 

Documentation, Codebook, and Frequencies.   Retrieved from 

https://wwwn.cdc.gov/Nchs/Nhanes/2007-2008/DEMO_E.htm 

Centers for Disease Control and Prevention. (2011). Note on 2007-2010 Sampling 

Methodology.   Retrieved from http://www.cdc.gov/nchs/nhanes/nhanes2007-

2008/sampling_0708.htm 

Centers for Disease Control and Prevention. (2016a). National Health and Nutrition 

Examination Survey.   Retrieved from 

http://www.cdc.gov/nchs/nhanes/nhanes_questionnaires.htm 

Centers for Disease Control and Prevention. (2016b). Sleep and Chronic Disease.   

Retrieved from http://www.cdc.gov/sleep/about_sleep/chronic_disease.html 

Chen, X., Redline, S., Shields, A. E., Williams, D. R., & Williams, M. A. (2014). 

Associations of allostatic load with sleep apnea, insomnia, short sleep duration, 

and other sleep disturbances: findings from the National Health and Nutrition 



131 
 

 
 

Examination Survey 2005 to 2008. Annals of Epidemiology, 24(8), 612-619. 

doi:10.1016/j.annepidem.2014.05.014 

Chew, E., Clemons, T., Agron, E., Sperduto, R., Sangiovanni, J., Davis, M., . . . Age-

Related Eye Disease Study Research, Group. (2014). Ten-year follow-up of age-

related macular degeneration in the age-related eye disease study: AREDS report 

no. 36. JAMA Ophthalmology, 132(3), 272-277. 

doi:10.1001/jamaophthalmol.2013.6636 

Chew, M., Xie, J., Klein, R., Klein, B., Cotch, M. F., Redline, S., . . . Cheung, N. (2016). 

Sleep apnea and retinal signs in cardiovascular disease: the Multi-Ethnic Study of 

Atherosclerosis. Sleep Breathing, 20(1), 15-23. doi:10.1007/s11325-015-1177-z 

Choi, B. C., & Pak, A. W. (2005). A catalog of biases in questionnaires. Preventing 

Chronic Disease, 2(1), A13.  

Clemons, T. E., Milton, R. C., Klein, R., Seddon, J. M., Ferris, F. L., 3rd, & Age-Related 

Eye Disease Study Research, Group. (2005). Risk factors for the incidence of 

Advanced Age-Related Macular Degeneration in the Age-Related Eye Disease 

Study (AREDS) AREDS report no. 19. Ophthalmology, 112(4), 533-539. 

doi:10.1016/j.ophtha.2004.10.047 

Coleman, A. L., Yu, F., Ensrud, K. E., Stone, K. L., Cauley, J. A., Pedula, K. L., . . . 

Mangione, C. M. (2010). Impact of age-related macular degeneration on vision-

specific quality of life: Follow-up from the 10-year and 15-year visits of the Study 



132 
 

 
 

of Osteoporotic Fractures. American Journal of Ophthalmology, 150(5), 683-691. 

doi:10.1016/j.ajo.2010.05.030 

Court, H., McLean, G., Guthrie, B., Mercer, S. W., & Smith, D. J. (2014). Visual 

impairment is associated with physical and mental comorbidities in older adults: a 

cross-sectional study. BMC Medicine, 12, 181. doi:10.1186/s12916-014-0181-7 

Creswell, John W. (2014). Research design : qualitative, quantitative, and mixed methods 

approaches (4th ed.). Thousand Oaks: SAGE Publications. 

Dietzel, M., Pauleikhoff, D., Arning, A., Heimes, B., Lommatzsch, A., Stoll, M., & 

Hense, H. W. (2014). The contribution of genetic factors to phenotype and 

progression of drusen in early age-related macular degeneration. Graefes Archive 

for Clinical and Experimental Ophthalmology, 252(8), 1273-1281. 

doi:10.1007/s00417-014-2690-7 

Drager, L. F., Genta, P. R., Pedrosa, R. P., Nerbass, F. B., Gonzaga, C. C., Krieger, E. 

M., & Lorenzi-Filho, G. (2010). Characteristics and predictors of obstructive 

sleep apnea in patients with systemic hypertension. American Journal of 

Cardiology, 105(8), 1135-1139. doi:10.1016/j.amjcard.2009.12.017 

Edwards, A. O., Ritter, R., 3rd, Abel, K. J., Manning, A., Panhuysen, C., & Farrer, L. A. 

(2005). Complement factor H polymorphism and age-related macular 

degeneration. Science, 308(5720), 421-424. doi:10.1126/science.1110189 

Elder, Glen H. (1974). Children of the Great Depression : Social change in life 

experience. Chicago: University of Chicago Press. 



133 
 

 
 

Epstein, L. J., Kristo, D., Strollo, P. J., Jr., Friedman, N., Malhotra, A., Patil, S. P., . . . 

Adult Obstructive Sleep Apnea Task Force of the American Academy of Sleep, 

Medicine. (2009). Clinical guideline for the evaluation, management and long-

term care of obstructive sleep apnea in adults. Journal of Clinical Sleep Medicine, 

5(3), 263-276.  

Evans, J. R., Fletcher, A. E., & Wormald, R. P. (2005). 28,000 Cases of age related 

macular degeneration causing visual loss in people aged 75 years and above in the 

United Kingdom may be attributable to smoking. British Journal of 

Ophthalmology, 89(5), 550-553. doi:10.1136/bjo.2004.049726 

Eye Disease Case-Control Study Group. (1992). Risk factors for neovascular age-related 

macular degeneration. The Eye Disease Case-Control Study Group. Archives of 

Ophthalmology, 110(12), 1701-1708.  

Faul, F., Erdfelder, E., Buchner, A., & Lang, A. G. (2009). Statistical power analyses 

using G*Power 3.1: tests for correlation and regression analyses. Behavior 

Research Methods, 41(4), 1149-1160. doi:10.3758/BRM.41.4.1149 

Ferrandez, B., Ferreras, A., Calvo, P., Abadia, B., Marin, J. M., & Pajarin, A. B. (2016). 

Assessment of the retinal nerve fiber layer in individuals with obstructive sleep 

apnea. BMC Ophthalmology, 16(1), 40. doi:10.1186/s12886-016-0216-2 

Ferris, F. L., 3rd, Wilkinson, C. P., Bird, A., Chakravarthy, U., Chew, E., Csaky, K., . . . 

Beckman Initiative for Macular Research Classification, Committee. (2013). 



134 
 

 
 

Clinical classification of age-related macular degeneration. Ophthalmology, 

120(4), 844-851. doi:10.1016/j.ophtha.2012.10.036 

Fisher, D. E., Klein, B. E., Wong, T. Y., Rotter, J. I., Li, X., Shrager, S., . . . Cotch, M. F. 

(2016). Incidence of Age-Related Macular Degeneration in a Multi-Ethnic United 

States Population: The Multi-Ethnic Study of Atherosclerosis. Ophthalmology, 

123(6), 1297-1308. doi:10.1016/j.ophtha.2015.12.026 

Franklin, K. A., Sahlin, C., Stenlund, H., & Lindberg, E. (2013). Sleep apnoea is a 

common occurrence in females. European Respiratory Journal, 41(3), 610-615. 

doi:10.1183/09031936.00212711 

Fraser, C. L., Bliwise, D. L., Newman, N. J., Lamirel, C., Collop, N. A., Rye, D. B., . . . 

Bruce, B. B. (2013). A prospective photographic study of the ocular fundus in 

obstructive sleep apnea. Journal of Neuro-Ophthalmology, 33(3), 241-246. 

doi:10.1097/WNO.0b013e318290194f 

Friedman, D. S., O'Colmain, B. J., Munoz, B., Tomany, S. C., McCarty, C., de Jong, P. 

