UV radiation and the Eye
Karen Walsh

Karen Walsh reviews UV induced ocular pathology, the
challenges of providing adequate protection and the role of
UV-blocking soft contact lenses.

from reaching the earth by ozone in the stratosphere.3 It is
therefore more relevant to concentrate on the action of UVA
and UVB in this article.

The consequences of exposing the skin to ultraviolet (UV)
radiation are well understood in the general population with 95%
of people associating UV with skin problems and 85% knowing
about the risk of skin melanoma.1 This level of understanding is
substantially different when it comes to the eye however, with
only 7% of people associating UV with eye problems.1

Figure 1: The Light Spectrum
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It has been said that aside from skin, the organ most susceptible
to sunlight-induced damage is the eye.2 In view of this, it can
be argued that the optical industry and the eye care professional
have an obligation, or at least, an opportunity, to educate the
public more widely on the dangers of ocular exposure to UV
and how best to achieve protection. This article summarises
our understanding of the interaction of UV with ocular tissues,
discusses the challenges of achieving adequate protection and
finally reviews the role of UV-blocking soft contact lenses in
ocular protection.

What is UV radiation?
It is important to begin with a clear understanding of what UV
radiation is. This may be more clearly pictured by defining
what it is not: UV is not light; it does not form part of the
visible light spectrum. It sits adjacent to the blue end of the
visible portion of the electromagnetic spectrum. Wavelengths
from 400-100nm sit within the UV spectrum (Figure 1) which
is further categorised as: UVA 400-315nm, UVB 315-280nm,
UVC 280-200nm and UVvacuum 200-100nm.3 The sun is a
natural source of ultraviolet energy. The shorter and arguably
more toxic wavelengths of UVC and UV-vacuum are blocked
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Mode of action

When a photon of solar radiant energy, such as UV, is absorbed,
its energy is transferred to the molecule that absorbed it.4 The
mode of action of UV depends on its wavelength. Energy is
inversely proportional to wavelength, therefore as wavelength
decreases, the energy increases. The result being that short
wavelength UV radiation has the highest potential for damage
to organisms. This is illustrated by the fact that UVB at 300nm
is roughly 600 times more biologically effective at damaging
ocular tissue than UVA at 325nm.5 Conversely, the longer the
wavelength, the deeper into living tissue the radiation can
penetrate. The extent of damage from UV radiation is determined
by the wavelength, duration, intensity and size of exposure.
Some effects of UV are helpful, such as its role in the formation
of Vitamin D by the skin. However the same wavelengths
of UVA also cause sunburn on human skin.6 UVA and UVB
can both damage collagen fibres and thereby accelerate skin
aging. UVA does not damage DNA directly like UVB, but
can generate highly reactive chemical intermediates, such as

hydroxyl and oxygen radicals, which in turn can damage DNA.
Because UVA does not cause reddening of the skin (erythema),
it cannot be measured in sunlight protection factor (SPF) testing
for sunscreens. With regard to skin protection, there is no good
clinical measurement for blocking UVA radiation, but it is
important that sunscreens block both UVA and UVB.
UV radiation at shorter wavelengths, designated as UVB,
causes damage at the molecular level to the fundamental
building block of life: deoxyribonucleic acid (DNA).6 DNA
readily absorbs UVB radiation. This commonly changes
the shape of the molecule via disruption to hydrogen bonds,
formation of protein-DNA aggregates and strand breaks (Figure
2). Changes in the DNA molecule often mean that proteinbuilding enzymes cannot “read” the DNA code at that point on
the molecule. As a result, distorted proteins can be made, or
cells can die.

(UV-B), it is the cornea that absorbs most radiation; the lens
primarily absorbs UVA of less than 370nm (Figure 3).11 UV
exposure has been implicated as a risk factor or cause in the
pathogenesis of a large number of ocular conditions.12,13

Figure 3: Intraocular filtering of UV radiation
by ocular tissues
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Figure 2: UV radiation can disrupt chemical bonding
with DNA, resulting in absent or misplaced nucleotide
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The conjunctiva is easily damaged by UV, which activates a
complex series of oxidative reactions and distinct pathways of
cell death.14 Squamous cell carcinomas of the conjunctiva are
possible and frequently begin at the limbus.9 A study showed
ocular melanomas, such as choroidal melanoma, to be eight to 10
times more common in caucasians than blacks.15 UV radiation is
thought to be a risk factor in both of the above findings.

