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ABSTRACT
Purpose To examine the associations of commonly- 
used serum lipid measures (high- density lipoprotein 
cholesterol (HDL- C), low- density lipoprotein cholesterol 
(LDL- C), total cholesterol (TC) and triglycerides (TG)) with 
glaucoma.
Methods This prospective cohort study included 
400 229 participants from the UK Biobank. Cox 
regression and restricted cubic spline models and 
polygenic risk scores were employed to investigate the 
associations between serum lipids and glaucoma.
Results Over a mean follow- up of 14.44 years, 6868 
(1.72%) participants developed glaucoma. Multivariate 
Cox regression revealed that higher levels of HDL- C 
were associated with an increased risk of glaucoma (HR 
for 1- SD increase in HDL- C 1.05, 95% CI 1.02 to 1.08, 
p=0.001), while elevated levels of LDL- C (HR 0.96, 
95% CI 0.94 to 0.99, p=0.005), TC (HR 0.97, 95% CI 
0.94 to 1.00, p=0.037) and TG (HR 0.96, 95% CI 0.94 
to 0.99, p=0.008) were all associated with reduced 
risk. The analysis examining the associations between 
polygenic risk score of serum lipids and glaucoma 
showed per 1- SD increment of HDL- C genetic risk was 
associated with a 5% greater hazard of glaucoma (HR 
1.05, 95% CI 1.00 to 1.11, p=0.031). However, the 
polygenic risk score of LDL- C, TC, and TG did not show a 
significant association with glaucoma.
Conclusions Elevated HDL- C is associated with an 
increased risk of glaucoma, while elevated LDL- C, 
TC, and TG levels are associated with a lower risk of 
glaucoma. This study enhances our understanding of 
the association between lipid profile and glaucoma and 
warrants further investigation of lipid- focused treatments 
in glaucoma management.

INTRODUCTION
Glaucoma, the most common irreversible blinding 
eye disease worldwide, is projected to affect approx-
imately 112 million individuals by 2040.1 It is 
characterised by progressive optic neuropathy and 
distinctive patterns of visual field loss. Currently 
identified risk factors for glaucoma include age, 
ethnicity, elevated intraocular pressure (IOP), and 
family history. Exploration of other potential risk 
factors may help in the development of novel inter-
ventions and reduce the global burden of glaucoma.

Dyslipidaemia has been associated with several 
eye diseases, including age- related macular degen-
eration, retinal vein occlusion, and diabetic reti-
nopathy.2–4 Recent studies have suggested that 

serum lipid levels may be associated with glaucoma, 
although the results have been conflicting. While 
several reports have found a positive association 
between hyperlipidaemia and glaucoma,5 6 a cohort 
study of 2 182 315 participants7 reported that indi-
viduals with hyperlipidaemia had a reduced risk of 
primary open- angle glaucoma (POAG) compared 
with those without. In addition, elevated serum 
lipid levels have been proposed as a risk factor 
for increased IOP, but published studies have also 
yielded inconsistent results.8 9 Previous studies util-
ising cross- sectional designs may have produced 
inconsistent conclusions due to confounding by 
statin treatment,10 and by components of the meta-
bolic syndrome, including hypertension, diabetes, 
and obesity.11

A clearer understanding of the associations 
between serum lipids and glaucoma may provide 
valuable insights into the pathophysiology of this 
disease, and provide evidence for novel treatments 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Glaucoma, a leading cause of blindness 
globally, has been associated with various risk 
factors including serum lipid levels. However, 
the specific roles of different lipids in glaucoma 
risk remain unclear and inconsistently reported 
in the studies.

WHAT THIS STUDY ADDS
 ⇒ This large cohort study of 400 229 UK Biobank 
participants reveals that elevated high- density 
lipoprotein cholesterol (HDL- C) is associated 
with an increased risk of glaucoma, contrary 
to its typically perceived beneficial role in 
cardiovascular health. Conversely, higher levels 
of low- density lipoprotein cholesterol (LDL- C), 
total cholesterol (TC), and triglycerides (TG) are 
associated with a decreased risk of glaucoma. 
Additionally, these associations are influenced 
by age and sex, and vary between different 
types of glaucoma.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ These findings challenge existing paradigms 
about ‘good’ and ‘bad’ cholesterol in relation to 
eye health. This could prompt a re- evaluation of 
lipid management strategies in patients at risk 
for glaucoma.
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with widely- available agents. Hence, we conducted a compre-
hensive analysis using a large representative sample from the UK 
Biobank to examine the associations between various commonly 
measured serum lipids and incident glaucoma.

METHODS
Study population
The UK Biobank is a large- scale prospective cohort study of 
over half a million participants between 40 and 69 years of 
age at recruitment from 2006 through 2010.12 All participants 
completed a touchscreen questionnaire, brief verbal interview, 
and physical measurements at one of 22 study assessment 
centres. The overall study protocol and protocols for individual 
tests (https://biobank.ndph.ox.ac.uk/ukb/index.cgi) are available 
online.

Assessment of serum lipid levels
A standard panel of haematological tests was performed on 
whole blood from all participants.13 Serum lipid concentra-
tions, including high- density lipoprotein cholesterol (HDL- C), 
low- density lipoprotein cholesterol (LDL- C), total cholesterol 
(TC), and triglycerides (TG), were measured by biochemical 
assays from non- fasting blood samples collected at baseline 
using a Beckman Coulter AU5800 (Beckman Coulter Inc, Brea, 
CA, USA). Detailed information on blood measurements and 
processing of samples is available in the UK Biobank online 
protocol.14

Ascertainment and exclusion of glaucoma status
Glaucoma status was determined using self- reported data (data 
fields 6148 and 20002) and hospital inpatient records according 
to International Classification of Diseases (ICD) codes for glau-
coma (ICD- 10 codes H401, H402, H408, H409, and ICD- 9 
codes 3651, 3652, and 3659).

Individuals diagnosed with any type of glaucoma at baseline or 
reporting a history of glaucoma surgery or laser therapy on the 
baseline questionnaire were excluded from the analysis. Given 
that self- reported data and hospital inpatient records may not 
fully capture all cases, we also excluded participants suspected of 
having glaucoma, identified by a cup- to- disc ratio ≥0.715 or IOP 
≥21 mm Hg in either eye.

In the current study, health- related outcome data were updated 
to 30 June 2023 and consistent diagnostic criteria were applied 
to identify any new glaucoma diagnoses that occurred during the 
follow- up period. Follow- up time was calculated as the interval 
between the baseline assessment and the earliest of the following 
events: glaucoma diagnosis, death, or the end of the follow- up.

