
REVIEW

Demographic and Clinical Factors that Influence
the Visual Response to Anti-Vascular Endothelial
Growth Factor Therapy in Patients with Neovascular
Age-Related Macular Degeneration: A Systematic
Review

Claire R. Gill . Catherine E. Hewitt . Tracy Lightfoot .

Richard P. Gale

Received: June 12, 2020 / Published online: August 8, 2020
� The Author(s) 2020

ABSTRACT

Background: Neovascular age-related macular
degeneration (nAMD) is a leading cause of blind
registrations in the developed world. Standard
therapy includes the use of anti-vascular
endothelial growth factor (anti-VEGF) drugs,
and whilst the clinical efficacy is well estab-
lished, there is variability in the clinical effect of
visual outcome. The purpose of this systematic
review is to identify whether there is evidence
for the influence of demographic and clinical
factors on the effectiveness of anti-VEGF ther-
apy in patients with nAMD, in settings compa-
rable to the National Health Service (NHS).

Methods: This systematic review followed the
PRISMA guidelines for systematic reviews. Elec-
tronic databases Medline, EMBASE, Web of Sci-
ence, CINAHL and the Cochrane Library were
searched for studies dated from 2005 onwards.
Studies were appraised using the New-
castle–Ottawa Score, and a narrative synthesis
was used.
Eligibility Criteria: Population: Patients with
nAMD being treated with anti-VEGF therapy.
Comparator: Presence or absence of potential
predictive demographic and clinical factors.
Settings: Comparable settings to NHS hospitals.
Outcomes: Predicting demographic and clinical
factors. Study designs: Randomised controlled
trials, prospective cohort studies, retrospective
cohort studies and case series dated from 2005.
Results: Thirty papers were identified in this
review. The evidence suggests that the number
of anti-VEGF injections that patients receive,
age and lesion size at baseline are factors that
influence how effective anti-VEGF therapy is in
the short and long term. There was also evi-
dence that suggested that baseline visual acuity
influenced the effectiveness of anti-VEGF ther-
apy at longer time points of more than 2 years.
Due to a lack of standardised statistical report-
ing among the included studies, it was not
possible to undertake a meaningful statistical
synthesis or meta-analysis.
Conclusions: This review has demonstrated
that there is some evidence of clinical and
demographic factors that affect the
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effectiveness of anti-VEGF therapy and hence
variation in visual acuity (VA) outcome. How-
ever, this review was unable to identify as wide a
range of factors as was hoped. The findings of
this review are important because some of the
factors, such as VA and lesion size at diagnosis
and the number of injections, are potentially
modifiable through improvements in early
diagnosis and service provision. Future work
also needs to focus on the importance of this
variation, such as the effect on patients’ quality
of life, and how variation can be minimised.
Systematic Review Registration: This review
has been registered with PROSPERO (Registra-
tion number CRD42018094191).

Keywords: Anti-vascular endothelial growth
factor; Anti-VEGF; Effectiveness; nAMD;
Neovascular age-related macular degeneration;
Systematic review

Key Summary Points

Why carry out this study?

The burden of neovascular age-related
macular degeneration (nAMD) is growing
with an ageing population, and is one of
the leading causes of blindness in the
developed world.

While anti-vascular endothelial growth
factor (anti-VEGF) prevents sight loss in
some patients, some patients still lose
their sight, and the reasons for this are
largely unknown.

This study asked whether from the
current evidence, demographic and
clinical factors that influence the
effectiveness of anti-VEGF therapy in
patients with nAMD.

What was learned from this study?

The study found that age, baseline visual
acuity, lesion size and number of
injections influenced the effectiveness of
anti-VEGF therapy.

However, it did not find any other
significant factors from the literature, and
was not able to undertake a statistically
meaningful assessment of the findings.

This study has revealed that more
information needs to be gathered on
factors that could influence the success of
anti-VEGF therapy, and that perhaps there
needs to be more standardisation of how
findings in nAMD studies are reported, to
enable statistical analysis.

INTRODUCTION

It is well established that nAMD is one of the
leading causes of blind registrations in the
developed world [1–3]. With an ageing popula-
tion in developed countries, this will lead to an
increase in the burden of visual disability due to
nAMD [1, 2, 4].

