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Abstract: L-cone opsin expression by gene therapy is a promising treatment for blue cone monochro-
macy (BCM) caused by congenital lack of long- and middle-wavelength-sensitive (L/M) cone function.
Eight patients with BCM and confirmed pathogenic variants at the OPN1LW/OPN1MW gene cluster
participated. Optical coherence tomography (OCT), chromatic perimetry, chromatic microperime-
try, chromatic visual acuity (VA), and chromaticity thresholds were performed with unmodified
commercial equipment and/or methods available in the public domain. Adaptive optics scan-
ning laser ophthalmoscope (AOSLO) imaging was performed in a subset of patients. Outer retinal
changes were detectable by OCT with an age-related effect on the foveal disease stage. Rod and
short-wavelength-sensitive (S) cone functions were relatively retained by perimetry, although likely
impacted by age-related increases in the pre-retinal absorption of short-wavelength lights. The central
macula showed a large loss of red sensitivity on dark-adapted microperimetry. Chromatic VAs with
high-contrast red gratings on a blue background were not detectable. Color vision was severely
deficient. AOSLO imaging showed reduced total cone density with majority of the population being
non-waveguiding. This study developed and evaluated specialized outcomes that will be needed for
the determination of efficacy and safety in human clinical trials. Dark-adapted microperimetry with
a red stimulus sampling the central macula would be a key endpoint to evaluate the light sensitivity
improvements. VA changes specific to L-opsin can be measured with red gratings on a bright blue
background and should also be considered as outcome measures in future interventional trials.
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1. Introduction

Blue cone monochromacy (BCM) is an X-linked inherited retinal disease (IRD) caused
by pathogenic variants in the OPN1LW/OPN1MW gene cluster, encoding long- and middle-
wavelength-sensitive (L/M) cone opsins [1,2]. Two of the most common mutations in the
USA and Europe are deletions encompassing the locus control region (LCR) and parts of the
OPN1LW/OPN1MW gene cluster or a C203R point mutation. Both types of mutations result in
an identical phenotype with severe dysfunction of L/M cones, which are the major contributors
to day vision in healthy eyes [3–10]. However, foveal structural changes tend to progress faster in
patients with large deletions as compared with the point mutation [7]. All patients have serious
day vision impairment consisting of reduced visual acuity, impaired color vision, nystagmus,
and, in many cases, increased photosensitivity. Most BCM patients have healthy night vision
mediated by functioning rod photoreceptors. Importantly, the daylight vision of BCM patients
is mediated by the combination of short-wavelength-sensitive (S) cone photoreceptors and rod
photoreceptors that function in a partially desensitized manner in a daylight environment [3–10].
There are currently no treatments for BCM, and management of the disease is limited to the use
of tinted lenses and low vision aids.

The overarching goal of any BCM therapy is to express L/M opsin in L/M cone
photoreceptors across the retina to improve day vision. This goal must be achieved at a
stage of the disease when enough L/M cones are surviving (despite being dysfunctional)
and receptive to therapy (such as retaining the molecular machinery required for photo-
transduction and synaptic signaling). Additionally, post-receptoral cells in the retina and in
the visual brain need to be receptive to processing and interpreting a new source of visual
input originating from the retina. The consequences of expressing an exogenous opsin
in the retina have been previously evaluated in animal models with varied similarities to
BCM, laying the foundation for translation to patients [11–16].

ADVM-062 was recently developed as a one-time intravitreal injection designed to
express sustained levels of L-opsin in cones for treating BCM [17]. ADVM-062 is a recombinant
single-stranded adeno-associated virus (AAV) construct, flanked by AAV2 inverted terminal
repeat (ITR) sequences packaged in the AAV.7m8 capsid variant [18–23]. ADVM-062 has
MNTC regulatory sequences that include the LCR and a minimal M-opsin promoter designed
for preferential expression in L/M cones. When tested in Mongolian gerbils which have cone-
rich retinas naturally lacking L-opsin, ADVM-062 showed in vivo pharmacological activity,
with a significant increase in retinal sensitivity to red light, without affecting the function of
the natural M- or S cones [17]. In addition, there is evidence of cone-specific expression in
gerbils [17]. When tested in non-human primate eyes without disease, ADVM-062 was mostly
expressed in foveal cones, consistent with the design features of an intravitreal injection [17].
Unexpectedly, however, a subset of parafoveal and peripheral cones of primates, including up
to 30% of S cones, also expressed the exogenous L-opsin [17]. Thus, in BCM patients with the
early stages of disease and with a retained foveal structure, ADVM-062 provides the potential
to confer long-wavelength sensitivity to congenitally silent foveal and peripheral L/M cones.
In addition, for BCM patients with foveal degeneration there may be a secondary pathway of
augmenting long-wavelength sensitivity by bestowing expanded wavelength sensitivity to a
subset of S cones. The aims of the current prospective study were to quantify and to localize
spectrally distinct visual function at foveal and extrafoveal locations mediated by specific
photoreceptor types, with the goal of developing a clinical protocol with outcome measures
based on commercially or publicly available equipment.

