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Abstract 

Background: The purpose of the study was to assess the ultrasound measurements of the brachial artery flow-medi-
ated dilation (FMD) and carotid artery intima-media thickness (IMT) and their relationship in glaucoma patients.

Methods: Thirty-seven patients with glaucoma and thirty-one healthy controls were included in the study. All 
glaucoma patients and controls underwent ultrasound measurement of FMD of the brachial artery and ultrasound 
measurement of IMT of the carotid artery.

Results: The mean values of brachial FMD were significantly lower among the glaucoma compared with controls 
(16.4 ± 10.6% vs 20.3 ± 8.5%, p = 0.034). No significant difference was found in carotid IMT (1.2 ± 0.4 vs. 1.1 ± 0.4, 
p = 0.3), and brachial artery diameter at rest (4.7 ± 0.6 vs. 4.9 ± 0.3, p = 0.2) between the glaucoma patients and con-
trols. The significant difference in brachial artery diameter in hyperemia between the glaucoma patients and controls 
(5.5 ± 0.6 vs. 5.9 ± 0.4 p = 0.002) was found. A negative correlation among brachial FMD and carotid IMT as well as 
among brachial FMD and brachial artery diameter at rest was found.

Conclusions: Impaired brachial FMD indicates presence of systemic vascular endothelial dysfunction in glaucoma; 
glaucoma patients with lower values of the brachial FMD are at increased risk of having thickened carotid IMT.
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Background
Glaucoma is a multifactorial progressive optic neuropa-
thy, characterized with acquired loss of retinal ganglion 
cells and their axons and atrophy of the optic nerve [1]. 
Glaucoma is one of the leading causes of irreversible 
blindness in the world [2]. The cause of glaucoma is still 
unclear today. Mechanical and vascular theory has been 
postulated as causative for glaucoma [3, 4]. Clinical treat-
ment is focused on lowering intraocular pressure (IOP), 
although in some patients, glaucoma continues to pro-
gress despite well controlled IOP [5].

The vascular theory considers glaucomatous optic neu-
ropathy (GON) as a consequence of insufficient ocular 
blood flow of the optic nerve head [6, 7]. Although ocu-
lar blood is often reduced because of elevated IOP, the 
existence of normal tension glaucoma suggest that other 
factors are also involved. Indeed, dysregulation of vascu-
lar resistance is now considered a key pathogenic factor. 
Moreover, dysregulation often manifest itself systemi-
cally as the primary vascular dysregulation syndrome. 
Vascular dysregulation leading to low perfusion because 
of vascular endothelial dysfunction play an important 
role in the pathogenesis of GON [8–10]. The primary 
vascular dysregulation can be the major cause of vascu-
lar endothelial dysfunction and formulated a concept of 
the GON [11–13]. In addition, some reports indicated 
that blood flow dysregulation are related to ocular blood 
flow disturbances in glaucoma [8, 9]. It has been shown 
that vascular endothelial function can be impaired in 
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normal tension glaucoma (NTG) patients [10, 14]. Vascu-
lar endothelial dysfunction can be easily assessed by non-
invasive ultrasound measurement of the flow-mediated 
vasodilation (FMD) of the brachial artery [15, 16]. FMD 
is a standard non-invasive repeatable and endothelium 
dependent technique that is used for an in  vivo assess-
ment of vascular endothelial functionality. FMD is use-
ful for evaluation and follow-up of glaucoma patients. 
Recent studies have shown that glaucoma is associated 
with vascular endothelial dysfunction [17–20]. The ultra-
sound measurements of intima-media thickness (IMT) 
of the carotid artery may represent marker of cardio-
vascular events [21, 22]. The increased carotid IMT was 
found in glaucoma patients although in the Rotterdam 
study carotid IMT was not found to be associated with 
increased risk of glaucoma [23, 24]. Recent reports have 
shown that brachial FMD and carotid IMT are independ-
ent factors, but could be relatively modest predictors of 
coronary heart disease, although in the study of Simon 
there is no clear evidence that IMT measurements may 
improve coronary heart disease prediction [21, 22, 25].

