
Guidelines: 

UCL Banner  

• The colour and format should not be altered. 

• Do not place other images or logos on the banner. 

• Title text should be left aligned unless a poster 

number is added. 

 

Layout 

• This should be visually appealing and easy to 

follow. Be consistent. 

• Choose one slide layout and delete the rest of the 

slides. Adjust background boxes via the slide 

master view if required – see under view menu. 

• Ensure that the guides are turned on – see under 

view menu. 

 

Text  

• Aim for 300-600 words that are concise and 

straight to the point. 

• Avoid font sizes below 24pt except for captions. 

• Use a maximum of two fonts (the official UCL fonts 

are Arial or Helvetica, with Garamond as an 

additional font in the body text). 

• Use bullet points to break up large areas of text. 

• Left justified text is easier to read than fully 

justified. 

• Set headings in bold. 

 

Graphs, Images and Tables 

• They must be embedded in your file by inserting 

the file rather than copying and pasting. 

• Make sure they are sufficient size and clearly 

visible with at least 150dpi. 

• Avoid animated GIF files. 

• Do not insert or embed any videos in your 

presentation. 

 

 

Guidelines cont: 

Colour 

• Select background colours that contrast well     

with the font to allow easier reading of your text. 

• Avoid backgrounds with bright or dark colours and 

full of texture as this will distract readers. 

• Try not to use too many colours – 1-2 work well, 

plus images and charts. 

• The template is formatted with appropriate UCL 

colours for the banner colour chosen. 

Restrictions 

• Do not include audio in your presentation. 

• Do not include hyperlinks as there will be no 

internet access on the e-poster screens. 

• Maximum presentation size: 16 Megabytes. 

Copyright  and GDPR 

(copy and paste the link  to your browser ) 

https://www.ucl.ac.uk/library/ucl-copyright-advice 

 

• Only use copyright free images or those available 

under the creative commons license unless you 

have bought the relevant license. You are free to 

use graphics you have generated but check with 

colleagues if they have produced them. 

• Images downloaded from online are subject to 

copyright unless this has been waived. 

• Flickr is a useful resource to check the copyright 

status of images from the web. 

• Follow GDPR (General Data Protection Regulation) 

for images of people. 

UCL Banner vs UCL Logo 

• Use the banner where UCL is the major partner 

• Use the UCL logo only where work is an equal 

collaboration and place all logos at the bottom - 

https://www.ucl.ac.uk/cam/brand 

Low Luminance Visual Acuity and Low Luminance Deficit in Proliferative Diabetic Retinopathy  
 
Eleni Karatsai 1, Piyali Sen 1,2, Sarega Gurudas 2 and Sobha Sivaprasad 1,2 

 
     1NIHR Moorfields Biomedical Research Centre, London, United Kingdom   2Institute of Ophthalmology, University College London, United Kingdom 

 

Aims: This study aimed to determine the relation of 

best corrected visual acuity (BCVA) and low 

luminance visual acuity (LLVA) in proliferative 

diabetic retinopathy (PDR) and following treatment 

with either aflibercept or panretinal photocoagulation 

(PRP).  

Participants: Patients with Type 1 or 2 diabetes 
with treatment naïve PDR or active PDR post initial 
PRP with BCVA of 54 or more Early Diabetic 
Retinopathy Study (ETDRS) letters with sufficient 
media clarity were deemed eligible for the study.  

Methods: The study was conducted as a post-hoc 
analysis of the CLARITY trial in which treatment 
naïve and PRP treated PDR patients were 
randomised to receive either aflibercept or PRP. 
BCVA and LLVA were assessed at baseline and at 
week 52. 

Statistical Analysis: Independent t–test or 
nonparametric Mann Whitney U test was used to 
compare between groups based on the normality of 
data. p values of <0.05 were considered statistically 
significant. Spearman Correlation coefficients were 
reported to show the rank association between 
BCVA and LLVA in various treatment subgroups 
reported with 95% CIs.  