Consequences of exposure to the skin
UV radiation is a major causative factor in the development
of skin cancer.7 It is well known that an increased incidence
of malignant skin melanomas has been attributed to severe
sunburn and/or exposure to excessive sunlight at an early
age.8 Chronic UV exposure has also been shown to be the
leading predisposing factor to the development of squamous
cell carcinoma of the lid.9 Also, the incidence of basal cell
carcinoma is significantly higher on the side of the nose than
other parts of the face exposed to direct sun, with the curved
shape of the eye creating a focusing effect and producing UV
hot spots on the side of the nose.10

What can UV radiation do to ocular tissues?
Absorption characteristics of ocular tissue

It has already been illustrated that UVA and UVB exert
different effects on biological tissue, determined by their
respective wavelengths. Equally, there are also differences in
the absorption characteristics of ocular tissue to UV radiation.
The cornea and the intraocular lens are the most important
tissues in the eye for absorbing UV radiation. Below 300nm

There is strong epidemiological evidence to support an
association between chronic UV exposure and the formation of
a pterygium.16,17 This wing-shaped thickening of the conjunctiva
and cornea is particularly seen in people who live in sunny
climates and those who work outdoors (Figure 4).12,18,19 The
prevalence of pterygia occurring on the nasal conjunctiva
has been explained by peripheral light focussing onto the
medial anterior chamber beneath the limbal corneal stem cells.
Actively dividing stem cells are likely to have a lower damage
threshold than non-mitotic corneal epithelial cells.20

Figure 4: Pterygium (With permission of Rachael
Peterson, University of Waterloo, Canada)

A weaker link has been found between UV radiation and the
formation of pingueculae12,21 with a high prevalence found
in populations that live in both sunny and snow covered
environments.22,23
Cornea

Both the corneal epithelium and endothelium (which cannot
regenerate) are vulnerable to UV radiation. Increased UVB
exposure causes damage to the antioxidant protective
mechanism, resulting in injury to the cornea and other parts of
the eye.24 A significant amount of UVB is absorbed by corneal
stroma, so thinning with keratoconus or refractive surgery
allows more UVB to reach the lens. It is not yet known whether
surgical stromal thinning increases the risk of cataract.25
Whilst many of the pathologies associated with UV exposure
are chronic, taking years to develop, photokeratitis is an
obvious example of an acute response to UV radiation.
Also known as snow-blindness, this reversible condition is
characterised by severe pain, lacrimation, blepharospasm and
photophobia.26 The corneal epithelium and Bowman’s layer
absorbs about twice as much UV-B radiation than the posterior
layers of the cornea.27 It is the superficial epithelium that
becomes irritated in photokeratitis. A one hour exposure to
UV reflected off snow or a six to eight hour exposure reflected
off light sand around midday is enough to cause a threshold
photokeratitis.23 At levels below this there may still be mild
symptoms of ocular discomfort.
Climactic droplet keratopathy, or spheroidal degeneration,
is a permanent pathological change characterised by an
acculmulation of droplet-shaped lesions in the superficial corneal
stroma.11 Chronic exposure to environmental UV radiation has
been suggested as a significant factor in its development.16

been shown to lead to the development of cataract in animal
models33 and the link between UV and cataract formation
in humans is well established.34,35,36 Indeed the World Health
Organisation estimates that of the 12 to 15 million people
who become blind from cataracts annually, up to 20% may be
caused or enhanced by sun exposure.37
The lens absorbs both UVA and UVB. It is exposed to three
times more UVA, but both types of radiation are known to
damage the lens via different mechanisms.38 A significant
positive correlation has been reported between UVB and
cortical cataract; there is also a possible association with
posterior sub-capsular cataract.39,40
Protein bound yellow chromophores are present in the ageing
eye; they act as filters absorbing UV radiation. When exposed
to UV-A the chromophores generate reactive oxygen species
(ROS).41 It is thought increased levels of ROS in the lens can
lead to damage of DNA and cross-linking of proteins. Daily
exposure to UV and subsequent induction of ROS results in
cataract formation.42,43
Retina