Untreated nAMD leads to severe visual loss
in most patients over a 2-year period [5]. Anti-
VEGF treatment given regularly stabilises vision
in around 95% of those with nAMD [5–7]. It has
been shown that over a 4-year period of treat-
ment with ranibizumab, the cumulative inci-
dence of new blind registrations was 5.1% in
year 1, 8.6% in year 2, 12% in year 3 and 15.6%
in year 4, demonstrating significant reductions
in blind registrations once treatment was initi-
ated [8]. However, there is variability in both
individual and patient group clinical response
and consequently visual outcomes [9]. Real-
world clinical effectiveness has broadly not
managed to reproduce this efficacy. One real-
world study demonstrates slow visual loss from
baseline over 1–2 years [10]. The pivotal phase
III clinical trials of anti-VEGF agents demon-
strate this individual variability in outcome
amongst their sample of participants [5, 6]. This
trial found that of 140 patients receiving 0.5 mg
ranibizumab, 96.4% had lost fewer than 15
Early Treatment Diabetic Retinopathy Study
(ETDRS) letters and visual acuity improved by
15 letters or more in 40.3% at 12 months. It has
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been questioned whether there are demo-
graphic and clinical factors that could affect this
variation in clinical response.

It is important to understand why this vari-
ation occurs, and to understand whether any
causes of this variation are potentially modifi-
able. The Lord Carter Report [11] recognised the
importance of understanding variation in
healthcare provision, when it found that varia-
tion due to modifiable factors is worth £5 bil-
lion in terms of efficiency, and accounts for
nearly 10% of the money spent by acute trusts.
In addition, the National Institute for Health
and Care Excellence (NICE) guidelines for age-
related macular degeneration [12] recommend
further research into how service design affects
long-term effectiveness of treatment.

The aim of this review is to identify whether
there is evidence, in patients with nAMD being
treated with anti-VEGF therapy that demo-
graphic and clinical factors contribute to the
variation in the effectiveness of anti-VEGF
therapy for nAMD.

METHODS

The methodology of this systematic review fol-
lowed the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA)
guidelines. The protocol for this review is regis-
tered with PROSPERO (registration number
CRD42018094191). It can be found at https://
www.crd.york.ac.uk/PROSPERO/. As this was a
review of published literature, there was no
requirement to seek ethical approval. This article
is based onpreviously conducted studies anddoes
not contain any studies with human participants
or animals performed by any of the authors.

The electronic databases Medline, EMBASE,
Web of Science, CINAHL and the Cochrane
Library were searched for relevant published
literature. The search strategy was designed
with the assistance of a specialist librarian. The
search took place between January and March
2018. Information on studies in progress,
unpublished research or research reported in
the grey literature were sought by searching a
range of relevant databases including the
National Research Register, Current Controlled

Clinical Trials, ClinicalTrials.gov and the Inter-
national Standard Randomised Clinical Trial
Number (ISRCTN) registry. Bibliographies of
retrieved articles were also examined. For an
example of the search strategy used please refer
to Appendix 1 in the Electronic Supplementary
Material.

Eligibility Criteria

Table 1 gives the inclusion/exclusion criteria for
the search. For the purposes of this review, the
term ‘demographic factors’ refers to individual
patient characteristics such as age and ethnicity.
The term ‘clinical factors’ refers to clinical fea-
tures of the disease at diagnosis, such as lesion
size, and features of patients’ treatment in
nAMD clinic, such as number of injections.
Similar definitions of demographic and clinical
factors were used in a large retrospective study
of intra-centre variation in the UK [13]. The
present review focused on settings comparable
to UK hospitals for the sake of comparability, as
it would be more difficult to compare treatment
patterns and outcomes with those in some
developing countries, for example, as treatment
for nAMD may not be as widely established or
available at all. Hospitals that were comparable
to UK hospitals were defined as hospitals in
developed countries that were able to provide
treatment to patients with nAMD. It was deci-
ded to only include papers from 2005 onwards,
because anti-VEGF treatment was not widely
used to treat nAMD until then.

Study Selection

The citations identified by the search strategy
were assessed for inclusion in two stages and by
two independent reviewers. In stage 1, two
reviewers (CG, RG) independently screened all
relevant titles and abstracts identified via elec-
tronic searching to identify potentially relevant
studies for inclusion in the review. Stage 2
focused on the independent assessment of the
full-text copies of those studies identified by the
two reviewers (CG, RG) in phase 1. Any dis-
agreements between reviewers were resolved by
discussion at each stage.
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Of the 4835 citations identified from the
search, 2604 titles and abstracts were screened
(stage 1), and 28 were included in stage 2
screening. Three additional papers were identi-
fied from hand searching, and one paper was
unavailable. Overall, 30 papers were included in
this review, comprising three prospective
cohort studies, 19 retrospective cohort studies
and eight retrospective studies of trial data. The
included studies represented[24,500 patients
in total. The characteristics and outcomes
assessed in each study are presented in Tables S1
and S2 in the Electronic Supplementary Mate-
rial. Overall, the included studies were obser-
vational cohort studies, case series or
retrospective studies. Figure 1 gives a flow dia-
gram of the study selection process.