T., . . . Eye Diseases Prevalence Research, Group. (2004). Prevalence of age-

related macular degeneration in the United States. Archives of Ophthalmology, 

122(4), 564-572. doi:10.1001/archopht.122.4.564 

Fung, S. J., Xi, M., Zhang, J., Sampogna, S., & Chase, M. H. (2012). Apnea produces 

excitotoxic hippocampal synapses and neuronal apoptosis. Experimental 

Neurology, 238(2), 107-113. doi:10.1016/j.expneurol.2012.08.006 



135 
 

 
 

Gami, A. S., Olson, E. J., Shen, W. K., Wright, R. S., Ballman, K. V., Hodge, D. O., . . . 

Somers, V. K. (2013). Obstructive sleep apnea and the risk of sudden cardiac 

death: a longitudinal study of 10,701 adults. Journal of the American College of 

Cardiology, 62(7), 610-616. doi:10.1016/j.jacc.2013.04.080 

Geiger, S. D., & Shankar, A. (2015). The Relationship between Sleep-Disordered 

Breathing and Hypertension in a Nationally Representative Sample. Sleep 

Disorders, 2015, 769798. doi:10.1155/2015/769798 

Gibson, G. J. (2004). Obstructive sleep apnoea syndrome: underestimated and 

undertreated. British Medical Bulletin, 72, 49-65. doi:10.1093/bmb/ldh044 

Glaser, T. S., Doss, L. E., Shih, G., Nigam, D., Sperduto, R. D., Ferris, F. L., 3rd, . . . 

Group, Age-Related Eye Disease Study Research. (2015). The Association of 

Dietary Lutein plus Zeaxanthin and B Vitamins with Cataracts in the Age-Related 

Eye Disease Study: AREDS Report No. 37. Ophthalmology, 122(7), 1471-1479. 

doi:10.1016/j.ophtha.2015.04.007 

Gottlieb, D. J., DeStefano, A. L., Foley, D. J., Mignot, E., Redline, S., Givelber, R. J., & 

Young, T. (2004). APOE epsilon4 is associated with obstructive sleep 

apnea/hypopnea: the Sleep Heart Health Study. Neurology, 63(4), 664-668.  

Gottlieb, D. J., Yenokyan, G., Newman, A. B., O'Connor, G. T., Punjabi, N. M., Quan, S. 

F., . . . Shahar, E. (2010). Prospective study of obstructive sleep apnea and 

incident coronary heart disease and heart failure: the sleep heart health study. 

Circulation, 122(4), 352-360. doi:10.1161/CIRCULATIONAHA.109.901801 



136 
 

 
 

Grunstein, R. R., Stenlof, K., Hedner, J. A., Peltonen, M., Karason, K., & Sjostrom, L. 

(2007). Two year reduction in sleep apnea symptoms and associated diabetes 

incidence after weight loss in severe obesity. Sleep, 30(6), 703-710.  

Grunwald, J. E., Metelitsina, T. I., Dupont, J. C., Ying, G. S., & Maguire, M. G. (2005). 

Reduced foveolar choroidal blood flow in eyes with increasing AMD severity. 

Investigative Ophthalmology and Visual Science, 46(3), 1033-1038. 

doi:10.1167/iovs.04-1050 

Hageman, G. S., Anderson, D. H., Johnson, L. V., Hancox, L. S., Taiber, A. J., Hardisty, 

L. I., . . . Allikmets, R. (2005). A common haplotype in the complement 

regulatory gene factor H (HF1/CFH) predisposes individuals to age-related 

macular degeneration. Proceedings of the National Academy of Sciences of the 

United States of America, 102(20), 7227-7232. doi:10.1073/pnas.0501536102 

Hahn, P., Acquah, K., Cousins, S. W., Lee, P. P., & Sloan, F. A. (2013). Ten-year 

incidence of age-related macular degeneration according to diabetic retinopathy 

classification among medicare beneficiaries. Retina, 33(5), 911-919. 

doi:10.1097/IAE.0b013e3182831248 

Haines, J. L., Hauser, M. A., Schmidt, S., Scott, W. K., Olson, L. M., Gallins, P., . . . 

Pericak-Vance, M. A. (2005). Complement factor H variant increases the risk of 

age-related macular degeneration. Science, 308(5720), 419-421. 

doi:10.1126/science.1110359 



137 
 

 
 

Heier, J. S., Brown, D. M., Chong, V., Korobelnik, J. F., Kaiser, P. K., Nguyen, Q. D., . . 

. Groups, View Study. (2012). Intravitreal aflibercept (VEGF trap-eye) in wet 

age-related macular degeneration. Ophthalmology, 119(12), 2537-2548. 

doi:10.1016/j.ophtha.2012.09.006 

Heinzer, R. (2016). [Epidemiology, risk factors and phenotypes of sleep breathing 

disorders]. Presse Medicine. doi:10.1016/j.lpm.2016.11.002 

Heinzer, R., Vat, S., Marques-Vidal, P., Marti-Soler, H., Andries, D., Tobback, N., . . . 

Haba-Rubio, J. (2015). Prevalence of sleep-disordered breathing in the general 

population: the HypnoLaus study. Lancet Respiratory Medicine, 3(4), 310-318. 

doi:10.1016/S2213-2600(15)00043-0 

Hill, A. B. (1965). The Environment and Disease: Association or Causation? Proceedings 

of the Royal Society of Medicine, 58, 295-300.  

Hla, K. M., Young, T., Hagen, E. W., Stein, J. H., Finn, L. A., Nieto, F. J., & Peppard, P. 

E. (2015). Coronary heart disease incidence in sleep disordered breathing: the 

Wisconsin Sleep Cohort Study. Sleep, 38(5), 677-684. doi:10.5665/sleep.4654 

Hoflstein, V. (2002). Relationship between smoking and sleep apnea in clinic population. 

Sleep, 25(5), 519-524.  

Holford, T. R., Levy, D. T., & Meza, R. (2016). Comparison of Smoking History Patterns 

Among African American and White Cohorts in the United States Born 1890 to 

1990. Nicotine and Tobacco Research, 18 Suppl 1, S16-29. 

doi:10.1093/ntr/ntv274 



138 
 

 
 

Holz, F. G., Strauss, E. C., Schmitz-Valckenberg, S., & van Lookeren Campagne, M. 

(2014). Geographic atrophy: clinical features and potential therapeutic 

approaches. Ophthalmology, 121(5), 1079-1091. 

doi:10.1016/j.ophtha.2013.11.023 

Huseyinoglu, N., Ekinci, M., Ozben, S., Buyukuysal, C., Kale, M. Y., & Sanivar, H. S. 

(2014). Optic disc and retinal nerve fiber layer parameters as indicators of 

neurodegenerative brain changes in patients with obstructive sleep apnea 

syndrome. Sleep Breathing, 18(1), 95-102. doi:10.1007/s11325-013-0854-z 

Hyman, L., Schachat, A. P., He, Q., & Leske, M. C. (2000). Hypertension, cardiovascular 

disease, and age-related macular degeneration. Age-Related Macular 

Degeneration Risk Factors Study Group. Archives of Ophthalmology, 118(3), 

351-358.  

Ip, M. S., Lam, B., Lauder, I. J., Tsang, K. W., Chung, K. F., Mok, Y. W., & Lam, W. K. 

(2001). A community study of sleep-disordered breathing in middle-aged Chinese 

men in Hong Kong. Chest, 119(1), 62-69.  