Although the amount of UV radiation reaching the retina
in the adult eye is very low, with protection by the filtering
power of the crystalline lens (1% UV below 340nm and
2% between 340-360nm44), studies have linked the early
development of age-related macula degeneration with greater
time spent outdoors,12,45,46,47 while some studies have found
no association.48 More recently a significant link between the
10-year incidence of early age-related macula degeneration and
extended exposure to summer sun was reported.49

Risk of exposure
Ozone depletion

Anterior Chamber

The antioxidant ascorbic acid (vitamin C) is present in high
concentration in the aqueous humour. It is able to scavenge
free radicals in the aqueous and protect against UV-induced
DNA damage of the lens.28 Its presence acts as a filter for both
UV-A and UV-B radiation, and it has been suggested that it has
a protective role in the pathogenesis of cataract.29 Patients with
cataract have decreased levels of ascorbic acid in the anterior
chamber30 and a significant decrease in ascorbic acid has been
observed in the aqueous humour following UV exposure.31
Crystalline Lens

Over time, the lens yellows and loses its transparency, primarily
due to irreversible lens protein changes caused by aging,
heredity and UV exposure.32 Exposure to UV radiation has

Atmospheric ozone provides a crucial protective barrier from
shorter wavelength radiation. Not only does it filter out the
harmful UV-C and UV-vacuum portions of the UV spectrum;
it also attenuates the proportion of UV-B reaching the earth.
The amount of ozone present in the upper atmosphere, which
varies by location, time of year and time of day, determines the
amount of UV-B and lower end UV-A, up to 330nm, that we
are exposed to at the earth’s surface.50 The thinning of the ozone
layer is particularly relevant when discussing UV exposure and
will result in an increase of UVB reaching the earth. Following
the ban on the widespread use of chlorofluorocarbons (CFCs),
it has been estimated that ozone levels may not significantly
recover until 2050.51 It has been said that for those of us in
practice, “UV protection must be regarded as an essential part
of our critical mission”.52

Altitude and latitude

Sources of exposure

UV radiation levels are affected by altitude; as the atmosphere
is thinner at higher elevations, it absorbs less UV radiation,
increasing exposure. UV doses increase with decreasing latitude;
equatorial regions receive highest UV radiation levels.53

Some ten years ago, Voke drew attention to the common belief
that the primary risk of UV radiation is from direct sunlight.44
Exposure from both scattered sources as UV passes through the
atmosphere, and reflected sources such as snow, buildings and
water are arguably more important. The amount of scattered
or reflected UV radiation is dependant on the surface type;
for example, snow reflects 80 to 94% of UVB rays compared
to water reflecting 5 to 8%. Not only is this type of indirect
exposure is responsible for 50% of the UV radiation we
receive,56 but it also represents a form of exposure that may
not be obvious to the general public. Similarly, most clouds do
not protect from UV; making overcast days, where people may
not take steps to protect themselves, particularly dangerous.44
Research has shown that even on overcast days with high cloud,
the UV index is only attenuated slightly to 0.9 rather than the
full 1.0 when no or minimal cloud is present. Only rain, fog and
low clouds significantly reduce exposure to UV radiation.57

Cumulative effect

It is helpful to understand just when we are most exposed to
UV radiation. To do so it is important to recognise several key
points. Firstly, the effect of UV is cumulative over our lifetime.
Also, many people have more leisure time and choose to spend
it outdoors. This, coupled with the fact that life expectancy is
rising, increases the opportunity for exposure and gives time for
the induced tissue changes to develop.3,54 The larger pupils and
clearer ocular media of children make them especially vulnerable
to UV; the World Health Organisation states that “up to 80% of
a person’s lifetime exposure to UV radiation is reached before
age 18”. Fluorescence photography makes it possible to view
examples of early sun damage to young eyes that are not visible
under normal white light viewing (Figure 5).55 It is clear from
this evidence that provision of UV protection from a young age,
sustained throughout life it extremely important.