2. Results
2.1. Range of Outer Retinal Disease Severity

The range of disease severity represented in the current cohort of BCM patients was evaluated
with optical coherence tomography (OCT) scans along the horizontal meridian crossing the
fovea (Figure 1 and Supplementary Figure S1). Qualitatively, temporally averaged scans P4
and P5 at ages 11 and 19 years showed near-normal retinal lamination but were missing the
layer originating from cone outer segment tips (COST, also known as the interdigitation zone)
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(Figure 1C). Near-infrared reduced-illuminance autofluorescence (NIR-RAFI), dominated by
melanin-related pigments of the RPE, was near-normal with some minor heterogeneity visible in
P5 (Figure 1C). Quantitatively, both P4 and P5 had reduced outer nuclear layer (ONL) thickness
at the fovea (64 and 55 µm, normal lower limit 75.3 µm, N = 22, age range 8–62 years), and the
layer originating near the junction between the inner and outer segments (IS/OS) was disrupted
on spatially averaged scans (Supplementary Figure S1, arrows). Thus, both patients would be
classified as presenting Stage 3 foveal disease [7]. P1, P6, and P7, at ages 21 to 24, showed patchy
disruption of the IS/OS band on temporally averaged (Figure 1B,C) and spatially averaged
(Supplementary Figure S1) OCT scans. NIR-RAFI was near normal in P6 but showed macular
heterogeneity in P7 and a lack of normal central hyper-autofluorescence in P1 (Figure 1B,C).
Quantitatively, all three patients showed reduced ONL thickness at the fovea (66, 71, and 65
µm). Thus, P1, P6 and P7 were also classified as presenting Stage 3 foveal disease. P2 and P8, at
ages 46 and 30 years, respectively, showed major disruptions to the foveal IS/OS line with (P8)
and without (P2) the appearance of an optical gap (Figure 1B,C). NIR-RAFI was near normal in
P8, with heterogeneity visible in P2. Foveal ONL thickness was reduced (46 and 53 µm). Thus,
P2 and P8 would be classified as having Stage 4 foveal disease. P3, at age 66, had an atrophic
macula and Stage 5 foveal disease. The best corrected visual acuities (BCVA) ranged from 0.60 to
0.94 logMAR (Table 1) corresponding to Snellen equivalent range of 20/80 to 20/160.
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Figure 1. Range of disease severity in BCM patients. OCT along the horizontal meridian (left panels)
and NIR-RAFI (right panels) in a representative normal (A) compared with patients with deletion
mutations (B) and those with C203R mutations (C). Calibration bars are shown. T, temporal retina;
N, nasal retina; OD, right eye; OS, left eye.

Table 1. Characteristics of BCM patients.

ID Age [years] Genotype BCVA 1 [logMAR] Refraction Axial Length [mm]

P1 23 Deletion LCR 0.94 Plano 26.0
P2 46 Deletion LCR 0.66 −6.25 −2.00 × 155 26.5
P3 66 Deletion LCR 0.90 −5.00 DS na
P4 11 C203R 0.84 −11.50 +3.50 × 094 27.7
P5 19 C203R 0.82 Plano −1.00 × 050 25.0
P6 21 C203R 0.62 −3.75 −3.25 × 165 25.8
P7 25 C203R 0.60 −3.25 −0.75 × 000 26.2
P8 30 C203R 0.76 −5.25 −1.50 × 040 25.7