Polygenic risk score
UK Biobank has released a set of polygenic risk scores for 28 
diseases and 25 traits specifically designed for use on individuals 
within the UK Biobank cohort. These polygenic risk scores have 
demonstrated superior predictive performance compared with 
81 previously published polygenic risk scores. The enhanced 
polygenic risk score set, which has the advantage of being 
trained on external data as well as additional training data from 
UK Biobank, was calculated using data from 104 231 individuals 
in the UK Biobank.16 In this study, we used the enhanced poly-
genic risk score for HDL- C, LDL- C, TC, and TG to examine 
the associations between genetic determinants of serum lipid and 
glaucoma.

Assessment of covariates
A wide range of potential confounders collected at the baseline 
assessment visit were adjusted for in this analysis. Ethnicity was 
self- reported and categorised as white and non- white. Townsend 
Deprivation Index was derived from the postal code of resi-
dence and calculated based on the employment status, home and 
car ownership, and household condition, with a higher score 
representing a greater degree of deprivation.17 Smoking status, 
frequency of alcohol drinking, and statin use were determined by 
self- report. The waist- to- hip ratio, considered a more accurate 
indicator of health and risk of illness than body mass index,18 
was also measured and included in the current analysis. Waist 
and hip circumference were measured using a non- elastic SECA 
200 tape measure. Waist circumference ≥88 cm for women and 
≥102 cm for men was used to define central obesity.19 Blood 
pressure was measured using a digital sphygmomanometer 
(Omron 705 IT), and the average of the two measurements was 
used in the analysis. Fasting time and season of blood collec-
tion were recorded when blood samples were taken. Participants 
were asked if a doctor had ever told them that they suffered 
from conditions including heart attack, angina, stroke, high 
blood pressure, and diabetes. Heart attack, angina, and stroke 
were categorised as cardiovascular diseases. Systemic conditions 
at baseline were identified using hospital inpatient (ICD- 10) 
records and self- reported data (codes for each condition are 
listed in online supplemental table 1).

Statistical analyses
Baseline data from the UK Biobank are presented as mean (SD) 
for continuous variables and number (%) for categorical variables. 
Pearson correlation coefficients were calculated for associations 
between the various serum lipids (online supplemental figure 1). 
Because of the high correlations, Cox proportional hazard models 
were used to assess associations between individual serum lipid levels 
and glaucoma. Each serum lipid and its corresponding polygenic 
risk score were included in the analysis as continuous variables and 
quartiles. Linear trends were tested by entering the median value of 
each category of serum lipid as a continuous variable in the models.20 
Multivariate models were adjusted for age, sex, ethnicity, Townsend 
deprivation index, smoking status, alcohol intake, waist- to- hip ratio, 
systolic blood pressure, diastolic blood pressure, hypertension, 
diabetes and heart disease, statin use, season of blood collection, and 
fasting time. Potential non- linear relationships between serum lipid 
and glaucoma were fit to restricted cubic splines, with prespecified 
knots placed at the 10th, 50th, and 90th percentiles of the exposure 
distribution.21

We conducted additional analyses of the associations of glau-
coma with apolipoprotein A and B and with lipid ratios commonly 
used in clinical practice (TC/HDL- C, LDL- C/HDL- C, and TG/
HDL- C).22 Stratified analyses in subgroups based on age, sex, 
and glaucoma type were performed, and their interactions were 
tested. Finally, we performed three sensitivity analyses to assess 
the robustness of our results: adjusting for multiple lipid compo-
nents in a single model, excluding users of statins, and including 
IOP in the multivariable model for participants with available 
IOP data. All data analyses were performed using R software 
version 4.3.1 (R Core Team, Vienna, Austria).

RESULTS
Baseline characteristics
In total, 502 364 participants were initially enrolled from the 
UK Biobank database. After excluding participants with missing 
values, the final analysis included 400 229 participants (79.7%) 
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who did not have glaucoma at baseline. A detailed comparison of 
included and excluded participants is provided in online supple-
mental table 2. Notably, the variable values between the study 
group and the total population are similar. However, due to 
the large sample size, even minimal group differences achieved 
statistical significance. Over a mean (IQR) 14.44 (13.73–15.12) 
years of follow- up, 6868 (1.72%) individuals were diagnosed 
with glaucoma (figure 1).

Compared with participants without incident glaucoma, 
those with glaucoma were older, more likely to be non- white, 
had a lower Townsend deprivation index, higher HDL- C but 
lower LDL- C, higher waist- to- hip ratio (indicative of central 
obesity), and were more likely to be prior smokers who never 
drank alcohol (all p<0.05) (table 1). Additionally, participants 
with incident glaucoma were more likely to use statins and had a 
higher prevalence of diabetes, hypertension, and cardiovascular 
disease.

Associations between serum lipids and the risk of glaucoma
The findings from the multivariate Cox regression analysis 
revealed that higher levels of HDL- C were associated with 
an increased risk of glaucoma (p for trend=0.002), while 
higher LDL- C levels were associated with a decreased risk (p 
for trend=0.019), consistent with the results of the univariate 
model. In the univariate analysis, TC and TG did not show signif-
icant associations with glaucoma, but the associations became 
significantly negative after adding age and sex into multivariate 
models. Age- and sex- stratified analyses confirmed these results 
(online supplemental table 3).

In the multivariate models (table 2 and figure 2), participants 
with HDL- C levels in the highest quartile demonstrated a higher 
risk of glaucoma than those in the lowest quartile (HR 1.10, 
95% CI 1.02 to 1.20, p=0.014). A 1- SD increment in HDL- C 
was associated with a 5% greater hazard of glaucoma (HR 1.05, 
95% CI 1.02 to 1.08, p=0.001). Participants with LDL- C (HR 
0.92, 95% CI 0.85 to 0.99, p=0.030) and TG (HR 0.86, 95% CI 
0.80 to 0.93, p<0.001) levels in the highest quartile showed a 
lower risk of glaucoma than those in the lowest quartile, but 
this association was not significant for TC. The hazard for inci-
dent glaucoma was lower by 4% (HR 0.96, 95% CI 0.94 to 0.99, 
p=0.005) for each 1- SD increase in LDL- C and was 3% (HR 
0.97, 95% CI 0.94 to 1.00, p=0.037) and 4% (HR 0.96, 95% CI 
0.94 to 0.99, p=0.008) lower for each 1- SD increase in TC and 
TG, respectively.

Restricted cubic spline modelling was used to examine a 
potential non- linear relationship between serum lipid levels 
and glaucoma (figure 3). Higher HDL- C linearly increased the 
risk of glaucoma (p for non- linear relationship=0.229). The 
risk of glaucoma was relatively flat until around an LDL- C of 
3.50 mmol/L and declined thereafter (p for non- linear=0.399). 
An inverted U- shaped relationship was observed between glau-
coma and TC level (p for non- linear=0.154), with the highest 
risk occurring at around 5.28 mmol/L with decreasing risk in 
both directions away from this value. In contrast, a significant 
non- linear U- shaped association was observed between glau-
coma and TG (p for non- linear <0.001), with the lowest risk 
occurring at 2.45 mmol/L.