Main outcome measure: We evaluated the relation 
between BCVA and LLVA in treatment naïve eyes at 
baseline. We then analyzed whether there was a 
difference between BCVA and LLVA outcome 
following anti-VEGF or PRP at 52 weeks. We also 
examined whether LLVA and LLD worsened with 
repeated PRP. 

 

Results:  

• BCVA and LLVA correlate well in treatment naïve 
PDR with an average low luminance deficit of 
11.79 ETDRS letters. However, LLVA at lower 
levels of BCVA showed more variance. 

• Post aflibercept therapy, the mean change in 
BCVA and LLVA at 52 weeks after aflibercept was 
+2.1 (SD 6.05) letters and +0.39 (SD 5.6) letters, 
respectively. Similarly, after PRP, it was -2.5 (SD 
4.9) letters and -1.9 (SD 8.7) letters respectively. 
When compared between treatment arms, BCVA 
change was found to be statistically significant 
(P<0.001) whereas LLVA was not (p=0.11).  

• There was a statistically significant correlation 
between change in BCVA and change in LLVA in 
treatment naïve eyes receiving PRP and eyes 
that had repeat PRP (p = 0.001, p < 0.001 for 
treatment naïve and repeat PRP eyes). The 
Spearman correlation coefficient for aflibercept 
eyes was not statistically significant (p = 0.073).  

Conclusions: 

These findings show that LLVA does not respond as 
well as BCVA does following any treatment for PDR, 
even though BCVA and LLVA both test foveal 
function. 
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Figure 1: Demographic characteristics of treatment naïve eyes at baseline. 

 

Figure 2: The relation between BCVA and LLVA in treatment naïve proliferative diabetic 

retinopathy (PDR) eyes.  

Figure 3: The individual patient-level response to treatment with aflibercept and PRP in 

treatment-naïve eyes  at 52 weeks. 

Figure 4:Correlation between mean change in BCVA and LLVA in the three treatment 

groups 

 

Baseline  Treatment Naïve  
(n = 110) Repeated PRP Group (n = 48) 

Age  
Mean ± SD 54.37 (14.56) 57.71 (12.04) 

Age categories  N (%)   

30–50 years 50 (45.45%)  11 (22.92) 

51–70 years 45 (40.91%) 30 (62.5) 

71–80 years 15 (13.64%) 7 (14.58) 

Male  67 (60.91%) 34 (70.83) 

Female  43 (39.09%) 14 (29.17) 

T1DM 55 (50.00%) 21 (43.75) 

T2DM 55 (50.00%) 27 (56.25) 

Eyes with NVD+/−NVE 36 (32.73%) 19 (39.58%) 

Eyes with NVE only  72 (65.45%)  28 (58.33%) 

Pseudo-phakic  12 (10.91%) 6 (12.5) 

Phakic  98 (89.09%)  42 (87.5) 

Mean best corrected visual acuity (BCVA) (SD) 82.94 (SD 7.59) 81.48 (7.65) 

Median BCVA (IQR) 84 (80–88) 82 (77–86.75) 

Mean low luminance visual acuity (LLVA) (SD) 71.15 (SD 9.94) 67.88 (7.52) 

Median LLVA (IQR) 73 (66–78) 68 (64.25–73) 

Mean low luminance deficit (LLD) (SD) 11.79 (SD 6.08) 13.60(5.51) 

Median LLD (IQR) 11 (7–15) 14 (10–16.75) 

LLD 1–5 letters 13 (11.81) 3(6.25%) 

LLD 6–10 letters 38 (34.55%) 11(22.92%) 

LLD 11–14 letters 30 (27.27%) 12(25.00%) 

LLD 15–19 letters 21 (19.09%) 17(35.42%) 

LLD 20 or more letters 8 (7.27%) 5(10.42%) 

Proportion > mean + 2SD 2 (1.82%) 2(4.17%) 
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