1 Best corrected visual acuity.
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2.2. Extrafoveal Visual Function

To better understand the photoreceptor origins of the light sensitivity in BCM patients,
we performed free-viewing chromatic perimetry along the vertical principal meridian
under dark-adapted and light-adapted conditions (Figure 2). Perimetric data obtained
from P4 appeared to outlying (likely due to the young age) and were censored from further
consideration. Under dark-adapted conditions, sensitivity to 500 nm (blue-green) stimulus
along the vertical meridian was within the normal range for four patients (P1, P5, P6, and
P7) and showed minor losses of less than 1 log for the remaining patients (Figure 2A). Under
yellow (100 cd.m−2) light-adapting conditions, sensitivity to a 440 nm (violet) stimulus
along the vertical meridian were within the normal range for four patients (P1, P5, P6, and
P8) and showed minor losses for the remaining patients (Figure 2B).
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Figure 2. Rod and S cone sensitivity distribution. (A) Dark-adapted sensitivity to 500 nm stimuli
along the vertical meridian in BCM patients (connected symbols) compared with normal limits
(gray band). (B) S cone sensitivity profiles (connected symbols) of the BCM patients using a 440 nm
stimulus on a yellow adapting background compared with normal limits (gray band). (C,D) Spectral
sensitivity functions (SSF) in a subset of BCM patients measured at 12◦ eccentricity in superior and
inferior fields under dark-adapted (C) and yellow-adapted (D) conditions. Results from each patient
(symbols) shifted vertically for visibility, fit by rod (C) and S cone (D) photoreceptor sensitivities
adjusted for pre-retinal absorption for each in-dividual, and ordered by age. (E,F) Individualized
pre-retinal absorption estimates (symbols) at 500 nm (E) and 440 nm (F) obtained by best ensemble fit
functions shown in panels (C) and (D), respectively. Regression lines shown.
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As two of the oldest patients (P2 and P3) showed greater losses of sensitivity as
compared with younger patients, we examined the possible contribution of age-related
lens yellowing [24]. Multi-spectral sensitivities recorded in a subset of five patients at two
retinal locations under both dark-adapted and yellow-adapted conditions were fit as an
ensemble with rod and S cone photoreceptor sensitivities adjusted for pre-retinal absorption
for each individual (Figure 2C,D). The magnitude of the individualized adjustments for
pre-retinal absorption showed a distinct linear correlation with age at 500 nm (Figure 2E)
and at 440 nm (Figure 2F). Importantly, foveal disease stage was also correlated with mean
rod sensitivity (R2 = 0.57) and mean S cone sensitivity (R2 = 0.61) implying the possible
existence of multiple aging effects. Previous work has shown a complex mediation with
longer wavelength stimuli driven by rod function and shorter wavelength stimuli driven
by S cone function under standard white-light-adapting conditions [4].

2.3. Visual Function Immediately Surrounding the Anatomical Fovea

We used two-color retina-tracking perimetry (also called microperimetry) to evaluate
the function at the para-/peri-foveal region using a custom cross-shaped test pattern
(Figure 3). It is important to note that subjects were fully dark-adapted before each test but
the test itself can only be performed with a dim red background and thus it is not fully dark-
adapted. Results from P8 and a representative normal subject allow better understanding
and interpretation of the results (Figure 3A–D). A normal subject had stable and foveal
fixation (Figure 3A), whereas P8 had a variable fixation located at ~2◦ superior to the fovea
(Figure 3B). Along the horizontal and vertical meridia, at the perifoveal 6◦ eccentricity loci
and with cyan stimuli, both the normal subject and P8 had sensitivities of 22 dB each on
average (Figure 3C). With red stimuli, average sensitivities at 6◦ eccentric were 21 dB and
18 dB for normal and P8, respectively (Figure 3D). Cyan minus red sensitivity differences
were 4 dB and 1 dB for normal and P8, respectively. In the normal subject, though not in
P8, an additional locus at the rod hotspot [25] (at 12◦ superior retina) produced 22.3 and
18.7 dB for cyan and red sensitivities, respectively, with a 3.6 dB difference. Assuming
sensitivities were rod-mediated at the normal rod hotspot, these results suggest a slight
intrusion of mixed mediation (i.e., cyan perceived by rods, red by cones) in the normal
eye at 6◦ eccentricity. Knowing the BCM functional defect, parsimony suggests that red
sensitivities in P8 at 6◦ eccentric are rod mediated. Cyan sensitivities in P8 are also likely to
be rod mediated as normal dark-adapted S cone sensitivity to that stimulus is expected to
be at the level of 5 dB or lower.