Ip, M. S., Lam, B., Tang, L. C., Lauder, I. J., Ip, T. Y., & Lam, W. K. (2004). A 

community study of sleep-disordered breathing in middle-aged Chinese women in 

Hong Kong: prevalence and gender differences. Chest, 125(1), 127-134.  

Ip, M. S., Tse, H. F., Lam, B., Tsang, K. W., & Lam, W. K. (2004). Endothelial function 

in obstructive sleep apnea and response to treatment. American Journal of 



139 
 

 
 

Respiratory and Critical Care Medicine, 169(3), 348-353. 

doi:10.1164/rccm.200306-767OC 

Jack, C. R., Jr., Knopman, D. S., Jagust, W. J., Petersen, R. C., Weiner, M. W., Aisen, P. 

S., . . . Trojanowski, J. Q. (2013). Tracking pathophysiological processes in 

Alzheimer's disease: an updated hypothetical model of dynamic biomarkers. 

Lancet Neurology, 12(2), 207-216. doi:10.1016/S1474-4422(12)70291-0 

Jakobsdottir, J., Conley, Y. P., Weeks, D. E., Mah, T. S., Ferrell, R. E., & Gorin, M. B. 

(2005). Susceptibility genes for age-related maculopathy on chromosome 10q26. 

American Journal of Human Genetics, 77(3), 389-407. doi:10.1086/444437 

Jamal, A., Homa, D. M., O'Connor, E., Babb, S. D., Caraballo, R. S., Singh, T., . . . King, 

B. A. (2015). Current cigarette smoking among adults - United States, 2005-2014. 

MMWR: Morbidity and Mortality Weekly Report, 64(44), 1233-1240. 

doi:10.15585/mmwr.mm6444a2 

Joachim, N., Mitchell, P., Burlutsky, G., Kifley, A., & Wang, J. J. (2015). The Incidence 

and Progression of Age-Related Macular Degeneration over 15 Years: The Blue 

Mountains Eye Study. Ophthalmology, 122(12), 2482-2489. 

doi:10.1016/j.ophtha.2015.08.002 

Johnson, C. L., Paulose-Ram, R., Ogden, C. L., Carroll, M. D., Kruszon-Moran, D., 

Dohrmann, S. M., & Curtin, L. R. (2013). National health and nutrition 

examination survey: analytic guidelines, 1999-2010. Vital and Health Statistics. 

Series 2: Data Evaluation and Methods Research(161), 1-24.  



140 
 

 
 

Jordan, A. S., McSharry, D. G., & Malhotra, A. (2014). Adult obstructive sleep apnoea. 

Lancet, 383(9918), 736-747. doi:10.1016/S0140-6736(13)60734-5 

Kaiser, P. K., Brown, D. M., Zhang, K., Hudson, H. L., Holz, F. G., Shapiro, H., . . . 

Acharya, N. R. (2007). Ranibizumab for predominantly classic neovascular age-

related macular degeneration: subgroup analysis of first-year ANCHOR results. 

American Journal of Ophthalmology, 144(6), 850-857. 

doi:10.1016/j.ajo.2007.08.012 

Kanda, A., Chen, W., Othman, M., Branham, K. E., Brooks, M., Khanna, R., . . . 

Swaroop, A. (2007). A variant of mitochondrial protein LOC387715/ARMS2, not 

HTRA1, is strongly associated with age-related macular degeneration. 

Proceedings of the National Academy of Sciences of the United States of America, 

104(41), 16227-16232. doi:10.1073/pnas.0703933104 

Kawada, T., Otsuka, T., Nakamura, T., & Kon, Y. (2015). Relationship between sleep-

disordered breathing and metabolic syndrome after adjustment with 

cardiovascular risk factors. Diabetes & Metabolic Syndrome. 

doi:10.1016/j.dsx.2015.10.005 

Keenan, T. D., Goldacre, R., & Goldacre, M. J. (2016). Associations between obstructive 

sleep apnoea, primary open angle glaucoma and age-related macular 

degeneration: record linkage study. British Journal of Ophthalmology. 

doi:10.1136/bjophthalmol-2015-308278 



141 
 

 
 

Keene, A. C., & Joiner, W. J. (2015). Neurodegeneration: paying it off with sleep. 

Current Biology, 25(6), R234-236. doi:10.1016/j.cub.2015.02.003 

Kendzerska, T., Gershon, A. S., Hawker, G., Leung, R. S., & Tomlinson, G. (2014). 

Obstructive sleep apnea and risk of cardiovascular events and all-cause mortality: 

a decade-long historical cohort study. PLoS Medicine, 11(2), e1001599. 

doi:10.1371/journal.pmed.1001599 

Khurana, R. N., Porco, T. C., Claman, D. M., Boldrey, E. E., Palmer, J. D., & Wieland, 

M. R. (2016). Increasing Sleep Duration Is Associated with Geographic Atrophy 

and Age-Related Macular Degeneration. Retina, 36(2), 255-258. 

doi:10.1097/IAE.0000000000000706 

Kim, J., In, K., Kim, J., You, S., Kang, K., Shim, J., . . . Shin, C. (2004). Prevalence of 

sleep-disordered breathing in middle-aged Korean men and women. American 

Journal of Respiratory and Critical Care Medicine, 170(10), 1108-1113. 

doi:10.1164/rccm.200404-519OC 

Klein, R., Chou, C. F., Klein, B. E., Zhang, X., Meuer, S. M., & Saaddine, J. B. (2011). 

Prevalence of age-related macular degeneration in the US population. Archives of 

Ophthalmology, 129(1), 75-80. doi:10.1001/archophthalmol.2010.318 

Klein, R., Clegg, L., Cooper, L. S., Hubbard, L. D., Klein, B. E., King, W. N., & Folsom, 

A. R. (1999). Prevalence of age-related maculopathy in the Atherosclerosis Risk 

in Communities Study. Archives of Ophthalmology, 117(9), 1203-1210.  



142 
 

 
 

Klein, R., Davis, M. D., Magli, Y. L., Segal, P., Klein, B. E., & Hubbard, L. (1991). The 

Wisconsin age-related maculopathy grading system. Ophthalmology, 98(7), 1128-

1134.  

Klein, R., Klein, B. E., Jensen, S. C., Mares-Perlman, J. A., Cruickshanks, K. J., & Palta, 

M. (1999). Age-related maculopathy in a multiracial United States population: the 

National Health and Nutrition Examination Survey III. Ophthalmology, 106(6), 

1056-1065. doi:10.1016/S0161-6420(99)90255-5 

Klein, R., Klein, B. E., Knudtson, M. D., Meuer, S. M., Swift, M., & Gangnon, R. E. 

(2007). Fifteen-year cumulative incidence of age-related macular degeneration: 

the Beaver Dam Eye Study. Ophthalmology, 114(2), 253-262. 

doi:10.1016/j.ophtha.2006.10.040 

Klein, R., Klein, B. E., Knudtson, M. D., Wong, T. Y., Cotch, M. F., Liu, K., . . . Jacobs, 

D. R., Jr. (2006). Prevalence of age-related macular degeneration in 4 

racial/ethnic groups in the multi-ethnic study of atherosclerosis. Ophthalmology, 

113(3), 373-380. doi:10.1016/j.ophtha.2005.12.013 

Klein, R., Klein, B. E., & Moss, S. E. (1997). The relation of systemic hypertension to 

changes in the retinal vasculature: the Beaver Dam Eye Study. Transactions of the 

American Ophthalmological Society, 95, 329-348; discussion 348-350.  

Klein, R., Li, X., Kuo, J. Z., Klein, B. E., Cotch, M. F., Wong, T. Y., . . . Rotter, J. I. 