Risk of Bias in Individual Studies

The methodological quality of the included
studies was assessed using the Newcastle–Ot-
tawa Scale. This was done at the study level. The
Newcastle–Ottawa Scale is a widely used tool for
assessing the quality of non-randomised obser-
vational studies. A judgement as to the possible
risk of bias in each of the six domains was made
from the extracted information, rated as ‘high
risk’ or ‘low risk’. Where there was insufficient
detail reported in the study, the risk of bias was
recorded as ‘unclear’. The quality of the indi-
vidual studies was assessed by one reviewer
(CG), and a sample of quality assessments
independently was checked by a second
reviewer (CH). Disagreements were resolved
through consensus.

Overall, the methodological quality of the
included studies was very good. For all the
studies, quality was assessed using the New-
castle–Ottawa Scale, and studies were rated as
being at low risk of bias. All studies scored at
least 5 out of a possible 7 stars, with most of the
studies achieving 6 stars. One study only scored
5 stars because its follow-up procedures were
unclear. All the other studies scored 6 stars, and
were not awarded 7 stars only because they did
not have a comparison arm. The high quality of
the studies included in this review informed the
narrative synthesis of the findings.

RESULTS

Demographic Factors

Gender
Ten studies explored the impact of gender as an
influencing factor on the effectiveness of anti-
VEGF therapy [10, 13–20] (please see Table S2 in
the Electronic Supplementary Material), nine of
which found it to be a non-statistically signifi-
cant influence on visual outcome. SE refers to
standard error, OR to odds ratio, and CI to
confidence interval. The only study that found
gender to be a statistically significant factor in
influencing visual outcomes was a 2014 study of
210 eyes from 192 patients [19]. The authors
found that the mean change in reference cen-
tral retinal thickness (RCRT) at 6 months after
the last injection in men vs. women was -6.47
(SE ± 7.18, p = 0.05), highlighting that men
had a greater reduction in RCRT than women.

Table 1 Inclusion criteria

Population Patients with nAMD being treated with anti-vascular endothelial growth factor

Intervention Presence or absence of demographic and clinical factors

Comparator Presence or absence of demographic and clinical factors

Setting Comparable settings to UK hospitals

Outcomes Visual response classification, visual activity (VA) or best-corrected visual activity (BCVA), central retinal

thickness (CRF), intraretinal fluid (IRF), subretinal fluid (SRF)

Study design Randomised controlled trails, prospective cohort studies, case series, retrospective cohort studies
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This was the only paper that looked at the effect
of gender on central retinal thickness (CRT)
rather than on visual score, which may explain
why it was the only study that found it to be a
significant factor.

Age
Fourteen studies explored the influence of age
on the effectiveness of anti-VEGF therapy
[5, 14–19, 21–25] (please see Table S2 in the
Electronic Supplementary Material), eight of
which reported age to be a statistically signifi-
cant predictor of visual outcomes. From these
studies, the overall effect of age was that the
higher the age at baseline, the lower the visual
outcome at time points of 1, 2 and 3 years. As it
was not statistically possible to combine the
data from the studies to give a statistical effect

size with confidence intervals, the studies with
some of the largest sample sizes are highlighted
in the text below. Figure 2 demonstrates this
distribution of studies with their sample sizes.

For example, one of the studies with a sam-
ple of 1185 patients [25] found significantly
higher odds of gaining C 3 letters at 12 months
for younger patients (aged 50–69 years) than for
older patients ([70) (p = 0.008). In another
study [22], age was found to be a significant
predictor of VA change at the year 2 time point,
but not at the year 1 time point (Y1: -0.106,
95% CI -0.2 to 0.052; Y2: -0.1, 95% CI -0.3 to
-0.0. Age at first injection was also found to be
a non-statistically significant predictor of visual
outcomes over 4 years [15] (year 2: p = 0.126;
year 3: p = 0.262; and year 4: p = 0.090 time
points).