Figure 1 Flowchart outlining eligible participants for this study in the UK Biobank. This flow diagram summarises the number of participants 
available for each analysis. C/D, cup- to- disc ratio; IOP, intraocular pressure; PRS, polygenic risk score.
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Associations between polygenic risk score of serum lipid and 
the risk of glaucoma
After adjusting for confounders, a 1- SD increment in HDL- C 
genetic risk was associated with a 5% greater hazard of glaucoma 
(HR 1.05, 95% CI 1.00 to 1.11, p=0.031). As HDL- C genetic 
risk increased, there was a significant upward trend in glaucoma 
incidence (p for trend=0.025). However, the polygenic risk 
score of LDL- C, TC, and TG did not show a significant associa-
tion with glaucoma (online supplemental table 4).

Additional analyses
Additional analyses (table 2) revealed a positive association 
between apolipoprotein A and the risk of glaucoma, while apoli-
poprotein B showed a negative association with the risk of glau-
coma. For each 1- SD increase in apolipoprotein A, the hazard 
rose by 6% (HR 1.04, 95% CI 1.02 to 1.07, p=0.002), whereas 
for each 1- SD increase in apolipoprotein B, the hazard decreased 
by 5% (HR 0.95, 95% CI 0.93 to 0.98, p<0.001). Additionally, 
lower risk of glaucoma was associated with higher TC to HDL, 
LDL to HDL, and TG to HDL- C ratios (p<0.005).

Stratified analyses based on age, sex, and glaucoma type
Stratified analyses based on age found that the associations 
mentioned above between blood lipids and glaucoma only 
persisted among those older than 55 years, with no signifi-
cant association observed in participants aged 40–55 years (all 
p>0.05) (online supplemental tables 5 and 6).

Among participants older than 55 years (online supplemental 
table 3), higher levels of HDL- C and lower levels of TG were 
associated with a higher risk of glaucoma in males (p for trend 
<0.001) but not in female participants (p for trend >0.05). In 
contrast, higher levels of LDL- C and TC were associated with 
a lower risk of glaucoma, with statistical significance observed 
only in female participants (p for trend <0.05).

Stratified analyses of patients with POAG versus primary angle 
closure glaucoma (PACG) indicated that TG was only associated 
with glaucoma in participants with POAG (p<0.001). LDL- C and 

Table 1 Baseline characteristics of participants included in the 
study

Variables Total
Without 
glaucoma

With 
glaucoma P value

N 400 229 393 361 6868

Age in years, mean (SD) 56.40 (8.10) 56.32 (8.10) 60.85 (6.47) <0.001

Sex, n (%) 0.462

  Females 216 291 (54.0) 212 610 (54.0) 3681 (53.6)

  Males 183 938 (46.0) 180 751 (46.0) 3187 (46.4)

Ethnicity, n (%) 0.008

  Others 20 577 (5.1) 20 175 (5.1) 402 (5.9)

  White 379 652 (94.9) 373 186 (94.9) 6466 (94.1)

Townsend deprivation index, n (%) 0.01

  Quantile 1 (≤ 
−3.66312)

100 059 (25.0) 98 269 (25.0) 1790 (26.1)

  Quantile 2 (−3.66312 
to −2.16878)

100 114 (25.0) 98 338 (25.0) 1776 (25.9)

  Quantile 3 (−2.16878 
to 0.47742)

99 999 (25.0) 98 379 (25.0) 1620 (23.6)

  Quantile 4 (≥0.47742) 100 057 (25.0) 98 375 (25.0) 1682 (24.5)

HDL- C in mmol/L, mean 
(SD)

1.44 (0.37) 1.44 (0.37) 1.45 (0.37) 0.009

  Females 1.58 (0.36) 1.58 (0.36) 1.59 (0.37) 0.393

  Males 1.28 (0.30) 1.28 (0.30) 1.30 (0.32) <0.001

LDL- C in mmol/L, mean 
(SD)

3.56 (0.86) 3.56 (0.86) 3.54 (0.87) 0.01

  Females 3.63 (0.86) 3.62 (0.86) 3.66 (0.87) 0.022

  Males 3.49 (0.86) 3.49 (0.86) 3.40 (0.86) <0.001

TC in mmol/L, mean (SD) 5.69 (1.13) 5.69 (1.13) 5.67 (1.16) 0.133

  Females 5.86 (1.11) 5.86 (1.11) 5.92 (1.13) 0.002

  Males 5.49 (1.12) 5.49 (1.12) 5.38 (1.12) <0.001

TG in mmol/L, mean (SD) 1.74 (0.99) 1.74 (0.99) 1.75 (0.98) 0.328

  Females 1.55 (0.85) 1.54 (0.84) 1.63 (0.89) <0.001

  Males 1.96 (1.10) 1.96 (1.10) 1.88 (1.07) <0.001

Fasting time in hours, 
mean (SD)

3.80 (2.45) 3.80 (2.45) 3.80 (2.37) 0.973

Season of blood collection, n (%) <0.001

  Spring 117 400 (29.3) 115 522 (29.4) 1878 (27.3)

  Summer 104 899 (26.2) 102 929 (26.2) 1970 (28.7)

  Autumn 95 628 (23.9) 93 990 (23.9) 1638 (23.8)

  Winter 82 302 (20.6) 80 920 (20.6) 1382 (20.1)

Smoking status, n (%) <0.001

  Never/previous 357 774 (89.4) 351 505 (89.4) 6269 (91.3)

  Current 42 455 (10.6) 41 856 (10.6) 599 (8.7)

Alcohol drinking frequency, n (%) <0.001

  Never 31 880 (8.0) 31 226 (7.9) 654 (9.5)

  Special occasions only 45 939 (11.5) 45 069 (11.5) 870 (12.7)

  One to three times a 
month

44 854 (11.2) 44 138 (11.2) 716 (10.4)

  Once or twice a week 104 107 (26.0) 102 502 (26.1) 1605 (23.4)

  Three or four times a 
week

92 833 (23.2) 91 299 (23.2) 1534 (22.3)

  Daily or almost daily 80 616 (20.1) 79 127 (20.1) 1489 (21.7)

Waist- to- hip ratio, mean 
(SD)

0.87 (0.09) 0.87 (0.09) 0.88 (0.09) <0.001

Central obesity, n (%) <0.001

  No 266 159 (66.5) 261 805 (66.6) 4354 (63.4)

  Yes 134 070 (33.5) 131 556 (33.4) 2514 (36.6)

SBP in mm Hg, mean (SD) 137.70 (18.56) 137.65 (18.56) 140.77 
(18.57)