(2013). Associations of candidate genes to age-related macular degeneration 

among racial/ethnic groups in the multi-ethnic study of atherosclerosis. American 



143 
 

 
 

Journal of Ophthalmology, 156(5), 1010-1020 e1011. 

doi:10.1016/j.ajo.2013.06.004 

Klein, R., Myers, C. E., Meuer, S. M., Gangnon, R. E., Sivakumaran, T. A., Iyengar, S. 

K., . . . Klein, B. E. (2013). Risk alleles in CFH and ARMS2 and the long-term 

natural history of age-related macular degeneration: the Beaver Dam Eye Study. 

JAMA Ophthalmology, 131(3), 383-392. doi:10.1001/jamaophthalmol.2013.713 

Klein, R., Peto, T., Bird, A., & Vannewkirk, M. R. (2004). The epidemiology of age-

related macular degeneration. American Journal of Ophthalmology, 137(3), 486-

495. doi:10.1016/j.ajo.2003.11.069 

Kuh, D., Ben-Shlomo, Y., Lynch, J., Hallqvist, J., & Power, C. (2003). Life course 

epidemiology. Journal of Epidemiology and Community Health, 57(10), 778-783.  

Kuh, Diana, & Ben-Shlomo, Yoav. (2004). A life course approach to chronic disease 

epidemiology (2nd ed.). New York: Oxford University Press. 

Laaban, J. P., Pascal-Sebaoun, S., Bloch, E., Orvoen-Frija, E., Oppert, J. M., & Huchon, 

G. (2002). Left ventricular systolic dysfunction in patients with obstructive sleep 

apnea syndrome. Chest, 122(4), 1133-1138.  

Lavie, P., Herer, P., & Hoffstein, V. (2000). Obstructive sleep apnoea syndrome as a risk 

factor for hypertension: population study. British Medical Journal, 320(7233), 

479-482.  

Lechanteur, Y. T., van de Camp, P. L., Smailhodzic, D., van de Ven, J. P., Buitendijk, G. 

H., Klaver, C. C., . . . Klevering, B. J. (2015). Association of Smoking and CFH 



144 
 

 
 

and ARMS2 Risk Variants With Younger Age at Onset of Neovascular Age-

Related Macular Degeneration. JAMA Ophthalmology, 133(5), 533-541. 

doi:10.1001/jamaophthalmol.2015.18 

Leibowitz, H. M., Krueger, D. E., Maunder, L. R., Milton, R. C., Kini, M. M., Kahn, H. 

A., . . . Dawber, T. R. (1980). The Framingham Eye Study monograph: An 

ophthalmological and epidemiological study of cataract, glaucoma, diabetic 

retinopathy, macular degeneration, and visual acuity in a general population of 

2631 adults, 1973-1975. Survey of Ophthalmology, 24(Suppl), 335-610.  

Li, C., Balluz, L. S., Ford, E. S., Okoro, C. A., Zhao, G., & Pierannunzi, C. (2012). A 

comparison of prevalence estimates for selected health indicators and chronic 

diseases or conditions from the Behavioral Risk Factor Surveillance System, the 

National Health Interview Survey, and the National Health and Nutrition 

Examination Survey, 2007-2008. Preventive Medicine, 54(6), 381-387. 

doi:10.1016/j.ypmed.2012.04.003 

Lim, L. S., Mitchell, P., Seddon, J. M., Holz, F. G., & Wong, T. Y. (2012). Age-related 

macular degeneration. Lancet, 379(9827), 1728-1738. doi:10.1016/S0140-

6736(12)60282-7 

Lin, P. W., Friedman, M., Lin, H. C., Chang, H. W., Pulver, T. M., & Chin, C. H. (2011). 

Decreased retinal nerve fiber layer thickness in patients with obstructive sleep 

apnea/hypopnea syndrome. Graefes Archive for Clinical and Experimental 

Ophthalmology, 249(4), 585-593. doi:10.1007/s00417-010-1544-1 



145 
 

 
 

Lynch, J., & Smith, G. D. (2005). A life course approach to chronic disease 

epidemiology. Annual Review of Public Health, 26, 1-35. 

doi:10.1146/annurev.publhealth.26.021304.144505 

Marazita, M. C., Dugour, A., Marquioni-Ramella, M. D., Figueroa, J. M., & Suburo, A. 

M. (2015). Oxidative stress-induced premature senescence dysregulates VEGF 

and CFH expression in retinal pigment epithelial cells: Implications for Age-

related Macular Degeneration. Redox Biology, 7, 78-87. 

doi:10.1016/j.redox.2015.11.011 

Marin, J. M., Carrizo, S. J., Vicente, E., & Agusti, A. G. (2005). Long-term 

cardiovascular outcomes in men with obstructive sleep apnoea-hypopnoea with or 

without treatment with continuous positive airway pressure: an observational 

study. Lancet, 365(9464), 1046-1053. doi:10.1016/S0140-6736(05)71141-7 

McMillan, A., Bratton, D. J., Faria, R., Laskawiec-Szkonter, M., Griffin, S., Davies, R. 

J., . . . Investigators, Predict. (2014). Continuous positive airway pressure in older 

people with obstructive sleep apnoea syndrome (PREDICT): a 12-month, 

multicentre, randomised trial. Lancet Respiratory Medicine, 2(10), 804-812. 

doi:10.1016/S2213-2600(14)70172-9 

Medicine, American Academy of Sleep. (2014). International Classification of Sleep 

Disorders. Retrieved from Darien, IL:  

Mendelson, M., Lyons, O. D., Yadollahi, A., Inami, T., Oh, P., & Bradley, T. D. (2016). 

Effects of exercise training on sleep apnoea in patients with coronary artery 



146 
 

 
 

disease: a randomised trial. European Respiratory Journal. 

doi:10.1183/13993003.01897-2015 

Mezzanotte, W. S., Tangel, D. J., & White, D. P. (1992). Waking genioglossal 

electromyogram in sleep apnea patients versus normal controls (a neuromuscular 

compensatory mechanism). Journal of Clinical Investigation, 89(5), 1571-1579. 

doi:10.1172/JCI115751 

Molnar, M. Z., Mucsi, I., Novak, M., Szabo, Z., Freire, A. X., Huch, K. M., . . . Kovesdy, 

C. P. (2015). Association of incident obstructive sleep apnoea with outcomes in a 

large cohort of US veterans. Thorax, 70(9), 888-895. doi:10.1136/thoraxjnl-2015-

206970 

Monson, Richard R. (1990). Occupational epidemiology (2nd ed.). Boca Raton, Fla.: 

CRC Press. 

Morrell, M. J., McRobbie, D. W., Quest, R. A., Cummin, A. R., Ghiassi, R., & Corfield, 

D. R. (2003). Changes in brain morphology associated with obstructive sleep 

apnea. Sleep Medicine, 4(5), 451-454.  

Mullins, R. F., Russell, S. R., Anderson, D. H., & Hageman, G. S. (2000). Drusen 

associated with aging and age-related macular degeneration contain proteins 

common to extracellular deposits associated with atherosclerosis, elastosis, 

amyloidosis, and dense deposit disease. Journal of the Federation of American 

Societies of Experimental Biology, 14(7), 835-846.  



147 
 

 
 

Munoz, R., Duran-Cantolla, J., Martinez-Vila, E., Gallego, J., Rubio, R., Aizpuru, F., & 

De La Torre, G. (2006). Severe sleep apnea and risk of ischemic stroke in the 

elderly. Stroke, 37(9), 2317-2321. doi:10.1161/01.STR.0000236560.15735.0f 

Myers, C. E., Klein, B. E., Gangnon, R., Sivakumaran, T. A., Iyengar, S. K., & Klein, R. 