Fig. 1 PRISMA style diagram showing study selection process
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Higher age at diagnosis may lead to worse
visual outcomes because older patients are more
likely to have a larger extent of damage and may
have developed resistance to treatment agents.
However, this could be further hampered by the
fact that they are less likely to still be able to
drive and may therefore have difficulty getting
to clinic often enough if they are relying on
hospital transport, relatives or public transport
to get to clinic.

Other Demographic Factors
One paper also looked at aspirin use, warfarin
use, diabetes, family history of AMD, glaucoma,
clopidogrel use, smoking history and use of
statins [15]. However, none of these factors was
found to be statistically significant. None of the
included studies looked at the effect of
ethnicity.

Clinical Factors

Baseline VA or BCVA
Of the 21 studies that explored the impact of
baseline VA or best-corrected visual acuity
(BCVA) on the effectiveness of anti-VEGF ther-
apy [5, 10, 13, 14, 17–22, 24–34] (please see
Table S2 in the Electronic Supplementary
Material), 18 reported it to be a statistically
significant predictor of visual acuity. The overall
effect of baseline VA on visual outcome was that
the lower the baseline VA, the lower the visual

outcome at time points of 1 year and later. It
was not statistically possible to combine the
data from studies to calculate a statistical effect
size and confidence intervals; however, Fig. 3
shows the distribution and study size of the
studies with a statistically significant finding for
baseline VA. The study with one of the largest
samples [22] of 2227 patients found that base-
line VA was a statistically significant predictor
of VA at both 1 and 2 years (Y1: -0.21 95% CI
-0.35 to -0.21; Y2: -0.39, 95% CI -0.46 to
-0.32).

Lesion Size
Ten studies explored the impact of baseline
lesion size on the effectiveness of anti-VEGF
therapy [5, 6, 14, 15, 17, 20, 21, 23, 25, 28]
(please see Table S2 in the Electronic

Fig. 2 Distribution of study sample sizes for age

Fig. 3 Distribution of study sample sizes for baseline
visual acuity
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Supplementary Material), and seven of these
were statistically significant. The overall effect
of lesion size on VA was that the smaller the
lesion size at baseline, the better the VA at time
points longer than 12 months. It was not sta-
tistically possible to combine the data from
studies to calculate a statistical effect size and
confidence intervals; however, Fig. 4 shows the
distribution and size of the studies with a sta-
tistically significant finding for lesion size. The
studies with some of the largest sample sizes are
highlighted in the text below.

One study reported that the odds of BCVA
C 70 with a total lesion size\ 4 disc area (DA)
were three times the odds of those with a lesion
size C 4 DA at 12 months [14] (OR 3.0, 95% CI
1.25–7.40). Ying et al. [25] found the same odds
that patients with smaller baseline lesion areas
would gain C 3 letters at 12 months [patients
with baseline area of CNV (mm2) C 2.54: OR
1.00, [2.54 to B 5.08: OR 0.71 CI 0.47, 1.07,
[5.08 to B 10.2: OR 0.67, CI 0.38, 1.18, cannot
measure: OR 0.44, CI 0.25, 0.76, p = 0.04].

Number of Injections
Eleven studies explored the impact of the
number of injections on visual outcomes
[10, 13, 16, 21, 22, 27, 30, 32, 33, 35, 36] (please
see Table S2 in the Electronic Supplementary
Material), with all of these studies finding the
number of injections to be a statistically signif-
icant predictor of visual outcomes. The overall
effect of the number of injections on visual

acuity was that a greater change in VA was seen
as the number of injections increased, with an
average per year of 8–12 injections needed as an
optimum number. It was not statistically pos-
sible to combine the data from studies to cal-
culate a statistical effect size and confidence
intervals.

The study with the largest sample size [22]
found that the number of injections was a sta-
tistically significant predictor of VA change at
both years 1 and 2 (Y1: 5.41, 95% CI 2.44–8.38.
Y2: 1.93, 95% CI 0.85–3.02).