<0.001

DBP in mm Hg, mean (SD) 82.26 (10.13) 82.26 (10.13) 82.05 (10.01) 0.087

Continued

Variables Total
Without 
glaucoma

With 
glaucoma P value

Hypertension, n (%) <0.001

  No 293 035 (73.2) 288 459 (73.3) 4576 (66.6)

  Yes 107 194 (26.8) 104 902 (26.7) 2292 (33.4)

Diabetes, n (%) <0.001

  No 386 400 (96.5) 379 902 (96.6) 6498 (94.6)

  Yes 13 829 (3.5) 13 459 (3.4) 370 (5.4)

Heart disease, n (%) <0.001

  No 387 214 (96.7) 380 673 (96.8) 6541 (95.2)

  Yes 13 015 (3.3) 12 688 (3.2) 327 (4.8)

Statin use, n (%) <0.001

  Non- user 339 014 (84.7) 333 533 (84.8) 5481 (79.8)

  Atorvastatin 11 738 (2.9) 11 457 (2.9) 281 (4.1)

  Fluvastatin 188 (<0.1) 184 (<0.1) 4 (0.1)

  Pravastatin 1889 (0.5) 1833 (0.5) 56 (0.8)

  Rosuvastatin 2389 (0.6) 2330 (0.6) 59 (0.9)

  Simvastatin 44 984 (11.2) 43 998 (11.2) 986 (14.4)

  Multiple statins 27 (<0.1) 26 (<0.1) 1 (<0.1)

DBP, diastolic blood pressure; HDL- C, high- density lipoprotein cholesterol; 
LDL- C, low- density lipoprotein cholesterol; SBP, systolic blood pressure; TC, total 
cholesterol; TG, triglyceride.

Table 1 Continued
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TC showed no significant association with the risk of POAG or 
PACG, but significant positive associations were found between 
HDL- C and both glaucoma types (all p<0.05) (online supple-
mental table 7). Further analysis of secondary glaucoma revealed 
no significant associations between serum lipid levels and the 
risk of secondary glaucoma (all p>0.05) (online supplemental 
table 8). Significant interactions were observed between serum 
lipid levels and stratified variables such as age, sex, and glaucoma 
type, except for LDL- C with age (p for interaction=0.039) and 
TG with glaucoma type (p for interaction=0.869), as detailed in 
online supplemental table 9.

Sensitivity analyses
Sensitivity analyses were performed to assess the association 
between HDL- C and glaucoma after adjusting for LDL- C. The 
results showed HDL- C remained positively associated with 
glaucoma (HR 1.05, 95% CI 1.02 to 1.08, p=0.001). Similarly, 
LDL- C was still associated with a lower risk of glaucoma, when 
adjusting for HDL- C (HR 0.96, 95% CI 0.93 to 0.99, p=0.003). 
The sensitivity analyses for TC and TG also demonstrated that 
both TC (HR 0.98, 95% CI 0.95 to 1.00, p=0.039) and TG (HR 
0.97, 95% CI 0.94 to 1.00, p=0.031) remained negatively asso-
ciated with glaucoma when adjusting for each other. The magni-
tude and direction of all associations were largely unchanged 
in multivariate- adjusted models of sensitivity analysis, whether 
excluding users of statins or including IOP in the multivariable 
model (online supplemental tables 10 and 11).

DISCUSSION
By using a large, population- representative sample from the UK 
Biobank with long- term follow- up, this study identified that 
elevated HDL- C was associated with an increased risk of glau-
coma, consistent with the polygenic risk score analysis, whereas 
higher LDL- C, TC, and TG levels were associated with lower 
risk of glaucoma. Non- linear analyses indicated a U- shaped asso-
ciation between glaucoma and TG and an inverted U- shaped 
relationship between glaucoma and TC. Notably, further strat-
ified analyses indicated that these associations between serum 
lipids and glaucoma only persisted among participants over 55 
years of age. In this age group, HDL- C was positively associ-
ated with glaucoma, and TG was negatively associated with 
glaucoma only in male participants, while LDL- C and TC only 
were significantly negatively associated with glaucoma in female 
participants. Regarding different glaucoma types, TG only 
increased risk among participants with POAG, while HDL- C 
was positively associated with the risk of both POAG and PACG. 
None of the serum lipid levels showed a significant association 
with secondary glaucoma.

Table 2 Associations between serum lipid levels and glaucoma

Serum lipid levels 
(mmol/L) Crude HR (95% CI) P value

Adjusted HR* 
(95% CI)