Figure 5: UV Fluorescence photography reveals early
sun damage not seen in standard photography (with
permission of Coroneo)
Left nasal interpalpebral region of an 13-year-old boy with an pinguecula

Control photograph
demonstrates an
established
pinguecula

Corresponding UVfluorescence photograph
illustrates fluorescence at
the side of the pinguecula

Right temporal interpalpebral region of an 11-year-old girl without pinguecula

Control photograph
is apparently normal

Corresponding
UV-fluorescence
photograph demonstrates
and area of fluorescence
in the right temporal
interpalpebral region
pictures courtesy of Prof. Minar Carenea

Exposure at unlikely time

It has previously been quoted that around 80% of UV radiation
reaches the surface of the earth between the hours of 10am and 2pm,
with levels being particularly high in the summer months.56 More
recent research measured the ocular exposure to UV-B throughout
the day and at different times in the year.58 This Japanese study found
that ocular UV exposure is greatest during early morning and late
afternoon for all seasons except winter. During spring, summer and
autumn, the exposure in these peak periods of early morning and late
afternoon was nearly double that seen in the middle of the day (Figure
6). The conclusion that can be drawn from this is to acknowledge
the difficulty the general public have in knowing when they are most
exposed to ocular UV radiation. There exists an opportunity to educate
them on the need for constant UV protection when outdoors, both
throughout the day and during all months of the year.

Challenges of protection
The shape of the orbit and eyebrow provide some anatomical
protection from direct UV radiation, and in bright light the exposure
is further reduced by squinting. It has been demonstrated however,
that reflected light can still strike the orbits,59 and the anatomy of
the ocular adnexa is such that it makes it particularly vulnerable to
scattered or reflected sources of UV, for example, reflected by the
tear film interface.56 It has been shown experimentally that the use of
a brimmed hat can reduce UV exposure to the eyes by up to a factor
of four.60 The frequent use of sunglasses has been associated with a
40% decrease in the risk of posterior sub-capsular cataract.39
Advising on the use of hats and sunglasses is clearly important,
but there are two further facts that must be considered. Firstly,
the use of sunglasses varies in the population. A survey

Figure 6: Average UV-B Intensity from sunrise to
sunset (after Sasaki)
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Protecting eyes from the PLF effect
The PLF has been shown to occur over a range of incidence
angles, including very oblique trajectories that originate from
behind the eye’s frontal plane.72 While well-made sunglasses
block nearly all UV radiation that enters through the lens,62 most
designs provide inadequate side protection.73 In fact it has been
shown that non wrap-around sunglasses provide little or no
protection from peripherally focussed UV radiation (Figure 7).74

Figure 7: Peripheral light focussing effect
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suggests the majority of people do not wear protection for more
than 30% of their time outdoors; moreover, almost a quarter
never wear sunglasses.61 Secondly, the majority of sunglasses
do not prevent peripheral rays from reaching the eye.62

Exposure to UV from peripheral sources is still possible even
when wearing UV-blocking spectacle lenses.

UV-blocking
spectacle lens

Children are also particularly vulnerable to UV radiation damage,
since they have larger pupils,63 clearer lenses64,65 and spend more
time outdoors, although only 3% regularly wear sunglasses.66

Peripheral light focussing effect
It is argued that peripheral UV rays are in fact the most
dangerous.62 Coroneo presented a hypothesis in the early 1990s
as to why pterygia are more common on the nasal side of the
conjunctiva.67,68,69 Initial studies showed the cornea acts as a side
on lens, focussing light incident on the temporal cornea onto
the opposite side of the eye. The anatomy of the nose prevents
this effect from occurring in the opposite direction, that is, light
incident at the nasal limbus is not of such a peripheral angle as to
allow a focussing effect onto the temporal limbus. The amount
of limbal focussing is determined in part by the corneal shape
and anterior chamber depth, perhaps explaining why certain
individuals in particular environments are affected.70
It has been calculated that, via the peripheral light focussing
(PLF) effect, the peak light intensity at the nasal limbus is
approximately 20 times higher than the intensity of incident
light.69 Furthermore, light is also concentrated by the same
mechanism on the nasal crystalline lens, with a peak intensity
of between 3.7 and 4.8 times greater than normal incident
light.71 It is thought that PLF is a factor in the development of
cortical cataracts, and this is supported by the fact that they
most commonly occur in the inferior nasal quadrant.45

UV-blocking
contact lens

The use of a UV-blocking contact lens provides additional
protection.