So far, there are no studies that examined the relation-
ship between the brachial FMD and carotid artery IMT 
in glaucoma. The aim of this study therefore was to assess 
the relationship between the brachial artery FMD and 
carotid artery IMT in glaucoma patients.

Methods
The study enrolled 37 patients diagnosed with open angle 
glaucoma (18 men and 19 women) aged 64.7 ± 6.4 years, 
and 31 healthy controls (17 males and 14 females) aged 
64.8 ± 8.1  years. The inclusion criteria for glaucoma 
patients were: IOP < 21  mmHg at the time of study, 
open anterior chamber angle on gonioscopy, glaucoma-
tous optic disc cupping and visual field loss on Octopus 
perimetry. Glaucoma field defects were considered sig-
nificant if there was a reduction in sensitivity of 5  dB 
or more. Visual field assessment was either conducted 
within 2 months from the recruitment or obtained from 
medical record, obtained no more than 6 months before 
the recruitment period. Patients who were diagnosed 
with any other type of glaucoma were excluded. Patients 
with underlying ocular conditions which may interfere 
with visual field interpretation were also excluded such as 
media opacities, cataract and vitro-retinal disease.

The normal healthy controls were recruited random 
selection from hospital staff or volunteers. The 31 healthy 
controls had normal physical and ocular examination and 
no history of cardiovascular disease. They were not using 
regular systemic medication. Visual field assessment in 
this group was not performed because ocular examina-
tion results were normal.

Exclusion criteria included patients with cardiovascu-
lar disease, systemic hypertension, dyslipidemia, diabetes 
mellitus, cerebrovascular disease, current smoking and 
patients currently taking antihypertensive drugs, nitrates, 
statins, aspirin and hormone replacement agents. No 
patients had migraine or Raynaud disease. The exclusion 
criteria were applied to both groups.

Patients with glaucoma received no systemic drugs, but 
one (31 patients) or a combination of up to two ocular 
hypotensive agents (6 patients) were discontinued 48  h 
before the ultrasound examination (in order to avoid the 
possible effects on test parameters).

Assessment of FMD
Brachial artery FMD was assessed noninvasively by ultra-
sound examination as described previously [15–17]. 
Briefly, brachial artery ultrasonography (5.7  MHz linear 
transducer using a Vivid three Expert, ultrasound scan-
ner, General Electric) was carried out in subjects after a 
12 h fast and resting supine for at least 15 min in a quiet 
room.

The right brachial artery proximal to the antecubital 
fossa was imaged longitudinally using the linear–array 
transducer. The artery was longitudinally imaged 5  cm 
proximal to the antecubital crease, where the clearest 
image was obtained, and brachial artery diameter was 
measured. Brachial artery diameter was measured by 
B-mode ultrasound images at the end of diastole. The 
electrocardiography was recorded simultaneously to 
synchronize the image capture to the top of the R wave. 
Flow-mediated dilation was assessed by measuring the 
brachial artery diameter at baseline and during reactive 
hyperemia. Reactive hyperemia was induced by deflat-
ing a cuff previously inflated to 250 mmHg for 5 min in 
the forearm. The arterial diameter was measured at base-
line and 45 to 60 s after cuff deflation from longitudinal 
images in which the lumen-intima interface was visual-
ized on both, the interior and posterior walls.

FMD is expressed as the percent change in brachial 
artery diameter in response to hyperemia relative to 
baseline value.

FMD = VD (hyperemia) – VD (baseline) / VD (base-
line) X 100%, where VD = vessel diameter.

Assessment of IMT
The measurement of IMT of the carotid artery was 
described previously [21, 22]. Briefly, carotid ultrasound 
studies were performed with 5.7 MHz linear transducer 
using a Vivid three Expert, ultrasound scanner, General 
Electric. The image was focused on the posterior far 
wall of the left and right carotid artery. A minimum of 
6 measurements of the common carotid far wall of the 
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both sides were taken 10 mm proximal to the bifurcation 
to derive mean carotid IMT. The average of obtained val-
ues was taken as the IMT.