(2014). Cigarette smoking and the natural history of age-related macular 

degeneration: the Beaver Dam Eye Study. Ophthalmology, 121(10), 1949-1955. 

doi:10.1016/j.ophtha.2014.04.040 

National Center for Health Statistics [U.S.]. (2012). National health and nutrition 

examination survey : sample design,1999-2006. Hyattsville, Md.: U.S. 

Department of Health and Human Services, Centers for Disease Control and 

Prevention, National Center for Health Statistics. 

National Center for Health Statistics [U.S.]. (2013). National health and nutrition 

examination survey. Sample design, 2007-2010. Hyattsville, Maryland: U.S. 

Department of Health and Human Services, Centers for Disease Control and 

Prevention, National Center for Health Statistics. 

National Eye Institute. (2016a). Age-Related Macular Degeneration (AMD).   Retrieved 

from https://nei.nih.gov/eyedata/amd 

National Eye Institute. (2016b). Facts About Age-Related Macular Degeneration.   

Retrieved from https://nei.nih.gov/health/maculardegen/armd_facts 

Nesmith, B. L., Ihnen, M., & Schaal, S. (2014). Poor responders to bevacizumab 

pharmacotherapy in age-related macular degeneration and in diabetic macular 



148 
 

 
 

edema demonstrate increased risk for obstructive sleep apnea. Retina, 34(12), 

2423-2430. doi:10.1097/IAE.0000000000000247 

Nieto, F. J., Young, T. B., Lind, B. K., Shahar, E., Samet, J. M., Redline, S., . . . 

Pickering, T. G. (2000). Association of sleep-disordered breathing, sleep apnea, 

and hypertension in a large community-based study. Sleep Heart Health Study. 

Journal of the American Medical Association, 283(14), 1829-1836.  

Nishi, A., Kawachi, I., Koenen, K. C., Wu, K., Nishihara, R., & Ogino, S. (2015). 

Lifecourse epidemiology and molecular pathological epidemiology. American 

Journal of Preventive Medicine, 48(1), 116-119. 

doi:10.1016/j.amepre.2014.09.031 

Nivison-Smith, L., Milston, R., Madigan, M., & Kalloniatis, M. (2014). Age-related 

macular degeneration: linking clinical presentation to pathology. Optometry and 

Visual Sciences, 91(8), 832-848. doi:10.1097/OPX.0000000000000281 

O'Connor, G. T., Caffo, B., Newman, A. B., Quan, S. F., Rapoport, D. M., Redline, S., . . 

. Shahar, E. (2009). Prospective study of sleep-disordered breathing and 

hypertension: the Sleep Heart Health Study. American Journal of Respiratory and 

Critical Care Medicine, 179(12), 1159-1164. doi:10.1164/rccm.200712-1809OC 

Office of Disease Prevention and Health Promotion. (2016). Healthy People 2020: Vision 

Objectives.  



149 
 

 
 

Ohno-Matsui, K. (2011). Parallel findings in age-related macular degeneration and 

Alzheimer's disease. Progress in Retina Eye Research, 30(4), 217-238. 

doi:10.1016/j.preteyeres.2011.02.004 

Osorio, R. S., Gumb, T., Pirraglia, E., Varga, A. W., Lu, S. E., Lim, J., . . . Alzheimer's 

Disease Neuroimaging, Initiative. (2015). Sleep-disordered breathing advances 

cognitive decline in the elderly. Neurology, 84(19), 1964-1971. 

doi:10.1212/WNL.0000000000001566 

Pamidi, S., Wroblewski, K., Stepien, M., Sharif-Sidi, K., Kilkus, J., Whitmore, H., & 

Tasali, E. (2015). Eight Hours of Nightly Continuous Positive Airway Pressure 

Treatment of Obstructive Sleep Apnea Improves Glucose Metabolism in Patients 

with Prediabetes. A Randomized Controlled Trial. American Journal of 

Respiratory and Critical Care Medicine, 192(1), 96-105. 

doi:10.1164/rccm.201408-1564OC 

Pascolini, D., & Mariotti, S. P. (2012). Global estimates of visual impairment: 2010. 

British Journal of Ophthalmology, 96(5), 614-618. doi:10.1136/bjophthalmol-

2011-300539 

Paz, Y. Mar H. L., Hazen, S. L., Tracy, R. P., Strohl, K. P., Auckley, D., Bena, J., . . . 

Mehra, R. (2016). Effect of Continuous Positive Airway Pressure on 

Cardiovascular Biomarkers: the Sleep Apnea Stress Randomized Controlled Trial. 

Chest. doi:10.1016/j.chest.2016.03.002 



150 
 

 
 

Peker, Y., Glantz, H., Eulenburg, C., Wegscheider, K., Herlitz, J., & Thunstrom, E. 

(2016). Effect of Positive Airway Pressure on Cardiovascular Outcomes in 

Coronary Artery Disease Patients with Non-Sleepy Obstructive Sleep Apnea: The 

RICCADSA Randomized Controlled Trial. American Journal of Respiratory and 

Critical Care Medicine. doi:10.1164/rccm.201601-0088OC 

Peker, Y., Hedner, J., Kraiczi, H., & Loth, S. (2000). Respiratory disturbance index: an 

independent predictor of mortality in coronary artery disease. American Journal 

of Respiratory and Critical Care Medicine, 162(1), 81-86. 

doi:10.1164/ajrccm.162.1.9905035 

Peppard, P. E., Austin, D., & Brown, R. L. (2007). Association of alcohol consumption 

and sleep disordered breathing in men and women. Journal of Clinical Sleep 

Medicine, 3(3), 265-270.  

Peppard, P. E., Young, T., Barnet, J. H., Palta, M., Hagen, E. W., & Hla, K. M. (2013). 

Increased prevalence of sleep-disordered breathing in adults. American Journal of 

Epidemiology, 177(9), 1006-1014. doi:10.1093/aje/kws342 

Peppard, P. E., Young, T., Palta, M., Dempsey, J., & Skatrud, J. (2000). Longitudinal 

study of moderate weight change and sleep-disordered breathing. Journal of the 

American Medical Association, 284(23), 3015-3021.  

Peppard, P. E., Young, T., Palta, M., & Skatrud, J. (2000). Prospective study of the 

association between sleep-disordered breathing and hypertension. New England 

Journal of Medicine, 342(19), 1378-1384. doi:10.1056/NEJM200005113421901 



151 
 

 
 

Perez-Canales, J. L., Rico-Sergado, L., & Perez-Santonja, J. J. (2016). Self-Reported 

Sleep Duration in Patients with Neovascular Age-Related Macular Degeneration. 

Ophthalmic Epidemiology, 1-7. doi:10.3109/09286586.2015.1119288 

Pierannunzi, C., Hu, S. S., & Balluz, L. (2013). A systematic review of publications 

assessing reliability and validity of the Behavioral Risk Factor Surveillance 

System (BRFSS), 2004-2011. BMC Medical Research Methodology, 13, 49. 

doi:10.1186/1471-2288-13-49 

Quan, S. F., Howard, B. V., Iber, C., Kiley, J. P., Nieto, F. J., O'Connor, G. T., . . . Wahl, 

P. W. (1997). The Sleep Heart Health Study: design, rationale, and methods. 

Sleep, 20(12), 1077-1085.  

Rasmussen, A., Bloch, S. B., Fuchs, J., Hansen, L. H., Larsen, M., Lacour, M., . . . 

Sander, B. (2013). A 4-Year Longitudinal Study of 555 Patients Treated with 

Ranibizumab for Neovascular Age-related Macular Degeneration. 