UV-blocking contact lenses
Well fitting soft contact lenses cover the entire cornea and
limbus. Adding a UV-blocker into a soft lens provides
protection to both this area and the interior of the eye from
direct and reflected UV rays. Unlike some sunglasses, they
are also effective at protecting from the PLF effect. This has
been demonstrated experimentally where the presence of a UVblocking contact lens, etafilcon A, was found to significantly
reduce the intensity of UV peripheral light focussing at the
nasal limbus (Figure 8).74 Protection was provided at all angles
of incidence, and the authors raised the possibility that the risk
of eye diseases such as pterygium and early cortical cataract
may be reduced by wearing UV-blocking contact lenses.
Research into the protective effects of UV-blocking contact lenses
is currently ongoing. The impact of UV-absorbing silicone hydrogel
contact lenses on the prevention of UV-induced pathological
changes in the cornea, aqueous humour and crystalline lens is

Figure 8: Peripheral light focussing effect – UV
detection at the nasal limbus (after Kwok et al)

Figure 9: UV-blocking for a range of contact lenses

ACUVUE® brand contact lenses (Johnson & Johnson Vision
Care Companies) are unique in that all lenses available contain
UV-blocking agents meeting either Class I or Class II
standards (Figure 9). The UV-blocking capabilities of
ACUVUE® contact lenses are achieved by co-polymerising a
benzotriazole UV-absorbing monomer with the lens monomer,
for example etafilcon A, during manufacture. Benzatriazole
absorbs UV-A and UV-B radiation and is known to be
particularly stable once polymerised.56 It has been shown that
the addition of a UV-blocker to ACUVUE® contact lenses has
not affected their clinical performance in daily wear.77
Galyfilcon A and senofilcon A lenses, both with Class I UVblocking, were the first to receive the World Council of
Optometry’s global seal of acceptance for their UV protection.
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Some soft contact lenses provide UV protection, with the
amount of UV absorbed and transmitted by a lens depends on the
material and design. UV-blocking contact lenses need to meet
certain standards specified by the Food and Drug Administration
(FDA), along with the International Standards organisation
(ISO), based on their absorptive capacity at minimum thickness
(often taken to be –3.00D);76 for example, Class I must block at
least 90% of UVA and at least 99% UVB and Class II must block
at least 70% UVA and at least 95% UVB.
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being measured by a team at Ohio State University. Matrixmetalloproteinases (MMPs) can be induced within the cornea by
UV exposure and are associated with many pathologic inflammatory
cascades. Levels of MMPs and anterior chamber ascorbic acid
following exposure to UV were measured with and without the
presence of a UV-blocking contact lens. The authors concluded that
this is one of the first studies to show that UV-blocking lenses are
capable of protecting the cornea, aqueous humour and crystalline
lens from UV-induced pathological processes.75
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A study that examined the UV attenuating properties of
various lenses78 showed that senofilcon A had the lowest UV
transmittance of all the lenses tested (8.36%), meeting the
ANSI standard for UV blocking.79 There was a statistically
significant difference in the UV transmittance of senofilcon A
and galyfilcon A compared with the other SiHs tested without
UV-blockers. The authors also calculated a protection factor
for each of the test lenses which is designed to quantify the UV
protection of a CL in a similar manner to the protection factor
with sunscreen. Senofilcon A was found to have a superior UV
protection factor to the other silicone hydrogels tested.
UV-blocking, to Class II standard, can also be found in some
other hydrogel and silicone hydrogel contact lenses (such as
Precision UV from CIBA Vision and Avaira, Biomedics 55
Evolution and Biomedics 1-Day from Coopervision).

Education in practice
Once the benefits of UV protection have been explained to the
patient, the interest in UV-blocking contact lenses is high. Threequarters of contact lens wearers would be prepared to pay more
for a contact lens that has UV protection.80 Moreover, 85% of
parents of teens and pre-teens involved in a recent study felt UV

protection was either important or very important when deciding
which contact lenses their children should wear.81 Patient literature
can be used in the reception area about ocular protection from
UV radiation. During history and symptoms, include questions on
lifestyle and medications to identify high-risk patients.
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combined protection: a wide brimmed hat; good quality wraparound well fitting sunglasses and, for those who require vision
correction, UV-blocking contact lenses.

About the author
Optometrist Karen Walsh is Professional Affairs Manager at
Johnson & Johnson Vision Care Companies. She has worked
in both independent and multiple high street practice and is
currently finishing her Master in Optometry at City
University.