P 
value

HDL- C per 1- SD 
increase

1.03 (1.01 to 1.06) 0.006 1.05 (1.02 to 1.08) 0.001

HDL- C in quartiles

  1 (≤1.171) Reference Reference

  2 (1.171–1.397) 0.95 (0.89 to 1.02) 0.135 0.98 (0.91 to 1.05) 0.537

  3 (1.397–1.669) 1.04 (0.97 to 1.11) 0.282 1.08 (1.01 to 1.16) 0.036

  4 (≥1.669) 1.06 (1.00 to 1.14) 0.070 1.10 (1.02 to 1.20) 0.014

  P for trend 0.010 0.002

LDL- C per 1- SD 
increase

0.97 (0.95 to 0.99) 0.009 0.96 (0.94 to 0.99) 0.005

LDL- C in quartiles

  1 (≤2.952) Reference Reference

  2 (2.952–3.522) 0.92 (0.86 to 0.98) 0.013 0.99 (0.92 to 1.06) 0.699

  3 (3.522–4.121) 0.93 (0.87 to 0.99) 0.028 0.96 (0.89 to 1.03) 0.275

  4 (≥4.121) 0.94 (0.88 to 0.99) 0.041 0.92 (0.85 to 0.99) 0.030

  P for trend 0.018 0.019

TC per 1- SD increase 0.98 (0.96 to 1.00) 0.046 0.97 (0.94 to 1.00) 0.037

TC in quartiles

  1 (≤4.910) Reference Reference

  2 (4.910–5.648) 0.91 (0.85 to 0.97) 0.006 0.99 (0.92 to 1.06) 0.782

  3 (5.648–6.416) 0.92 (0.86 to 0.98) 0.016 0.96 (0.89 to 1.03) 0.238

  4 (≥6.416) 0.97 (0.90 to 1.03) 0.296 0.93 (0.86 to 1.01) 0.069

  P for trend 0.391 0.044

TG per 1- SD increase 1.01 (0.99 to 1.03) 0.370 0.96 (0.94 to 0.99) 0.008

TG in quartiles

  1 (≤1.046) Reference Reference

  2 (1.046–1.483) 1.06 (0.99 to 1.14) 0.079 0.91 (0.85 to 0.97) 0.006

  3 (1.483–2.142) 1.11 (1.04 to 1.19) 0.002 0.90 (0.84 to 0.96) 0.002

  4 (≥2.142) 1.05 (0.98 to 1.13) 0.130 0.86 (0.80 to 0.93) <0.001

  P for trend 0.211 <0.001

Apolipoprotein A per 
1- SD increase

1.06 (1.04 to 1.09) <0.001 1.04 (1.02 to 1.07) 0.002

Apolipoprotein A in quartiles

  1 (≤1.347) Reference Reference

  2 (1.347–1.511) 1.05 (0.98 to 1.13) 0.132 1.04 (0.97 to 1.12) 0.235

  3 (1.511–1.698) 1.11 (1.04 to 1.19) 0.002 1.09 (1.01 to 1.17) 0.025

  4 (≥1.698) 1.17 (1.09 to 1.25) <0.001 1.11 (1.03 to 1.20) 0.007

  P for trend <0.001 0.005

Apolipoprotein B per 
1- SD increase

0.97 (0.95 to 1.00) 0.020 0.95 (0.93 to 0.98) <0.001

Apolipoprotein B in quartiles

  1 (≤0.863) Reference Reference

  2 (0.863–1.017) 0.97 (0.91 to 1.04) 0.353 0.99 (0.92 to 1.06) 0.685

  3 (1.017–1.182) 0.98 (0.91 to 1.04) 0.496 0.96 (0.89 to 1.03) 0.256

  4 (≥1.182) 0.95 (0.89 to 1.02) 0.138 0.90 (0.84 to 0.97) 0.008

  P for trend 0.175 0.005

Serum lipids in same model per 1- SD increase

  HDL- C† 1.03 (1.01 to 1.06) 0.006 1.05 (1.02 to 1.08) 0.001

  LDL- C‡ 0.97 (0.95 to 0.99) 0.009 0.96 (0.93 to 0.99) 0.003

  TC§ 0.98 (0.96 to 1.00) 0.046 0.98 (0.95 to 1.00) 0.039

  TG¶ 1.01 (0.99 to 1.03) 0.370 0.97 (0.94 to 1.00) 0.031

Clinical serum lipid ratios

  LDL- C/HDL- C 0.93 (0.91 to 0.96) <0.001 0.93 (0.90 to 0.96) <0.001

  TC/HDL- C 0.95 (0.93 to 0.97) <0.001 0.94 (0.92 to 0.97) <0.001

  TG/HDL- C 1.00 (0.97 to 1.02) 0.718 0.96 (0.94 to 0.99) 0.005

Continued

Serum lipid levels 
(mmol/L) Crude HR (95% CI) P value

Adjusted HR* 
(95% CI)

P 
value

*Adjusting for age, sex, ethnicity, Townsend deprivation index, smoking status, 
alcohol drinking frequency, waist- to- hip ratio, systolic blood pressure, diastolic 
blood pressure, hypertension, diabetes, heart disease, statin use, season of blood 
collection and fasting time.
†Additionally adjusted for LDL- C.
‡Additionally adjusted for HDL- C.
§Additionally adjusted for TG.
¶Additionally adjusted for TC.
HDL- C, high- density lipoprotein cholesterol; LDL- C, low- density lipoprotein 
cholesterol; TC, total cholesterol; TG, triglyceride.

Table 2 Continued
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A previous study in the UK Biobank reported a positive associ-
ation between HDL- C and IOP,9 consistent with our finding of an 
association between HDL- C and risk of glaucoma. Similar results 
were found in a case- control study of 320 Chinese participants 
with PACG and 242 controls,23 where high HDL- C levels were 
significantly associated with PACG (OR 11.01, 95% CI 5.616 
to 21.587). Traditionally, high HDL- C levels were considered 
the ‘good cholesterol’ due to their association with a reduced 
risk of cardiovascular disease.24 However, recent studies have 
challenged this notion, as high HDL- C levels have been asso-
ciated with adverse outcomes such as cardiovascular and infec-
tious diseases, age- related macular degeneration, and increased 
mortality.25–28 These findings have prompted a reconsideration 

of the HDL- C hypothesis and have raised doubts about its 
widely- recognised ‘good cholesterol’ label.

Our findings contradict previously reported positive associa-
tions between LDL- C, TC, and TG levels and glaucoma. Wang 
et al29 performed multiple meta- analyses and found a significant 
association between hyperlipidaemia and glaucoma (OR 1.37, 
95% CI 1.16 to 1.61). However, this association was significant 
in cross- sectional and case- control studies but not in prospec-
tive cohort studies, suggesting that the association is likely due 
to unmeasured confounders. The pooled results showed that a 
10 mg/dL increase in LDL- C, TC, and TG would increase the 
IOP by 0.050 mm Hg, 0.032 mm Hg, and 0.016 mm Hg, respec-
tively. Although all the associations were statistically significant, 

Figure 2 Associations between serum lipid levels and glaucoma, adjusting for age, sex, ethnicity, Townsend deprivation index, smoking status, 
alcohol drinking frequency, waist- to- hip ratio, systolic blood pressure, diastolic blood pressure, hypertension, diabetes, heart disease, statin use, season 
of blood collection, and fasting time. HDL- C, high- density lipoprotein cholesterol; LDL- C, low- density lipoprotein cholesterol; TC, total cholesterol; TG, 
triglyceride.
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they were not clinically significant because the changes were 
much smaller than the clinical measurement error. After 
adjusting for important confounding variables, a longitudinal 
study of 2 182 315 participants7 demonstrated that individ-
uals with hyperlipidaemia had a 5% reduced hazard of POAG, 
posited to be an effect of lipid- lowering drugs. However, in our 
analyses excluding users of cholesterol- lowering medications, 
TG, TC, and LDL- C levels remain associated with reduced risk 
of glaucoma.

Recent studies have demonstrated that lipid ratios, such as 
LDL/HDL, are more predictive of cardiovascular disease than 
individual lipoproteins. These ratios reflect more accurately 
the complex interactions of lipoprotein metabolism.30 31 There-
fore, further analyses were conducted in the current study to 
examine associations between glaucoma and clinically relevant 
lipid ratios. The results showed that higher TC/HDL- C, LDL- C/
HDL- C, and TG/HDL- C ratios were associated with a lower risk 
of glaucoma. A prior cross- sectional study of 94 323 participants 
from the UK Biobank suggested similar associations between 
IOP and these lipid ratios, where higher TC/HDL- C, LDL- C/
HDL- C, and TG/HDL- C were significantly associated with 
lower IOP.9 This observation suggests that elevated lipid ratios 
may be associated with a reduction in IOP, potentially impacting 
glaucoma risk. The Early Manifest Glaucoma Trial supports this, 
showing that each millimetre of mercury increase in baseline 
IOP was associated with a 5% increase in the risk of glaucoma 
progression (HR 1.05, 95% CI 1.01 to 1.10).32 Further research 

is warranted to explore the mechanisms that directly link high 
lipid ratios with beneficial changes in aqueous humour dynamics 
or IOP reduction.