DISCUSSION

Key Findings

The main finding of this review was that a
higher numbers of anti-VEGF injections
received, a lower age at baseline and smaller
lesion size at baseline were all factors that pos-
itively influenced the effectiveness of anti-VEGF
therapy. Higher visual acuity at baseline posi-
tively influenced the effectiveness of anti-VEGF
therapy at longer time points of at least 2 years.
The review also found that age, visual acuity
and lesion size at baseline were more likely to be
detected in larger, international studies of clin-
ical trial data than in small, retrospective single-
centre studies. There are some who would
argue, however, that studies of routine data,
although much smaller in sample size, are more
representative of real-world patient popula-
tions. Although this is a valid argument, the
collection of routine clinical data is unlikely to
be of equal quality to data collection in clinical
trials. Nevertheless, the, number of injections
was detected as a significant factor in all types of
studies, including smaller retrospective studies.
The main findings of this review appear to be in
keeping with the general body of literature on
factors affecting visual outcome in nAMD.

The papers in this review suggest that the
optimal number of injections for patients to
avoid above average visual loss is 8–12 per year.
However, many services may fail to deliver this
due to high demand and shortages of staff. It
must also be asked whether better VA outcome
leads to better patient-reported outcomes. DoFig. 4 Distribution of study sample sizes for lesion size
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patients with better VA outcomes report better
outcomes in terms of quality of life?

Impact of Study Quality on Results

As described earlier, all the included studies
were of good quality. It is therefore concluded
that the quality of the studies had no impact on
the results of the review. The studies that were
retrospective reviews of clinical trial data were
rated as slightly lower in quality than the
prospective and retrospective studies of hospital
data, as the trial participants were potentially a
selective sample of the study population. How-
ever, the trial populations did have larger sam-
ple sizes.

Differences Between Statistically
Significant and Non-Significant Study
Findings

Age
When considering all of the studies that looked
at age together, there were some differences
between those that found age to be a statisti-
cally significant predictor of visual outcomes
and those that did not. The studies that found
age to be a statistically significant predictor of
visual outcomes were largely international
multicentre trial data, with large data sets of at
least 500 patients in all but one study. The
studies that did not find age to be a predictor
were generally single-centre retrospective
reviews of routine data, with all but one study
having sample sizes of less than 300. This sug-
gests that larger sample sizes of at least 500
participants are needed to detect the effect of
age on visual outcomes. It may also be linked to
the fact that trial data tend to be more com-
prehensive, with fewer missing data, than rou-
tine clinical data. However, despite their much
larger sample sizes, it could be argued that
studies of trial data recruit patients according to
strict inclusion and exclusion criteria, and
therefore although studies of routine data tend
to have much smaller sample sizes, they are
more representative of real-world patient
populations.

Baseline VA
There were similar differences between studies
that found baseline visual acuity to be a statis-
tically significant factor and those that did not.
Of the studies that found visual acuity to be a
statistically significant factor, most had inter-
national study populations, were multicentre
and had large sample sizes, and many studies
involved clinical trial data. The studies that did
not find baseline visual acuity to be a statisti-
cally significant factor were all retrospective
studies of routine clinical data, were all carried
out in only one country, and all bar one were
single-centre studies and had small sample sizes
of less than 100. The one study that did have a
larger sample size of 1063 and was a multicentre
study was carried out in the Czech Republic.
Therefore, it seems that larger sample sizes are
needed to detect the influence of baseline visual
acuity, and that large international trial data are
more likely to do this. It is acknowledged that
patients with better VA at baseline tend to have
better VA at years 1 and 2, but some of the
studies in this review did show differences in
the number of letters gained and lost between
patients.

Lesion Size
The difference between the studies that did not
find lesion size to be a statistically significant
factor and those that did is that those who did
not find it to be a statistically significant factor
were all retrospective studies of routine clinical
data, with just 1–2 study centres in just one
country. None of these studies had a sample size
larger than 150. The studies that did find lesion
size to be a statistically significant factor were
again mostly larger, international studies of
clinical trial data. Once again, it also seems that
the effect of lesion size at baseline is more likely
to be detected in large, international, multi-
centre clinical trial data than in smaller retro-
spective studies of routine data. Figure 4 shows
this distribution of studies and their sample
sizes.

Number of Injections
The fact that all the studies identified number of
injections as a statistically significant clinical
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factor indicates that it had a highly
detectable effect size, so that even smaller, ret-
rospective studies of routine data were able to
detect it, not just large, international clinical
trial data.

Lack of Standardisation of Reported Data
The intention of this review was to identify
factors that influence the effectiveness of anti-
VEGF therapy. It was originally intended to
pool the studies in a meta-analysis to quantify
the magnitude of the individual factors on
visual outcomes, but given the poor reporting,
this was not possible. There was a lack of stan-
dardisation in the reporting of data in the
included studies, with many not reporting
results in enough detail. For example, 17 of the
30 papers included in this review simply pre-
sented p values with no inclusion of mean val-
ues or standard deviations (SDs) (or information
to calculate the SD). Therefore, a literature
review of the evidence was undertaken.