Ophthalmology, 120(12), 2630-2636. doi:10.1016/j.ophtha.2013.05.018 

Ratnapriya, R., & Chew, E. Y. (2013). Age-related macular degeneration-clinical review 

and genetics update. Clinical Genetics, 84(2), 160-166. doi:10.1111/cge.12206 

Ratnayaka, J. A., Serpell, L. C., & Lotery, A. J. (2015). Dementia of the eye: the role of 

amyloid beta in retinal degeneration. Eye (London, England), 29(8), 1013-1026. 

doi:10.1038/eye.2015.100 

Redline, S., Yenokyan, G., Gottlieb, D. J., Shahar, E., O'Connor, G. T., Resnick, H. E., . . 

. Punjabi, N. M. (2010). Obstructive sleep apnea-hypopnea and incident stroke: 



152 
 

 
 

the sleep heart health study. American Journal of Respiratory and Critical Care 

Medicine, 182(2), 269-277. doi:10.1164/rccm.200911-1746OC 

Remsch, H., Spraul, C. W., Lang, G. K., & Lang, G. E. (2000). Changes of retinal 

capillary blood flow in age-related maculopathy. Graefes Archive for Clinical and 

Experimental Ophthalmology, 238(12), 960-964.  

Reynolds, R., Hartnett, M. E., Atkinson, J. P., Giclas, P. C., Rosner, B., & Seddon, J. M. 

(2009). Plasma complement components and activation fragments: associations 

with age-related macular degeneration genotypes and phenotypes. Investigative 

Ophthalmology and Visual Science, 50(12), 5818-5827. doi:10.1167/iovs.09-3928 

Rivera, A., Fisher, S. A., Fritsche, L. G., Keilhauer, C. N., Lichtner, P., Meitinger, T., & 

Weber, B. H. (2005). Hypothetical LOC387715 is a second major susceptibility 

gene for age-related macular degeneration, contributing independently of 

complement factor H to disease risk. Human Molecular Genetics, 14(21), 3227-

3236. doi:10.1093/hmg/ddi353 

Rosen, R., Hu, D. N., Perez, V., Tai, K., Yu, G. P., Chen, M., . . . Walsh, J. (2009). 

Urinary 6-sulfatoxymelatonin level in age-related macular degeneration patients. 

Molecular Vision, 15, 1673-1679.  

Ryan, Stephen J. (2013). Retina (5th ed. Vol. 2). London: Saunders/Elsevier. 

Salord, N., Fortuna, A. M., Monasterio, C., Gasa, M., Perez, A., Bonsignore, M. R., . . . 

Mayos, M. (2016). A Randomized Controlled Trial of Continuous Positive 



153 
 

 
 

Airway Pressure on Glucose Tolerance in Obese Patients with Obstructive Sleep 

Apnea. Sleep, 39(1), 35-41. doi:10.5665/sleep.5312 

SanGiovanni, J. P., Chew, E. Y., Agron, E., Clemons, T. E., Ferris, F. L., 3rd, Gensler, 

G., . . . Age-Related Eye Disease Study Research, Group. (2008). The relationship 

of dietary omega-3 long-chain polyunsaturated fatty acid intake with incident age-

related macular degeneration: AREDS report no. 23. Archives of Ophthalmology, 

126(9), 1274-1279. doi:10.1001/archopht.126.9.1274 

Schmidt-Erfurth, U., Kaiser, P. K., Korobelnik, J. F., Brown, D. M., Chong, V., Nguyen, 

Q. D., . . . Heier, J. S. (2014). Intravitreal aflibercept injection for neovascular 

age-related macular degeneration: ninety-six-week results of the VIEW studies. 

Ophthalmology, 121(1), 193-201. doi:10.1016/j.ophtha.2013.08.011 

Schwab, R. J., Pasirstein, M., Pierson, R., Mackley, A., Hachadoorian, R., Arens, R., . . . 

Pack, A. I. (2003). Identification of upper airway anatomic risk factors for 

obstructive sleep apnea with volumetric magnetic resonance imaging. American 

Journal of Respiratory and Critical Care Medicine, 168(5), 522-530. 

doi:10.1164/rccm.200208-866OC 

Seddon, J. M., Cote, J., Page, W. F., Aggen, S. H., & Neale, M. C. (2005). The US twin 

study of age-related macular degeneration: relative roles of genetic and 

environmental influences. Archives of Ophthalmology, 123(3), 321-327. 

doi:10.1001/archopht.123.3.321 



154 
 

 
 

Seddon, J. M., Francis, P. J., George, S., Schultz, D. W., Rosner, B., & Klein, M. L. 

(2007). Association of CFH Y402H and LOC387715 A69S with progression of 

age-related macular degeneration. Journal of the American Medical Association, 

297(16), 1793-1800. doi:10.1001/jama.297.16.1793 

Seddon, J. M., George, S., Rosner, B., & Rifai, N. (2005). Progression of age-related 

macular degeneration: prospective assessment of C-reactive protein, interleukin 6, 

and other cardiovascular biomarkers. Archives of Ophthalmology, 123(6), 774-

782. doi:10.1001/archopht.123.6.774 

Seddon, J. M., Sharma, S., & Adelman, R. A. (2006). Evaluation of the clinical age-

related maculopathy staging system. Ophthalmology, 113(2), 260-266. 

doi:10.1016/j.ophtha.2005.11.001 

Seicean, S., Neuhauser, D., Strohl, K., & Redline, S. (2011). An exploration of 

differences in sleep characteristics between Mexico-born US immigrants and 

other Americans to address the Hispanic Paradox. Sleep, 34(8), 1021-1031. 

doi:10.5665/SLEEP.1154 

Shahar, E., Whitney, C. W., Redline, S., Lee, E. T., Newman, A. B., Nieto, F. J., . . . 

Samet, J. M. (2001). Sleep-disordered breathing and cardiovascular disease: 

cross-sectional results of the Sleep Heart Health Study. American Journal of 

Respiratory and Critical Care Medicine, 163(1), 19-25. 

doi:10.1164/ajrccm.163.1.2001008 



155 
 

 
 

Sharrett, A. R., Hubbard, L. D., Cooper, L. S., Sorlie, P. D., Brothers, R. J., Nieto, F. J., . 

. . Klein, R. (1999). Retinal arteriolar diameters and elevated blood pressure: the 

Atherosclerosis Risk in Communities Study. American Journal of Epidemiology, 

150(3), 263-270.  

Shiba, T., Takahashi, M., Sato, Y., Onoda, Y., Hori, Y., Sugiyama, T., . . . Maeno, T. 

(2014). Relationship between severity of obstructive sleep apnea syndrome and 

retinal nerve fiber layer thickness. American Journal of Ophthalmology, 157(6), 

1202-1208. doi:10.1016/j.ajo.2014.01.028 

Silva, R., Cachulo, M. L., Fonseca, P., Bernardes, R., Nunes, S., Vilhena, N., & Faria de 

Abreu, J. R. (2011). Age-related macular degeneration and risk factors for the 

development of choroidal neovascularisation in the fellow eye: a 3-year follow-up 

study. Ophthalmologica, 226(3), 110-118. doi:10.1159/000329473 

Sim, D., & Fruttiger, M. (2013). Keeping blood vessels out of sight. Elife, 2, e00948. 

doi:10.7554/eLife.00948 

Smith, W., Assink, J., Klein, R., Mitchell, P., Klaver, C. C., Klein, B. E., . . . de Jong, P. 

T. (2001). Risk factors for age-related macular degeneration: Pooled findings 

from three continents. Ophthalmology, 108(4), 697-704.  

Somers, V. K., White, D. P., Amin, R., Abraham, W. T., Costa, F., Culebras, A., . . . 