As lipid levels are known to differ by age and sex, age- and 
sex- stratified analyses were performed. We found that the 
associations between blood lipids and glaucoma only persisted 
in participants over 55 years of age, and exhibited sex- based 
disparities. For example, higher levels of HDL- C were associ-
ated with a higher risk of glaucoma only in male participants. 
Additional analysis of apolipoproteins showed that apolipopro-
tein A, the major protein component of HDL- C, was also posi-
tively associated with glaucoma risk only in male participants. 
This aligns with previous findings that higher levels of apolipo-
protein A were associated with higher IOP in male patients.33 
Sex- specific associations between lipids are supported by exten-
sive studies. This difference may be due to a genetic suscepti-
bility to dyslipidaemia in men and changes in hormonal status 
in postmenopausal women.34 For example, lipoprotein metabo-
lism is more accelerated in women due to the stimulating effect 
of oestrogen.35 The exact physiological mechanisms underlying 
these sex differences remain speculative, but an animal study has 
suggested sex differences could be related to a difference in LDL 
receptors.36 Therefore, it may be important to develop different 
strategies for men and women based on these findings.

Previous studies, including metabolomic analyses of aqueous 
humour in rat glaucoma models and phospholipid profiling 
of the trabecular meshwork in humans with glaucoma, have 

Figure 3 Restricted cubic spline models for associations between serum lipid levels and glaucoma, adjusting for age, sex, ethnicity, Townsend 
deprivation index, smoking status, alcohol drinking frequency, waist- to- hip ratio, systolic blood pressure, diastolic blood pressure, hypertension, 
diabetes, heart disease, statin use, season of blood collection, and fasting time. HDL- C, high- density lipoprotein cholesterol; LDL- C, low- density 
lipoprotein cholesterol; TC, total cholesterol; TG, triglyceride.
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documented significant differences in lipid levels between glau-
coma group and control group, underscoring a potential asso-
ciation between serum lipid levels and glaucoma.37 38 However, 
the mechanisms underlying these associations are still unclear. 
Genetic predisposition may partially explain this association, as 
genes involved in lipid metabolism, such as ABCA1 and Cave-
olin-1, appear to be significantly associated with glaucoma 
risk.39 40

Polygenic risk scores provide a personalised measure of the 
genetic liability of diseases by combining genetic risk informa-
tion from across the genome.41 Polygenic risk score analysis in 
our study revealed a significant relationship between elevated 
HDL- C genetic risk and a higher risk of glaucoma. Furthermore, 
in the stratified analysis of glaucoma types and the two sensi-
tivity analyses, only the relationship between HDL- C and glau-
coma always remained significant. Based on these findings, we 
hypothesise that the associations between increased TC, TG, and 
LDL- C levels and reduced glaucoma risk may be mediated by 
the interplay between HDL- C and these lipid fractions. HDL- C 
has been shown to exhibit an inverse relationship with TC, TG, 
and LDL- C, and one possible mechanism for this interaction is 
the reverse cholesterol transport pathway, where HDL- C plays 
a crucial role in removing excess cholesterol from peripheral 
tissues and transporting it back to the liver for clearance.42 These 
findings have implications for clinical practice, as genetic factors, 
in addition to known general risk factors, could inform more 
tailored treatment choices to prevent glaucoma. Further research 
is needed to elucidate the underlying molecular mechanisms and 
confirm these findings, which may provide valuable insights into 
the pathogenesis of glaucoma and potential therapeutic targets.

One of the major strengths of our study is that the UK Biobank 
is a prospective long- term cohort with extensive covariate data. 
This allowed us to have a large sample of over 409 562 partic-
ipants and adjust for a wide range of potential confounders, 
enhancing the validity of our findings. Additionally, to address 
the potential issue of collinearity among lipid fractions, we calcu-
lated Pearson correlation coefficients and conducted individual 
Cox proportional hazard models for each lipid component. 
Furthermore, to minimise the impact of confounding factors, we 
performed a polygenic risk score analysis to support the reli-
ability of our results.

However, our study has some potential limitations. First, 
serum samples were collected from non- fasting individuals at 
a single time point during the UK Biobank baseline assessment 
visit, which might not accurately capture individuals’ typical 
lipid levels. Second, hospital record linkage in the UK Biobank 
primarily focuses on inpatient episodes and procedures. Conse-
quently, the use of ICD codes to identify incident glaucoma 
may not fully detect all cases. Although we supplemented these 
records with self- reported diagnoses from follow- up assessments, 
the coverage of these self- reports is incomplete. The reliance 
on self- reported data, including statin use, introduces potential 
recall and misclassification biases, which could affect the accu-
racy of the associations reported. Third, the findings may not 
directly apply to other ethnic groups, as the UK Biobank popula-
tion predominantly consists of individuals of European ancestry. 
Although this may limit the generalisability of the results to other 
ethnicities, it does not have an impact on the internal validity of 
the study. Importantly, the results for LDL- C, TC, and TG should 
be interpreted with caution. The associations between these lipid 
levels and glaucoma risk showed non- significant results in poly-
genic risk score analyses and discrepancies in the crude models 
of our sensitivity analysis. These observations may be due to the 
complex interplay among lipid parameters, necessitating further 

investigation in future studies to confirm these findings and 
elucidate their implications fully.

In conclusion, this large long- term cohort study demonstrated 
that for participants aged 55 years and older, elevated HDL- C 
is associated with an increased risk of glaucoma, which was 
supported by genetic risk analysis. Cox regression also found 
that elevated LDL- C, TC, and TG levels were associated with a 
lower risk of glaucoma. The associations between serum lipids 
and glaucoma differed based on sex. Given that most contradic-
tory studies were cross- sectional, the causal relationship between 
blood lipids and glaucoma deserves further exploration, and it 
is recommended that age- and sex- specific effects be taken into 
account when assessing the relationship between lipids and glau-
coma. HDL cholesterol has been regarded as the ‘good choles-
terol’ for seven decades. However, this study demonstrates that 
high levels of HDL cholesterol are not consistently associated 
with a favourable prognostic outcome. Further studies are 
needed to investigate the mechanisms behind these associations.

Acknowledgements We are grateful to the UK Biobank participants. This research 
was conducted using the UK Biobank Resource under Application Number 87083.

Contributors Study concept and design: ZL, GJ, and DZ. Data interpretation and 
statistical analysis: ZL, GJ, YM and YW. Drafting of the manuscript: YM and YW. 
Critical revision of the manuscript for important intellectual content: LH, WC, XZ, 
DZ, NC. Administrative, technical, or material support: GJ, ZL. Study supervision and 
guarantor responsibility: ZL.

Funding This study was supported by the Guangzhou Basic Research Program, City 
& University (Institute) Joint Funding Project (2023A03J0174, SL2023A03J00514), 
National Natural Science Foundation of China of Guangdong Province 
(2021A1515011673, 2022A1515011181) and National Natural Science Foundation 
of China (81873673, 81900841).