All measurements were carried out by the same inves-
tigator who was blinded to the characteristic of the 
subjects. Informed consent was obtained for each par-
ticipant in the study, after the nature of the procedure has 
been fully explained.

Statistical analysis
Statistical analysis was performed with Statistica for 
Windows (version 7.0. Stat Soft, USA). The Kolmogo-
rov–Smirnov test was used to test normal distribution of 
all numerical variables. Continuous variables were com-
pared between the groups by an independent samples 
Student´s t-test when normally distributed or by Man-
Whitney U test when nonnormally distributed. Multiple 
regression analysis was used to analysis the relationship 
between single dependent variable (FMD) and several 
independent variables: IMT, brachial artery diameter and 
age. Correlations between variables were calculated by 
Pearson coefficient test. The chi-square test and Student 
´s t-test to compare patient’s data such as gender and 
age were used. Findings with an error probability value 
of < 0.05 were considered to be statistically significant.

Results
Using Studentʾs t-test and chi-square test for independ-
ence, we did not find a significant difference between 
patients with glaucoma and the healthy controls regard 
to age (t = -0.05; p = 0.95) and gender (chi-square = 1.09; 
p = 0.6). Baseline clinical characteristics of glaucoma 
patients and controls are shown in Table 1.

The results of the brachial artery ultrasound assess-
ment of FMD, brachial artery diameter at rest, brachial 

artery diameter in response to hyperemia, and carotid 
IMT are presented in Table 2.

The mean values of FMD were significantly lower 
among the patients with glaucoma compared with con-
trols (16.4 ± 10.6% vs 20.3 ± 8.5%, p = 0.034). No signifi-
cant difference was found in carotid IMT (1.2 ± 0.4 vs. 
1.1 ± 0.4 p = 0.3), and brachial artery diameter at rest 
(4.7 ± 0.6 vs. 4.9 ± 0.3, p = 0.2) between the glaucoma 
patients and controls. However, the significant differ-
ence was found in brachial artery diameter in hyperemia 
between the glaucoma patients and controls (5.5 ± 0.6 vs. 
5.9 ± 0.4, p = 0.002).

The Pearson correlation analysis showed a negative 
correlation between brachial FMD and carotid IMT 
(r = -0.460; p < 0,001) as well as between FMD and bra-
chial artery diameter at rest (r = -0.432 p < 0.001). FMD 

Table 1 Baseline clinical characteristics

Glaucoma patients (n = 37) Controls (n = 31) p value

Age, y 64.7 ± 6.4 64.8 ± 8.1 0.95

Gender, male/female 18/19 17/14 0.6

IOP, mmHg 17.4 ± 1.0 15.2 ± 1.3 0.001

C/D ratio 0.57 ± 0.14 0.27 ± 0.12 0.001

Visual field, MD, dB 6.4 ± 0.87

Type of medication

 Beta blockers 8

 Prostaglandin analogues 21

 Alpha-2 agonist 2

 Fixed combinations:

 Timolol maleate + dorzolamide 2

 Prostaglandin analogues + timolol maleate 4

Table 2 Flow-mediated dilation (FMD) of the brachial artery, 
intima-media thickness (IMT) of the carotid artery and brachial 
artery diameter at rest and in response to hyperemia in patients 
with glaucoma and controls

P < 0.05 statistically significant

Values are given as mean ± SD
a No significant

Glaucoma group Control group p value

No. of cases 37 31

FMD (%) 16.4 ± 10.6 20.3 ± 8.5 0.034

IMT (mm) 1.2 ± 0.4 1.1 ± 0.4 0.3a

Brachial artery 
diameter at rest 
(mm)

4.7 ± 0.6 4.9 ± 0.3 0.2a

Brachial artery 
diameter -hyper-
emia (mm)

5.5 ± 0.6 5.9 ± 0.4 0.002
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showed also a negative correlation with age (r = -0,408; 
p = 0.001). Multiple regression results showed a negative 
relationship between FMD as dependent variable and 
independent variables; IMT and brachial artery at rest 
(F = 13.3; R = 0,619; p < 0.001).