American College of Cardiology, Foundation. (2008). Sleep apnea and 

cardiovascular disease: an American Heart Association/american College Of 

Cardiology Foundation Scientific Statement from the American Heart Association 



156 
 

 
 

Council for High Blood Pressure Research Professional Education Committee, 

Council on Clinical Cardiology, Stroke Council, and Council On Cardiovascular 

Nursing. In collaboration with the National Heart, Lung, and Blood Institute 

National Center on Sleep Disorders Research (National Institutes of Health). 

Circulation, 118(10), 1080-1111. doi:10.1161/CIRCULATIONAHA.107.189375 

Spira, A. P., Yager, C., Brandt, J., Smith, G. S., Zhou, Y., Mathur, A., . . . Wu, M. N. 

(2014). Objectively Measured Sleep and beta-amyloid Burden in Older Adults: A 

Pilot Study. SAGE Open Medicine, 2. doi:10.1177/2050312114546520 

Sprecher, K. E., Bendlin, B. B., Racine, A. M., Okonkwo, O. C., Christian, B. T., Koscik, 

R. L., . . . Benca, R. M. (2015). Amyloid burden is associated with self-reported 

sleep in nondemented late middle-aged adults. Neurobiology of Aging, 36(9), 

2568-2576. doi:10.1016/j.neurobiolaging.2015.05.004 

Stone, K. L., Blackwell, T. L., Ancoli-Israel, S., Barrett-Connor, E., Bauer, D. C., 

Cauley, J. A., . . . Redline, S. (2016). Sleep Disordered Breathing and Risk of 

Stroke in Older Community-Dwelling Men. Sleep, 39(3), 531-540. 

doi:10.5665/sleep.5520 

Submacular Surgery Trials Research Group. (2005). Histopathologic and Ultrastructural 

Features of Surgically Excised Subfoveal Choroidal Neovascular Lesions: 

Submacular Surgery Trials Report No. 7. Archives of Ophthalmology, 123, 914-

921.  



157 
 

 
 

Szklo, M., & Nieto, F. Javier. (2014). Epidemiology : beyond the basics (3rd ed.). 

Burlington, Mass.: Jones & Bartlett Learning. 

Thornton, J., Edwards, R., Mitchell, P., Harrison, R. A., Buchan, I., & Kelly, S. P. 

(2005). Smoking and age-related macular degeneration: a review of association. 

Eye (London, England), 19(9), 935-944. doi:10.1038/sj.eye.6701978 

Tomany, S. C., Wang, J. J., Van Leeuwen, R., Klein, R., Mitchell, P., Vingerling, J. R., . . 

. De Jong, P. T. (2004). Risk factors for incident age-related macular 

degeneration: pooled findings from 3 continents. Ophthalmology, 111(7), 1280-

1287. doi:10.1016/j.ophtha.2003.11.010 

Torelli, F., Moscufo, N., Garreffa, G., Placidi, F., Romigi, A., Zannino, S., . . . Guttmann, 

C. R. (2011). Cognitive profile and brain morphological changes in obstructive 

sleep apnea. Neuroimage, 54(2), 787-793. doi:10.1016/j.neuroimage.2010.09.065 

Triebwasser, M. P., Roberson, E. D., Yu, Y., Schramm, E. C., Wagner, E. K., 

Raychaudhuri, S., . . . Atkinson, J. P. (2015). Rare Variants in the Functional 

Domains of Complement Factor H Are Associated With Age-Related Macular 

Degeneration. Investigative Ophthalmology and Visual Science, 56(11), 6873-

6878. doi:10.1167/iovs.15-17432 

Trzepizur, W., Boursier, J., Mansour, Y., Le Vaillant, M., Chollet, S., Pigeanne, T., . . . 

Institut de Recherche en Sante Respiratoire des Pays de la Loire Sleep Cohort, 

Group. (2016). Association Between Severity of Obstructive Sleep Apnea and 



158 
 

 
 

Blood Markers of Liver Injury. Clinical Gastroenterology and Hepatology. 

doi:10.1016/j.cgh.2016.04.037 

Udwadia, Z. F., Doshi, A. V., Lonkar, S. G., & Singh, C. I. (2004). Prevalence of sleep-

disordered breathing and sleep apnea in middle-aged urban Indian men. American 

Journal of Respiratory and Critical Care Medicine, 169(2), 168-173. 

doi:10.1164/rccm.200302-265OC 

United Nations. (2013). World Population Ageing 2013. Retrieved from  

United Nations. (2015). World Population Prospects: The 2012 Revision.   Retrieved 

from http://esa.un.org/unpd/wpp/publications/Files/WPP2012_HIGHLIGHTS.pdf 

United States Census Bureau. (2015a). 2014 National Population Projections.   Retrieved 

from 

https://www.census.gov/population/projections/data/national/2014/summarytables

.html 

United States Census Bureau. (2015b). Projections of the Size and Composition of the US 

Population: 2014 to 2060. Retrieved from 

https://www.census.gov/content/dam/Census/library/publications/2015/demo/p25-

1143.pdf 

van Lookeren Campagne, M., LeCouter, J., Yaspan, B. L., & Ye, W. (2014). Mechanisms 

of age-related macular degeneration and therapeutic opportunities. Journal of 

Pathology, 232(2), 151-164. doi:10.1002/path.4266 



159 
 

 
 

Varol, Y., Anar, C., Tuzel, O. E., Guclu, S. Z., & Ucar, Z. Z. (2015). The impact of active 

and former smoking on the severity of obstructive sleep apnea. Sleep Breathing, 

19(4), 1279-1284. doi:10.1007/s11325-015-1159-1 

Velilla, S., Garcia-Medina, J. J., Garcia-Layana, A., Dolz-Marco, R., Pons-Vazquez, S., 

Pinazo-Duran, M. D., . . . Gallego-Pinazo, R. (2013). Smoking and age-related 

macular degeneration: review and update. Journal of Ophthalmology, 2013, 

895147. doi:10.1155/2013/895147 

Wagner, E. H., Austin, B. T., Davis, C., Hindmarsh, M., Schaefer, J., & Bonomi, A. 

(2001). Improving chronic illness care: translating evidence into action. Health 

Affairs, 20(6), 64-78.  

Wagner, E. H., Austin, B. T., & Von Korff, M. (1996). Improving outcomes in chronic 

illness. Managed Care Quarterly, 4(2), 12-25.  

Wang, L., Clark, M. E., Crossman, D. K., Kojima, K., Messinger, J. D., Mobley, J. A., & 

Curcio, C. A. (2010). Abundant lipid and protein components of drusen. PloS 

One, 5(4), e10329. doi:10.1371/journal.pone.0010329 

Weaver, T. E., & Grunstein, R. R. (2008). Adherence to continuous positive airway 

pressure therapy: the challenge to effective treatment. Proceedings of the 

American Thoracic Society, 5(2), 173-178. doi:10.1513/pats.200708-119MG 

Wetter, D. W., Young, T. B., Bidwell, T. R., Badr, M. S., & Palta, M. (1994). Smoking as 

a risk factor for sleep-disordered breathing. Archives of Internal Medicine, 

154(19), 2219-2224.  



160 
 

 
 

Whitmore, S. S., Sohn, E. H., Chirco, K. R., Drack, A. V., Stone, E. M., Tucker, B. A., & 

Mullins, R. F. (2015). Complement activation and choriocapillaris loss in early 

AMD: implications for pathophysiology and therapy. Progress in Retinal and Eye 

Research, 45, 1-29. doi:10.1016/j.preteyeres.2014.11.005 

Wong, T. , Hubbard, L. , Klein, R., Marino, E. K., Kronmal, R., Sharrett, A. , . . . Tielsch, 

J. M. (2002). Retinal microvascular abnormalities and blood pressure in older 

people: the Cardiovascular Health Study. British Journal of Ophthalmology, 

86(9), 1007-1013.  