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants and the UK Biobank Study 
has received ethical approval from the National Information Governance Board 
for Health and Social Care and the NHS North West Multicentre Research Ethics 
Committee (REC reference: 16/NW/0274). All participants in the study provided 
informed consent through electronic signature during the baseline assessment. This 
present study was conducted under application number 87083 of the UK Biobank 
resource. Participants gave informed consent to participate in the study before taking 
part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available in a public, open access 
repository. Data are available in a public, open access repository. This present study 
was conducted under application number 87083 of the UK Biobank resource. 
Data can be accessed through applications on UK Biobank website (https://www. 
ukbiobank.ac.uk/).

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

ORCID iDs
Danying Zheng http://orcid.org/0000-0003-1315-7130
Nathan Congdon http://orcid.org/0000-0001-9866-3416
Zhenzhen Liu http://orcid.org/0000-0002-4853-2474

REFERENCES
 1 Tham Y- C, Li X, Wong TY, et al. Global prevalence of glaucoma and projections 

of glaucoma burden through 2040: a systematic review and meta- analysis. 
Ophthalmology 2014;121:2081–90. 

 2 Ahola- Olli AV, Mustelin L, Kalimeri M, et al. Circulating metabolites and the risk of 
type 2 diabetes: a prospective study of 11,896 young adults from four Finnish cohorts. 
Diabetologia 2019;62:2298–309. 

https://www.ukbiobank.ac.uk/
https://www.ukbiobank.ac.uk/
http://orcid.org/0000-0003-1315-7130
http://orcid.org/0000-0001-9866-3416
http://orcid.org/0000-0002-4853-2474
http://dx.doi.org/10.1016/j.ophtha.2014.05.013
http://dx.doi.org/10.1007/s00125-019-05001-w


9Ma Y, et al. Br J Ophthalmol 2025;0:1–9. doi:10.1136/bjo-2024-326062

Glaucoma

 3 Navab M, Reddy ST, Van Lenten BJ, et al. HDL and cardiovascular disease: atherogenic 
and atheroprotective mechanisms. Nat Rev Cardiol 2011;8:222–32. 

 4 Ip S, Lichtenstein AH, Chung M, et al. Systematic review: association of low- 
density lipoprotein subfractions with cardiovascular outcomes. Ann Intern Med 
2009;150:474–84. 

 5 Joshi RS, Adatiya VH. Study of the relationship between serum lipid levels and primary 
open- angle glaucoma. Indian J Ophthalmol 2023;71:1948–52. 

 6 Lin HC, Chien CW, Hu CC, et al. Comparison of comorbid conditions between open- 
angle glaucoma patients and a control cohort: a case- control study. Ophthalmology 
2010;117:2088–95. 

 7 Newman- Casey PA, Talwar N, Nan B, et al. The relationship between components of 
metabolic syndrome and open- angle glaucoma. Ophthalmology 2011;118:1318–26. 

 8 Lin CP, Lin YS, Wu SC, et al. Age- and gender- specific association between intraocular 
pressure and metabolic variables in a Taiwanese population. Eur J Intern Med 
2012;23:76–82. 

 9 Madjedi KM, Stuart KV, Chua SYL, et al. The Association between Serum Lipids 
and Intraocular Pressure in 2 Large United Kingdom Cohorts. Ophthalmology 
2022;129:986–96. 

 10 McCann P, Hogg RE, Fallis R, et al. The Effect of Statins on Intraocular Pressure and on 
the Incidence and Progression of Glaucoma: A Systematic Review and Meta- Analysis. 
Invest Ophthalmol Vis Sci 2016;57:2729–48. 

 11 Eckel RH, Grundy SM, Zimmet PZ. The metabolic syndrome. Lancet 
2005;365:1415–28. 

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

 13 Elliott P, Peakman TC, Biobank UK. The UK Biobank sample handling and storage 
protocol for the collection, processing and archiving of human blood and urine. Int J 
Epidemiol 2008;37:234–44. 

 14 Fry D, Almond R, Moffat S, et al. UK Biobank biomarker project companion document 
to accompany serum biomarker data. Version 1.0 [UK Biobank]. 2019. Available: 
https://biobank.ndph.ox.ac.uk/showcase/showcase/docs/serum_biochemistry.pdf

 15 Warwick AN, Curran K, Hamill B, et al. UK Biobank retinal imaging grading: 
methodology, baseline characteristics and findings for common ocular diseases. Eye 
(Lond) 2023;37:2109–16. 

 16 Thompson DJ, Wells D, Selzam S, et al. UK Biobank release and systematic evaluation 
of optimised polygenic risk scores for 53 diseases and quantitative traits. medRxiv 
[Preprint] 2022. 

 17 Foster HME, Celis- Morales CA, Nicholl BI, et al. The effect of socioeconomic 
deprivation on the association between an extended measurement of unhealthy 
lifestyle factors and health outcomes: a prospective analysis of the UK Biobank 
cohort. Lancet Public Health 2018;3:e576–85. 

 18 Khan I, Chong M, Le A, et al. Surrogate Adiposity Markers and Mortality. JAMA Netw 
Open 2023;6:e2334836. 

 19 Lean ME, Han TS, Morrison CE. Waist circumference as a measure for indicating need 
for weight management. BMJ 1995;311:158–61. 

 20 Park SY, Freedman ND, Haiman CA, et al. Association of Coffee Consumption With 
Total and Cause- Specific Mortality Among Nonwhite Populations. Ann Intern Med 
2017;167:228–35. 

 21 Harrell FE. Ordinal logistic regression. In: Regression Modeling Strategies. Springer 
Series in Statistics, 2015: 311–25.

 22 Arsenault BJ, Boekholdt SM, Kastelein JJP. Lipid parameters for measuring risk of 
cardiovascular disease. Nat Rev Cardiol 2011;8:197–206. 

 23 Shao M, Li Y, Teng J, et al. Association Between Serum Lipid Levels and Patients With 
Primary Angle- Closure Glaucoma in China: A Cross Sectional, Case- Control Study. 
Front Med (Lausanne) 2021;8:618970. 

 24 Di Angelantonio E, Sarwar N, Perry P, et al. Major lipids, apolipoproteins, and risk of 
vascular disease. JAMA 2009;302:1993–2000. 

 25 Madsen CM, Varbo A, Nordestgaard BG. Extreme high high- density lipoprotein 
cholesterol is paradoxically associated with high mortality in men and women: two 
prospective cohort studies. Eur Heart J 2017;38:2478–86. 

 26 Colijn JM, den Hollander AI, Demirkan A, et al. Increased High- Density Lipoprotein 
Levels Associated with Age- Related Macular Degeneration: Evidence from the EYE- 
RISK and European Eye Epidemiology Consortia. Ophthalmology 2019;126:393–406. 