2. Roberts J. Ocular phototoxcity. J Photochem Photobiol B, 2001: 64:136-43.
3. Bergmanson J and Sheldon T. Ultraviolet radiation revisited. CLAO J, 1997: 23:3:196-204.
4. Young R. The family of sunlight-related eye diseases. Optom Vis Sci, 1994: 71(2):
125-44

6. Allan J. Ultraviolet radiation: how it affects life on earth. September 6, 2001.
7. Heck D et al. Solar ultraviolet radiation as a trigger of cel signal transduction. Toxicol
Appl Pharmacol, 2004: 195:288-97.
8. Gallagher R, McLean D, and Yang C. Suntan, sunburn and pigmentation factors and
frequency of acquired melanotic nevi in children. Arch Dermatol, 1990: 126:770-6.
9. Taub M. Ocular effects of Ultraviolet radiation. OT, 2004: 34-8.
10. Birt B, Cowling I, Coyne S, Michael G. The effect of the eye’s surface topography on
the total irradiance of ultraviolet radiation on the inner canthus. J Photochem Photobiol
B. 2007; 87(2)27–36
11. Longstretch J et al. Health risks. J Photochem Photobiol B, 1998: 46:20-39.
12. Taylor H, West S, Munoz B et al. The long-term effects of visible light on the eye. Arch
Ophthalmol. 1992;110(1):99–104
13. Wittenberg S. Solar radiation and the eye: a review of knowledge relevant to eye care.
Am J Optom Physiol Opt. 1986;63(8):676–89
14. Buron N, Micheau O, Cathelin E et al. Differential mechanisms of conjunctival cell
death induction by ultraviolet irradiation and benzalkonium chloride. Inv Ophthalmol
Vis Sci. 2006; 47(10):4221–30
15. McLaughlin C et al. Incidence of noncutaneous melanomas in the US. Cancer, 2005:
103:1000-7.
16. Taylor H. Aetiology of climatic droplet keratopathy and pterygium. Br J Ophthalmol,
1980: 64:154-163.
17. Saw S, Tan D. Pterygium: prevalence, demography and risk factors. Ophthalmic
Epidemiol. 1999; 6(3):219–28
18. Moran D and Hollows F. Pterygium and ultraviolet radiation: a positive correlation. Br
J Ophthalmol, 1984: 68:343-6.
19. Khoo J et al. Outdoor work and the risk of pterygia: a case control study. Int
Ophthalmol, 1998: 22:293-8.
20. Cullen A. Contact lenses and the ophthalmohelioses. OT, 2005: June:30-34.
21. Perkins ES. The association between pinguecula, sunlight and cataract. Ophthalmic
Res. 1985; 17(6):325–30
22. Loeffler K et al. Is age-related macula degeneration associated with pingueculae or
scleral plaque formation? Curr Eye Res, 2001: 23:33-7.
23. International Programme on Chemical Safety. Ultraviolet radiation. 2nd Edition.
E.H.C, 1994.
24. Cejkova J, Stipek S, Crkovska J, Ardan T, Platenik J, Cejka C, Midelfart A. UV rays,
the prooxidant/antioxidant imbalance in the cornea and oxidative eye damage. Physiol
Res. 2004; 53:1–10
25. Cohen S. SOS: ultraviolet radiation and the eye. Rev Cornea Contact Lens.
October 2007:28–33.
26. Bergmanson J. Corneal damage in photokeratitis – why is it so painful? Optom Vis Sci,
1990: 67:407-13.
27. Kolozsvari L, Nogradi A, Hopp B et al. UV absorbance of the human cornea in the
240- to 400nm range. Invest Ophthalmol Vis Sci, 2002: 43:2165-2168.
28. Reddy V, Giblin F, Lin L et al. The effect of aqueous humor ascorbate on ultraviolet-B
induced DNA damage in lens epithelium. Invest Ophthalmol Vis Sci, 1998: 39:344-50.

29. de Berardinis E, Tieri O, Polzella A et al. The chemical composition of the human
aqueous humour in normal and pathological conditions. Exp Eye Res, 1965: 4:179-186.

57. Vanicek K, Frei T, Litynska Z and A Schmalwieser. UV-Index for the Public.
Brussels, 1999.

30. Rose R and Bode A. Ocular ascorbate transport and metabolism. Comp Biochem
Physiol, 1991: 100:273-85.

58. Sasaki H. UV exposure to eyes greater in morning, late afternoon. Proc. 111th Ann.
Meeting, Japanese Ophthalmological Soc. Osaka, Japan, April, 2007.