Wong, T. , Klein, R., Klein, B. , Tielsch, J. , Hubbard, L., & Nieto, F. . (2001). Retinal 

microvascular abnormalities and their relationship with hypertension, 

cardiovascular disease, and mortality. Survey of Ophthalmology, 46(1), 59-80.  

Wong, W., Su, X., Li, X., Cheung, C., Klein, R., Cheng, C., & Wong, T. (2014). Global 

prevalence of age-related macular degeneration and disease burden projection for 

2020 and 2040: a systematic review and meta-analysis. Lancet Global Health, 

2(2), e106-116. doi:10.1016/S2214-109X(13)70145-1 

World Health Organization. (2013). Global action plan for the prevention and control of 

noncommunicable diseases 2013-2020. 

World Health Organization. (2015). Priority Eye Disease: Age-Related Macular 

Degeneration.   Retrieved from 

http://www.who.int/blindness/causes/priority/en/index7.html 



161 
 

 
 

Xin, C., Wang, J., Zhang, W., Wang, L., & Peng, X. (2014). Retinal and choroidal 

thickness evaluation by SD-OCT in adults with obstructive sleep apnea-hypopnea 

syndrome (OSAS). Eye (London, England), 28(4), 415-421. 

doi:10.1038/eye.2013.307 

Yaffe, K., Nettiksimmons, J., Yesavage, J., & Byers, A. (2015). Sleep Quality and Risk 

of Dementia Among Older Male Veterans. American Journal of Geriatric 

Psychiatry, 23(6), 651-654. doi:10.1016/j.jagp.2015.02.008 

Yaouhi, K., Bertran, F., Clochon, P., Mezenge, F., Denise, P., Foret, J., . . . Desgranges, 

B. (2009). A combined neuropsychological and brain imaging study of 

obstructive sleep apnea. Journal of Sleep Research, 18(1), 36-48. 

doi:10.1111/j.1365-2869.2008.00705.x 

Yeboah, J., Redline, S., Johnson, C., Tracy, R., Ouyang, P., Blumenthal, R. S., . . . 

Herrington, D. M. (2011). Association between sleep apnea, snoring, incident 

cardiovascular events and all-cause mortality in an adult population: MESA. 

Atherosclerosis, 219(2), 963-968. doi:10.1016/j.atherosclerosis.2011.08.021 

Yonekawa, Y., Miller, J. W., & Kim, I. K. (2015). Age-Related Macular Degeneration: 

Advances in Management and Diagnosis. Journal of Clinical Medicine, 4(2), 343-

359. doi:10.3390/jcm4020343 

Young, D., & Collop, N. (2014). Advances in the treatment of obstructive sleep apnea. 

Current Treatment Options in Neurology, 16(8), 305. doi:10.1007/s11940-014-

0305-6 



162 
 

 
 

Young, T., Evans, L., Finn, L., & Palta, M. (1997). Estimation of the clinically diagnosed 

proportion of sleep apnea syndrome in middle-aged men and women. Sleep, 

20(9), 705-706.  

Young, T., Palta, M., Dempsey, J., Skatrud, J., Weber, S., & Badr, S. (1993). The 

occurrence of sleep-disordered breathing among middle-aged adults. New 

England Journal of Medicine, 328(17), 1230-1235. 

doi:10.1056/NEJM199304293281704 

Young, T., Peppard, P. E., & Gottlieb, D. J. (2002). Epidemiology of obstructive sleep 

apnea: a population health perspective. American Journal of Respiratory and 

Critical Care Medicine, 165(9), 1217-1239.  

Zerbib, J., Delcourt, C., Puche, N., Querques, G., Cohen, S. Y., Sahel, J., . . . Souied, E. 

H. (2014). Risk factors for exudative age-related macular degeneration in a large 

French case-control study. Graefes Archive for Clinical and Experimental 

Ophthalmology, 252(6), 899-907. doi:10.1007/s00417-013-2537-7 

Zhang, J. H., Fung, S. J., Xi, M., Sampogna, S., & Chase, M. H. (2009). Recurrent apnea 

induces neuronal apoptosis in the guinea pig forebrain. Experimental Neurology, 

216(2), 290-294. doi:10.1016/j.expneurol.2008.12.003 

Zhang, Q., Tie, L., Wu, S., Lv, P., Huang, H., Wang, W., . . . Ma, L. (2016). Overweight, 

Obesity, and Risk of Age-Related Macular Degeneration. Investigative 

Ophthalmology and Visual Science, 57(3), 1276-1283. doi:10.1167/iovs.15-18637 



163 
 

 
 

Zipf, G., Chiappa, M., Porter, K. S., Ostchega, Y., Lewis, B. G., & Dostal, J. (2013). 

National health and nutrition examination survey: plan and operations, 1999-

2010. Vital and Health Statistics. Series 1: Programs and Collection 

Procedures(56), 1-37.  

Zipfel, P. F., Lauer, N., & Skerka, C. (2010). The role of complement in AMD. Advances 

in Experimental Medicine and Biology, 703, 9-24. doi:10.1007/978-1-4419-5635-

4_2 

Zychowski, K. E., Sanchez, B., Pedrosa, R. P., Lorenzi-Filho, G., Drager, L. F., Polotsky, 

V. Y., & Campen, M. J. (2016). Serum from obstructive sleep apnea patients 

induces inflammatory responses in coronary artery endothelial cells. 

Atherosclerosis, 254, 59-66. doi:10.1016/j.atherosclerosis.2016.09.017 

 

  



164 
 

 
 

Appendix A 

 

2/11/2017 Walden University Mail - RE: Academic Permissions Request Form

https://mail.google.com/mail/u/3/?ui=2&ik=e6fe0fc783&view=pt&q=permissions%20request&qs=true&search=query&msg=154945709bd37b42&siml=154945709b… 1/2

Jeffrey Nau <jeffrey.nau@waldenu.edu>

RE: Academic Permissions Request Form 

Academic Permissions <Academic.permissions@oup.com> Mon, May 9, 2016 at 3:06 AM
To: "jeffrey.nau@waldenu.edu" <jeffrey.nau@waldenu.edu>

Dear Jeffrey,
 
Thank you for your request.  You have our permission to use the OUP Material you list in your email below
in your thesis/dissertation for submission to Walden University.
 
If at some future date your thesis/dissertation is published it will be necessary to re­clear this permission. 
Please also note that if the material to be used is acknowledged to any other source, you will need
to clear permission with the rights holder.
 
Kind regards,
Tom McKibbin
Permissions Executive
 

­­­­­Original Message­­­­­ 
From: no.reply@oup.com [mailto:no.reply@oup.com]  
Sent: 06 May 2016 15:31 
To: Academic Permissions 
Subject: Academic Permissions Request Form
 
 
URL: /academic/rights/permissions/request
 
a First name: Jeffrey
 
b Last name: Nau
 
c Institution/Company: Walden University
 
d Address: 3 West Shore
Pennington, NJ 08534
 
e Postcode: 08534
 
f Country: USA
 
g Telephone number: 646­573­7045
 
i Email: jeffrey.nau@waldenu.edu
 

G Z TheirTitle: Association of Age­Related Macular Degeneration with Sleep Disordered Breathing
 
H Z Author: Jeffrey Nau
 
H Z Publisher: Walden university/proquest
 
I Z Covers: Paper
 
I Z PrintRunHard: 1
 
I Z pubDate: 12/1/16


	Walden University
	ScholarWorks
	2017

	Association Between Age-Related Macular Degeneration and Sleep-Disordered Breathing
	Jeffrey A. Nau

	