 27 Madsen CM, Varbo A, Tybjærg- Hansen A, et al. U- shaped relationship of HDL and risk 
of infectious disease: two prospective population- based cohort studies. Eur Heart J 
2018;39:1181–90. 

 28 Zanoni P, Khetarpal SA, Larach DB, et al. Rare variant in scavenger receptor 
BI raises HDL cholesterol and increases risk of coronary heart disease. Science 
2016;351:1166–71. 

 29 Wang S, Bao X. Hyperlipidemia, Blood Lipid Level, and the Risk of Glaucoma: A Meta- 
Analysis. Invest Ophthalmol Vis Sci 2019;60:1028–43. 

 30 Quispe R, Manalac RJ, Faridi KF, et al. Relationship of the triglyceride to high- 
density lipoprotein cholesterol (TG/HDL- C) ratio to the remainder of the lipid 
profile: The Very Large Database of Lipids- 4 (VLDL- 4) study. Atherosclerosis 
2015;242:243–50. 

 31 Kunutsor SK, Zaccardi F, Karppi J, et al. Is High Serum LDL/HDL Cholesterol Ratio an 
Emerging Risk Factor for Sudden Cardiac Death? Findings from the KIHD Study.  
J Atheroscler Thromb 2017;24:600–8. 

 32 Leske MC, Heijl A, Hussein M, et al. Factors for glaucoma progression and the effect 
of treatment: the early manifest glaucoma trial. Arch Ophthalmol 2003;121:48–56. 

 33 Son JH, Chung YK, Son JS. Apolipoprotein B: novel indicator of elevated intraocular 
pressure. Eye (Lond) 2015;29:1315–20. 

 34 Casiglia E, Tikhonoff V, Caffi S, et al. Menopause does not affect blood pressure and 
risk profile, and menopausal women do not become similar to men. J Hypertens 
2008;26:1983–92. 

 35 Knopp RH, Paramsothy P, Retzlaff BM, et al. Sex differences in lipoprotein 
metabolism and dietary response: basis in hormonal differences and implications for 
cardiovascular disease. Curr Cardiol Rep 2006;8:452–9. 

 36 Segatto M, Trapani L, Marino M, et al. Age- and sex- related differences in extra- 
hepatic low- density lipoprotein receptor. J Cell Physiol 2011;226:2610–6. 

 37 Mayordomo- Febrer A, López- Murcia M, Morales- Tatay JM, et al. Metabolomics of 
the aqueous humor in the rat glaucoma model induced by a series of intracamerular 
sodium hyaluronate injection. Exp Eye Res 2015;131:84–92. 

 38 Aribindi K, Guerra Y, Lee RK, et al. Comparative phospholipid profiles of control 
and glaucomatous human trabecular meshwork. Invest Ophthalmol Vis Sci 
2013;54:3037–44. 

 39 Shiga Y, Akiyama M, Nishiguchi KM, et al. Genome- wide association study identifies 
seven novel susceptibility loci for primary open- angle glaucoma. Hum Mol Genet 
2018;27:1486–96. 

 40 Qian H, Zhao X, Cao P, et al. Structure of the Human Lipid Exporter ABCA1. Cell 
2017;169:1228–39. 

 41 Torkamani A, Wineinger NE, Topol EJ. The personal and clinical utility of polygenic risk 
scores. Nat Rev Genet 2018;19:581–90. 

 42 Durrington PN. How HDL protects against atheroma. Lancet 1993;342:1315–6. 

http://dx.doi.org/10.1038/nrcardio.2010.222
http://dx.doi.org/10.7326/0003-4819-150-7-200904070-00007
http://dx.doi.org/10.4103/IJO.IJO_3233_22
http://dx.doi.org/10.1016/j.ophtha.2010.03.003
http://dx.doi.org/10.1016/j.ophtha.2010.11.022
http://dx.doi.org/10.1016/j.ejim.2011.06.002
http://dx.doi.org/10.1016/j.ophtha.2022.04.023
http://dx.doi.org/10.1167/iovs.15-18595
http://dx.doi.org/10.1016/S0140-6736(05)66378-7
http://dx.doi.org/10.1371/journal.pmed.1001779
http://dx.doi.org/10.1093/ije/dym276
http://dx.doi.org/10.1093/ije/dym276
https://biobank.ndph.ox.ac.uk/showcase/showcase/docs/serum_biochemistry.pdf
http://dx.doi.org/10.1038/s41433-022-02298-7
http://dx.doi.org/10.1038/s41433-022-02298-7
http://dx.doi.org/10.1016/S2468-2667(18)30200-7
http://dx.doi.org/10.1001/jamanetworkopen.2023.34836
http://dx.doi.org/10.1001/jamanetworkopen.2023.34836
http://dx.doi.org/10.1136/bmj.311.6998.158
http://dx.doi.org/10.7326/M16-2472
http://dx.doi.org/10.1038/nrcardio.2010.223
http://dx.doi.org/10.3389/fmed.2021.618970
http://dx.doi.org/10.1001/jama.2009.1619
http://dx.doi.org/10.1093/eurheartj/ehx163
http://dx.doi.org/10.1016/j.ophtha.2018.09.045
http://dx.doi.org/10.1093/eurheartj/ehx665
http://dx.doi.org/10.1126/science.aad3517
http://dx.doi.org/10.1167/iovs.18-25845
http://dx.doi.org/10.1016/j.atherosclerosis.2015.06.057
http://dx.doi.org/10.5551/jat.37184
http://dx.doi.org/10.5551/jat.37184
http://dx.doi.org/10.1001/archopht.121.1.48
http://dx.doi.org/10.1038/eye.2015.37
http://dx.doi.org/10.1097/HJH.0b013e32830bfdd9
http://dx.doi.org/10.1007/s11886-006-0104-0
http://dx.doi.org/10.1002/jcp.22607
http://dx.doi.org/10.1016/j.exer.2014.11.012
http://dx.doi.org/10.1167/iovs.12-10517
http://dx.doi.org/10.1093/hmg/ddy053
http://dx.doi.org/10.1016/j.cell.2017.05.020
http://dx.doi.org/10.1038/s41576-018-0018-x
http://dx.doi.org/10.1016/0140-6736(93)92243-m

	Associations between serum lipids and glaucoma: a cohort study of 400 229 UK Biobank participants
	Abstract
	Introduction
	Methods
	Study population
	Assessment of serum lipid levels
	Ascertainment and exclusion of glaucoma status
	Polygenic risk score
	Assessment of covariates
	Statistical analyses

	Results
	Baseline characteristics
	Associations between serum lipids and the risk of glaucoma
	Associations between polygenic risk score of serum lipid and the risk of glaucoma
	Additional analyses
	Stratified analyses based on age, sex, and glaucoma type
	Sensitivity analyses

	Discussion
	References