Discussion
Glaucoma is multifactorial disease. The diagnosis, treat-
ment and rate of progression is not solely associated with 
elevated intraocular pressure, although this pressure is 
only the most recognized treatable risk factor for devel-
oping progressive optic neuropathy [3, 4]. Recent reports 
in literature over the last years have shown on the possi-
ble role of vascular system and associated vascular medi-
ators in glaucoma [3, 7]. Maintaining balance between 
nitric oxide (NO) and endothelin-1 (ET-1), as vascular 
regulators, is crucial. Vascular dysregulation appears to 
be as a consequence of imbalance between NO and ET-1. 
Considering the role of endothelium to maintain control 
of blood flow, it is quite possible that vascular dysregula-
tion in glaucoma patients can be a consequence of vascu-
lar endothelial dysfunction [8, 9, 14, 18, 19].

A certain resemblance could be found also in retinal 
vascular function [26]. Local retinal endothelial structure 
and function can be assessed by static and dynamic reti-
nal vessel analysis. New retinal imaging techniques con-
firm the pathogenic concept of vascular dysregulation in 
glaucoma [27, 28]. Changes in retinal vasculature were 
associated with optic disc damage and glaucoma [27, 28]. 
Such examinations reveal that retinal vessels are also key 
areas of interest in glaucomatous development. The cor-
relation of retinal vessels function with large artery func-
tion is moderate at best. It needs for investigation of local 
retinal microvascular function in glaucoma patients in 
order to truly address the vascular theory behind GON. 
Vascular endothelial dysfunction can also be associated 
with the severity of glaucoma [29]. In our study, a sam-
ple size was too low to show any direct correlations. The 
ultrasound measurements of FMD of the brachial artery 
is the most common assessment tool of endothelial func-
tion and together with ultrasound measurements of IMT 
of the carotid artery may provide additional information 
on subclinical atherosclerosis and predict cardiovas-
cular events [21, 22, 25]. In nowadays, FMD of the bra-
chial artery is the gold standard for clinical examinations 
on conduit artery biology [30]. FMD is superior tool for 
assessment of cardiovascular risk [31]. In Shechter et al. 
study was shown that brachial artery FMD is indepen-
dently predictor of cardiovascular events in relatively 
healthy subjects with no apparent heart disease [25].

Significantly lower FMD values of the brachial artery 
in glaucoma patients than in controls was found, con-
firming the results from previous studies dealing with 

vascular dysfunction in glaucoma patients, although 
measured FMD values in our study were generally 
higher than in other studies [10, 17, 19]. These differ-
ences can be explained by the accuracy of the ultra-
sound measurements. Ultrasound measurements of the 
brachial artery are technically challenging and meas-
urements errors even in fraction of millimeters may 
influence on the accuracy of the examination [30, 32].

IMT as measure of atherosclerotic disease can be 
reliably determined by carotid ultrasound and could 
predict future cardiovascular and ischemic stroke inci-
dence [33]. In early stage, glaucoma patients showed 
signs of subclinical vascular abnormalities; accent the 
need to consider circulation pathologies in the devel-
opment of glaucoma [34]. Consistent with the evidence 
of impaired endothelial dysfunction in glaucoma, the 
impaired brachial FMD values, found in our study, 
showed a negative correlation with carotid IMT [17–
20]. The classic cardiovascular risk factors such as dia-
betes mellitus, hypertension and dyslipidemia, known 
to be associated with increased carotid IMT, were 
excluded from the study. As the carotid IMT is recog-
nized marker of carotid and coronary atherosclerosis, 
it is quite possible that our results could suggest that 
glaucoma patients may be at risk for carotid atheroscle-
rosis, although no significant difference in carotid IMT 
between glaucoma patients and controls was found, as 
in Bossuyt et al. trial [35, 36]. Systemic vascular dysreg-
ulation and autonomic dysfunction can be important in 
glaucoma patients and could help us to extent the view 
on this disease [37].