31. Tessem M, Bathen T, Cejkova J et al. Effect of UV-A and UV-B irradiation on the
metabolic profile of aquoes humor in rabbits analysed by 1H NMR spectroscopy. Invest
Ophthalmol Vis Sci, 2005: 46:776-81.

59. Urbach F. Geographic pathology of skin cancer. In Urbach F, Ed. The Biologic effects
of ultraviolet radiation. Oxford: Pergamon, 1969.

32. Robman L, Taylor H. External factors in the development of the cataract. Eye. 2005;
19(10):1074–82
33. Bergbauer K, Kuck J, Su K et al. Use of an UV-blocking contact lens in evaluation of
UV-induced damage to the guinea pig lens. ICLC, 1991: 18:182-7.
34. Hollows F, and D Moran. Cataract - the ultraviolet risk factor. Lancet, 1981: December:
1249-51.
35. Taylor H, West S, Rosenthal F et al. Effect of ultraviolet radiation on cataract
formation. New Eng J Med, 1988: 319:1429-33.
36. Taylor L, Andrew Aquilina J, Jamie J, Truscott R. UV filter instability: consequences
for the human lens. Exp Eye Res. 2002; 75(2):165-75
37. Lucas R, McMichael T, Smith W and Armstrong B. Solar ultraviolet radiation: Global
burden of disease from solar ultraviolet radiation. World Health Organization, 2006.
38. Parker N et al. Protein-bound kynurenine is a photosensitiser of oxidative damage. Free
Radical Biology & Medicine, 2004: 37:1479-89.
39. Delcourt C et al. Light exposure and the risk of corticol, nuclear and posterior
subcapsular cataracts: the Pathologies Oculaires Liees a l’Age (POLA) study. Arch
Ophthalmol, 2000: 118:385-92.

60. Rosenthal F, Safran M and Taylor H. The ocular dose of ultrviolet radiation from
sunlight exposure. Photochem Photobiol, 1985: 42:163-171.
61. Vistakon, Johnson & Johnson Vision Care Companies. Vistakon
Consumer Research. Data on file, 2005.
62. Schnider C. UV protection and summer preparation. Review of Cornea & Contact
Lenses, 2006: April:36-38.
63. Winn B, Whitaker D, Elliott D, Phillips N. Factors affecting light-adapted pupil size in
normal human subjects. Invest Ophthalmol Vis Sci. 1994; 35(3):1132-6
64. Weale RA. Age and the transmittance of the human crystalline lens. J Physiol. 1988;
395:577-87
65. Gaillard E, Zheng L, Merriam J, Dillon J. Age-related changes in the absorption
characteristics of the primate lens. Invest Ophthalmol Vis Sci. 2000; 41(6):1454-9
66. Young S, Sands J. Sun and the eye: prevention and detection of light-induced disease.
Clin Dermatol. 1998; 16(4):477-85
67. Coroneo M. Albedo concentration in the anterior eye: a phenomenon that locates some
solar diseases. Ophthalmic Surg., 1990: Jan:21(1):60-6.
68. Coroneo M, Muller-Stolzenburg N and Ho A. Peripheral light focussing by the anterior
eye and the ophthalmohelioses. Ophthalmic Surg., 1991: Dec;22(12):705-11.

40. West S, Longstretch J, Munoz E et al. Model of risk of cortical cataract in the US
population with exposure to increased ultraviolet radiation due to statospheric ozone
depletion. Am J Epidemiol, 2005: 162:1080-88.

69. Coroneo MT. Pterygium as an early indicator of ultraviolet insolation: a hypothesis.
Br J Ophthalmol, 1993: Nov;77(11):734-9.

41. Truscott R. Human cataract: the mechanism responsible; light and butterfly eyes. Int J
Biochem Cell Biol, 2003: 35:38-44.

70. Coroneo MT. Sun, eye, the ophthalmohelioses and the contact lens. Eye Health Advisor
Newsletter, Special Edition, Johnson & Johnson Vision Care Companies, 2006: 1-27.

42. Andley U, Lewis R, Reddan J et al. Action Spectrum for cytoxicity in the UVA and
UVB wavelength region in cultured lens epithelial cells. Invest Ophthalmol Vis Sci,
1994: 35:367.

71. Kwok L, Daszynski D, Kuznetsov V et al. Peripheral light focussing as a potential
mechanism for phakic dysphotopsia and lens phototoxicity. Opthal Physiol Opt, 2004:
24(2):119-29.