Limitations of the Review Process

During the review process, it was not possible to
access one eligible paper; however, this is unli-
kely to have significantly changed the findings.
The authors do acknowledge the possibility that
other eligible papers may have been missed
during the screening process. This review is also
limited by the inclusion of only papers that
were published in English, which could have
introduced bias. It is also limited by the fact that
perhaps papers that did not have significant
findings may not have published their work.
However, attempts were made to search
unpublished literature.

It is acknowledged that one of the studies
[22] was a study of the use of pegaptanib, which
is no longer used in the treatment of nAMD.
However, its findings on the effectiveness of
treatment in terms of clinical and demographic
factors was deemed relevant by the authors. It is
also acknowledged that studies that used VA
rather than best-corrected visual acuity (BCVA)
were included in this study, even though BCVA
is a more accurate measure. However, again, the

results of these studies were still considered to
be relevant by the authors.

Factors Not Reported On

Medical History
Although this review reported on age and gen-
der, there was only one paper identified that
looked at other demographic factors [e.g.
smoking status, body mass index (BMI) and past
medical history such as stroke and diabetes],
none of which was found to be statistically
significant.

Socioeconomic Status
None of the included papers looked at socioe-
conomic status.

Individual Anti-VEGF Agents
This review did not examine the effects of
individual anti-VEGF agents, because there
already exist a significant number of compara-
tive head-to-head studies. The review similarly
did not look at genetic factors, because this has
already been well reported in current evidence.

Ethnicity
This review did aim to examine ethnicity, but
there was insufficient evidence available to
comment on this.

CLINICAL IMPLICATIONS
OF RESULTS

Which Results Are Modifiable?

Treatment regimen is modifiable, and identify-
ing factors which impact on early diagnosis,
start date, length of treatment and intensity
may lead to improved outcomes and quality of
life. Although age clearly cannot be considered
a modifiable factor, time to diagnosis can be.
This poses questions around whether more
needs to be done to diagnose nAMD cases and
start treatment promptly. Current guidelines
recommend that on diagnosis of nAMD, treat-
ment should be commenced within 2 weeks [3].
This review also identified number of injections
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as a modifiable factor, which also raises ques-
tions around whether service provision is cur-
rently adequate, and whether improvements to
service provision are needed in terms of capac-
ity, demand and accessibility. The goal of
treatment should be to avoid undertreatment.
These modifiable factors also pose questions to
clinicians around whether addressing such fac-
tors has any impact on reported quality of life
for these patients. This matters, because if
addressing factors that affect visual outcome
does not lead to improvements in quality of life,
it could lead to future consideration of alloca-
tion of resources. It is not yet known how
variation in the effectiveness of anti-VEGF
therapy affects quality of life. Even in patients
with good VA outcome, quality of life may be
affected by having to undergo treatment and
regular hospital visits. However, there may also
be other modifiable factors that we are not
aware of. The results of this review highlight the
importance of patients receiving early anti-
VEGF injections to achieve the best possible
visual outcomes. This means that the role that
the factors studied in this review play in the
variation in visual outcomes in patients with
nAMD needs to be investigated and addressed
in future research. Future research must also
address the need for more standardisation in
how observational studies in the field of nAMD
are reported.

Unanswered Questions

• Are there other modifiable factors that
influence the effectiveness of anti-VEGF
therapy?

• What can be done to improve early access to
diagnosis and treatment, and to address any
gaps in service provision?

• Does variation in VA outcome affect quality
of life?

CONCLUSIONS

This review has demonstrated that there is some
evidence of clinical and demographic factors
that affect the effectiveness of anti-VEGF

therapy and hence the variation in VA out-
come. It revealed that better visual acuity at
baseline, smaller lesion size when present, lower
age at baseline, and receipt of at least eight
injections per year resulted in better visual
outcomes for patients with nAMD who were
treated with anti-VEGF therapy. However, this
review was unable to identify as wide a range of
factors as was hoped, and was unable to analyse
the evidence that it did find in a meaningful
statistical way.

The results also highlight the importance of
clinicians and specialist nurses in ensuring
timely diagnosis and commencement of treat-
ment, and in ensuring adherence to treatment
regimens.
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