In our case control study, we examined this relation-
ship between brachial FMD and carotid IMT in glaucoma 
patients, which could not prove a causal relation between 
these variables. There are some limitations to our study. 
First, although the ultrasound measurements of brachial 
FMD and carotid IMT are noninvasive and highly repro-
ducible techniques, these are also examiner depend-
ent and, therefore, possible errors in measurements can 
influence on accuracy of the examination. Second, raises 
the question whether the brachial artery diameter at 
rest, found in this study, could influenced on our results-
particularly FMD values, because it is well known that 
strongest predictor of FMD is baseline brachial diameter 
[38]. Also, the study was performed without prior sam-
ple size calculation. It is therefore explorative in nature 
and may have been underpowered for this less sensi-
tive structural vascular biomarker such as carotid IMT. 
Finally, this study was conducted using a relatively small 
number of patients; our results should be confirmed by 
larger studies.
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Conclusions
Impaired brachial FMD indicates presence of vascular 
endothelial dysfunction in patients with glaucoma, which 
is negatively correlated with carotid IMT. Our data indi-
cate that glaucoma patients with impaired FMD are at 
increased risk of having thickened carotid IMT, suggest-
ing as a possible risk factor for cardiovascular disease.

Acknowledgements
The authors thank dr Ermacora Ratko for performing the ultrasound 
examinations.

Authors’ contributions
LB, VR participated in the development of the idea for a study, collected and 
interpreted data, and were major contributors in writing the manuscript. LB, 
DM, LVR and DG processed and interpreted data, read and gathered recent 
scientific studies for references. DM and DG made the cardiologic testing. LB 
and VR developed idea and design for the study, oversaw advancement of 
the study, wrote the manuscript and revised it critically. All authors read and 
approved the final manuscript.

Funding
None.

Availability of data and materials
The datasets used and analysed during the current study are not available 
publicly because individual privacy could be compromised but are available 
from the author Lovro Bojic on reasonable request. The request can be made 
on email lovre.bojic@gmail.com.

Declarations

Ethics approval and consent to participate
The study was conducted according to the principles of the Helsinki Declara-
tion and approved by the University Hospital Split Ethical Committee refer-
ence number 500–03/06–01/74. All patients gave their informed consent prior 
to their inclusion in the study.

Consent for publication
Not applicable because manuscript does not include details, images and 
videos relating to individual person.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Private Eye Clinic, Split, Croatia. 2 Department of Ophthalmology, University 
Hospital Split, Split, Croatia. 3 Clinic for Heart and Cardiovascular Diseases, Uni-
versity Hospital Split, Spinciceva 1, 21000 Split, Croatia. 4 School of Medicine, 
University of Split, Split, Croatia. 

Received: 11 December 2021   Accepted: 14 June 2022

References
 1. Weinreb RN, Aung T, Medeiros FA. The pathophysiology and treatment of 

glaucoma: a review. JAMA. 2014;311:1901–11.
 2. Quigley HA, Broman AT. The number of people with glaucoma world-

wide in 2010 and 2020. Br J Ophthalmol. 2006;90:262–7.
 3. Flammer J, Mozaffarieh M. What is the present pathogenic concept of 

glaucomatous optic neuropathy. Surv Ophthalmol. 2007;52:S162–73.
 4. Fechtner RD, Weinreb RN. Mechanisms of optic nerve damage in primary 

open-angle glaucoma. Surv Ophthalmol. 1994;39:23–42.
 5. Lesce MC, Heijl A, Hyman L, Bengtsson B, Dong L, Yang Z, EMGT Group. 

Predictors of long term progression in the Early Manifest Glaucoma Trial. 
Ophthalmology. 2007;114:1965–72.