43. Kleinmann M, Wang R, and Spector A. Ultraviolet light induced DNA damage and
repair in bovine lens epithelial cells. Curr Eye Res, 1990: 240:35-45.

72. Maloof A, Ho A, and Coroneo M. Influence of corneal shape on limbal light focussing.
Invest Ophthalmol Vis Sci, 1994: 35:2592-2598.

44. Voke J. Radiation effects on the eye. Part 3b - Ocular effects of ultraviolet radiation.
OT, 1999: July:37-40.

73. Sliney D. Epidemiological studies of sunlight and cataract: the critical factor of
ultraviolet exposure geometry. Ophthalmic Epidemiol, 1994: 1:107-119.

45. Cruickshanks K, Klein R and Klein B. Sunlight and age-related macular degeneration.
The Beaver Dam eye study. Arch Ophthalmol, 1993: 111:524-8.

74. Kwok L, Kuznetsov V, Ho A and Coroneo M. Prevention of the adverse photic effects
of peripheral light focussing using UV-blocking contact lenses. Invest Ophthal Vis Sci,
2003: 44:4:1501-1507.

46. Bialek-Szymanska A, Misiuk-Hojlo M, Witkowska D. Risk factor evaluation in agerelated macular degeneration. Klin Oczna. 2007; 109(4–6):127–30
47. Taylor H, Munoz B, West S et al. Visible light and risk of age-related macular
degeneration. Trans Am Ophthalmol Soc. 1990;88:163–73
48. Delcourt C et al. Light exposure and the risk of age-related macula degeneration: the
Pathologies Oculaires Liees a l’Age (POLA) study. Arch Ophthalmol, 2001: 119:1463-8.
49. Tommy S et al. Sunlight and the 10-year incidence of age-related maculopathy: the
Beaver Dam Eye Study. Arch Ophthalmol, 2004: 122:750-7.

75. Chandler H, Nichols J, Reuter K. The impact of UV-blocking hydrogel polymers on the
prevention of UV-induced ophthalmic damage. Optom Vis Sci 2008; E-abstract 80104
76. ISO 8599:1994 Optics and optical instruments – contact lenses – Determination of the
spectral and luminous transmittance
77. Hickson-Curran S, Nason R, Becherer P et al. Clinical evaluation of Acuvue contact
lenses with UV-blocking characteristics. Optom Vis Sci, 1997: 74:8:632-8.
78. Moore L and Ferreira J. Ultraviolet transmittance characteristics of daily disposable
and silicone hydrogel contact lenses. CLAE, 2006: 29(3):115-22.

50. Charman W. Ocular hazards arising from the depletion of the natural astmospheric
ozone layer; a review. Ophthamol Physiol Opt, 1994: 10:333-41.

79. ANSI/Z80.3. Non-prescription sunglasses and fashion eyewear requirements.

51. Clarkson D. UV and the eye - the future unfolds. Optician, 2002: 221(5785):22-6.

80. Brand Health Monitor Report. Johnson & Johnson Vision Care Companies, Data on
File 2006.

52. Cohen S, Bergmanson J, Newsome J and Nichols J. Raising the awareness of the ocular
dangers of UV radiation exposure and the need for protection. CL Spectrum, 2007: Nov
supplement:1-8.

81. Walline J, Jones L, Rah M et al. Contact Lenses in Paediatrics (CLIP) Study: Chair
Time and Ocular Health. Optom Vis Sci September 2007; 84 (9): 896–902

53. Sasaki H, Kawakami Y, Ono M et al. Localization of cortical cataract in subjects of
diverse races and latitude. Invest Ophthalmol Vis Sci. 2003;44(10):4210–4
54. Minino A, Heron M, Murphy S and Kochanek K. Centers for Disease Control and
Prevention National Center for Health Statistics National Vital Statistics System.
Deaths: final data for 2004. Natl Vital Stat Rep, 2007: 55(19):1-119.
55. Ooi J-L et al. Ultraviolet Fluorescence Photography to Detect Early Sun Damage in the
Eyes of School-Aged Children. Am J Ophthal, 2006: Feb: 284-98.
56. Meyler J and Schnider C. The role of UV-blocking soft CLs in ocular protection.
Optician 2002, 223: 5854: 28-32.

All other companies’ brand names mentioned herein are the trademarks of their respective owners. © Johnson & Johnson Medical Limited 2016.