 6. Flammer J. The vascular concept of glaucoma. Surv Ophthalmol. 
1994;38(suppl):S3-6.

 7. Yanagi M, Kawasaki R, Wang JJ, Wong TY, Crowsdton J, Kiuchi Y. Vascular 
risk factors in glaucoma: a review. Clin Exp Ophthalmol. 2011;39:252–8.

 8. Emre M, Orgul S, Gugleta K, Flammer J. Ocular blood flow alteration in 
glaucoma is related to systemic vascular dysregulation. Br J Ophthalmol. 
2004;88:662–6.

 9. Flammer J, Haefliger IO, Orgul S. Vascular dysregulation: principal risk fac-
tor for glaucomatous damage. J Glaucoma. 1999;8:12–9.

 10. Buckley C, Hadoke PW, Henry E. Systemic vascular endothelial dysfunc-
tion in normal pressure glaucoma. Br J Ophthalmol. 2002;86:227–32.

 11. Flammer J, Koneicka K, Flammer AJ. The primary vascular dysregulation 
syndrome: implications for eye disease. EPMA J. 2013;4(1):14.

 12. Flammer J, Orgul S, Costa VP, Orzalesi N, Krieglstein GK, Metzner Serra L, 
et al. The impact of ocular blood flow in glaucoma. Prog Retin Eye Res. 
2002;21:359–93.

 13. Moore D, Harris A, WuDunn D, Kheradiya N, Siesky B. Dysfunctional regu-
lation of ocular blood flow; a risk factor for glaucoma. Clin Ophthalmol. 
2008;2(4):849–61.

 14. Su WW, Cheng ST, Hsu TS, Ho WJ. Abnormal flow-mediated vasodilata-
tion in normal-tension glaucoma using a noninvasive determination 
for peripheral endothelial dysfunction. Invest Ophthalmol Vis Sci. 
2006;47:3390–4.

 15. Correti MC, Anderson TJ, Benjamin EJ, Celermajer D, Charbonnean F, Cre-
ager MA, et al. Guidelines for the ultrasound assessment of endothelial-
depend flow-mediated vasodilatation of the brachial artery: a report of 
the International Brachial Artery Reactivity Task Force. J Am Coll Cardiol. 
2002;39:257–65.

 16. Faulx MD, Wright AT, Hoit BD. Detection of endothelial dysfunction with 
brachial artery ultrasound scanning. Am Heart J. 2003;145:943–51.

 17. Su WW, Cheng ST, Ho WJ, Tsay PK, Wu SC, Chang SHL. Glaucoma is associ-
ated with peripheral vascular endothelial dysfunction. Ophthalmology. 
2008;115:1173–8.

 18. Resch H, Garhofer G, Fuchsjager-Mayrl G, Hommer A, Schmetterer L. 
Endothelial dysfunction in glaucoma. Acta Ophthalmol. 2009;87:4–12.

 19. Fadini GP, Pagano C, Baesco I, et al. Reduced endothelial progenitor cells 
and brachial artery flow-mediated dilation as evidence of endothelial 
dysfunction in ocular hypertension and primary open-angle glaucoma. 
Acta Ophthalmol. 2010;88:135–41.

 20. Cellini M, Strobbe E, Gizzi C, Balducci N, Toschi PG, Campos EC. Endothe-
lin-1 plasma levels and vascular endothelial dysfunction in primary open 
angle glaucoma. Life Sci. 2012;91:699–772.

 21. Simon A, Megnien JL, Chironi G. The value of carotid intima media 
thickness for predicting cardiovascular risk. Arterioscler Thromb Vasc Bio. 
2010;30:182–5.

 22. Baldassarre D, Hamsten A, Veglia F, IMPROVE study group, et al. Measure-
ments of carotid intima-media thickness and of interadventitia common 
carotid diameter improve prediction of cardiovascular events: Results of 
the IMPROVE (Carotid Intima Media Thickness [IMT] and IMT-Progression 
as Predictors of Vascular Events in a High Risk European Population) 
study. J Am Coll Cardiol. 2012;60:1489–99.

 23. Mroczkowska S, Benavente-Perez A, Negi A, et al. Primary open-angle 
glaucoma vs. normal tension glaucoma: the vascular perspective. JAMA 
Ophthalmol. 2013;31:36–43.

 24. De Voogd S, Wolf RC, Jansonius NM, Witteman JC, Hofman A, de Jong PT. 
Atherosclerosis, C-reactive protein and risk for open-angle glaucoma: the 
Rotterdam study. Invest Ophthalmol Vis Sci. 2006;47:3772–6.

 25. Shechter M, Shechter A, Koren-Morag N, Feinberg MS, Hiersch L. Useful-
ness of brachial artery flow-mediated dilation to predict long-term 
cardiovascular events in subjects without heartdisease. Am J Cardiol. 
2014;113:162–7.

 26. Seshadri S, Karimzad SE, Shokr H, Gherghel D. Retinal vascular function in 
asymptomatic individuals with positive family history of cardiovascular 
disease. Acta Ophthalmol. 2018;96(8):e956–62.

 27. Chan KKW, Tang F, Tham CCY, Young AL, Cheung CY. Retinal vasculature in 
glaucoma: a review. BMJ Open Ophthalmol. 2017;1:1–14.

 28. Murch-Eldmayr AS, Bolz M, Strohmaier C. Vascular aspects in glau-
coma. from pathogenesis to therapeutic approaches. Int J Mol Sci. 
2021;22(9):4662.



Page 6 of 6Bojic et al. BMC Ophthalmology          (2022) 22:275 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 29. Bukhan SMI, Kiu KY, Thambiraya R, Sulong S, Rasool AHG, Liza-Sharmin AT. 
Microvascvular endothelial function and severity of primary open angle 
glaucoma. Eye. 2016;30:1579–87.

 30. Deanfield JE, Halcox JP, Rabelink TJ. Endothelial function and dysfunction: 
testing and clinical relevance. Circulation. 2007;115:1285–95.

 31. Maruhashi T, Soga J, Fujimur N. Brachial artery diameter as a marker 
for cardiovascular risk assessment: FMD-J study. Atherosclerosis. 
2018;268:92–8.

 32. Peretz A, Leotta DF, Sullivan JH, et al. Flow mediated dilatation of the 
brachial artery: an investigation of methods requiring further standardi-
zation. BMC Cardiovasc Disord. 2007;7:1–8.

 33. Qu B, Qu T. Causes of changes in carotid intima-media thickness: a litera-
ture review. Cardiovasc Ultrasound. 2015;13:46.

 34. Mroczkowska S, Ekart A, Sung V, et al. Coexistence of marco- and mirco- 
vascular abnormalities in newly diagnosed normal tension glaucoma 
patients. Acta Ophthalmol. 2012;90:e553–9.

 35. Amato M, Montorsi P, Ravani A, et al. Carotid intima-media thickness by 
B-mode ultrasound as surrogate of coronary atherosclerosis: correla-
tion with quantitative coronary angiography and coronary intravascular 
ultrasound findings. Eur Heart J. 2007;28:2094–174.

 36. Bossuyt J, Vandekerckhove G, De Backer TLM, et al. Vascular dysregu-
lation in normal-tension glaucoma is not affected by structure and 
function of the microcirculation or macrocirculation at rest. Medicine. 
2015;94(2):1–6.33.

 37. Pasquale LR. Vascular and autonomic dysregulation in primary open-
angle glaucoma. Curr Opin Ophthalmol. 2016;27(2):94–101.

 38. Anderson TJ. Prognostic significance of brachial flow-mediated vasodila-
tation. Circulation 2007;115:2373–5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Brachial flow—mediated dilation and carotid intima—media thickness in glaucoma patients
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Assessment of FMD
	Assessment of IMT
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