Cyan sensitivities of both P8 and the normal subject decreased from the perifoveal
loci towards the fovea with a steeper roll-off occurring within 2–3◦ of the foveal center
(Figure 3C). This roll-off was likely driven by a complex combination of increasing macular
pigment density, reducing rod cell density, and shortening rod outer segments as the foveal
center is approached from the perifovea. With red stimuli, however, the pattern between
the normal subject and P8 were very different (Figure 3D). The normal subject showed
increasing sensitivity towards the fovea, likely driven by the increasing numbers of L/M
cones and lengths of their outer segments, whereas P8 showed reducing red sensitivity
following the pattern of the cyan sensitivity roll-off. These results imply differences in
photoreceptor mediation between the normal subject and the representative BCM patient.

Across all BCM patients, data were summarized as a function of eccentricity from
the anatomical fovea averaged along two meridia and compared with the normal (gray
bands) range (Figure 3E). Cyan sensitivities were at or near the normal range for all patients
except for one (Figure 3E, left). Red sensitivities, however, were abnormal in all BCM
eyes (Figure 3E, middle). The magnitude of the red sensitivity loss grew from 6◦ eccentric
towards the fovea to reach nearly 2 log units near the fovea. In normal, cyan minus red
chromatic differences were near 0 dB at 6◦ eccentric. However, as the fovea was approached,
normal chromatic differences became substantially negative. In BCM patients, chromatic
differences were invariant between fovea and 6◦ eccentric, and averaged +3.6 dB similar to
the difference observed at the normal rod hotspot (Figure 3E, right). There was no obvious
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relationship between age and sensitivity except for in the case of P3 (Figure 3E, dark gray
symbols), who was the oldest subject with a macular atrophy (Figure 1B).
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Figure 3. Chromatic sensitivities at the central retina. (A,B) NIR-RAFI in representative normal
(A) and P8 (B). Retinal locations sampled (black symbols) and the center of fixation (Fix) are shown.
(C,D) Microperimetric sensitivity profiles in the normal and P8 along the horizontal and vertical
meridians with cyan (C) and red (D) stimuli. Gray region is the normal range. (E) Sensitivities of
all BCM patients as a function of eccentricity to cyan (left panel) and red (middle panel) stimuli.
Dark gray symbols are from the oldest subject, P3. Cyan minus red sensitivity difference is also
shown (right panel). Gray regions show the normal ranges in each panel, the gray arrow indicates
the difference expected from rod mediation in the extramacular region.

2.4. Spatial Vision Driven by S Cones and Rods

To better understand the spatial vision originating from S cones in BCM retinas, we
estimated discrimination thresholds of blue gratings superimposed onto a uniform yellow
(L/M cone and rod desensitizing) background. The resulting pattern appeared as white
gratings on a yellow background to normal trichromatic eyes (Figure 4A, Inset). For the
highest available contrast, acuities ranged from 0.6 to 1.0 logMAR for BCM patients which
were mostly outside of the normal range (Figure 4A, gray band) from 0.3 to 0.6 logMAR
(Figure 4A). With lower contrast gratings, however, there was greater overlap between most
BCM patients and normal discrimination thresholds (Figure 4A). Taken together with the
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expected desensitization of rod function with the yellow background, it is parsimonious to
conclude that BCM patients used their S cones to discriminate the blue grating increments
at all tested contrast levels. There was no correlation between S cone acuities and age,
implying a lack of support to major S cone loss in BCM patients.
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Figure 4. Chromatic visual acuities. (A,B) Visual acuities in BCM patients recorded with blue on
yellow (A) and red on black (B) gratings. Gray region in panel (A) is the normal range. Insets
demonstrate the appearance of the gratings to normal trichromats.

To evaluate L/M cone acuity, we used red gratings on a uniform bright blue back-
ground. No BCM patient was able to identify these gratings, as expected from the lack of
L/M cone function. Any improvement of long-wavelength sensitivity with gene therapy in
BCM would be expected to result in the de novo recognition of these gratings.

The isolation of rod-photoreceptor-driven acuity was more challenging. In the normal
subjects, this would have required testing with gratings that are dimmer, and thus invisible
to dark-adapted cones, which is beyond the scope of the current work. In BCM patients
lacking L/M cone vision however, rod-driven acuities could be easily measured with red
gratings on a black background in two ambient conditions. The rod acuity in BCM ranged
from 0.8 to 1.4 logMAR under dimmer conditions and from 0.7 to 1.0 logMAR under
brighter conditions (Figure 4B). There was no correlation between rod acuities and age,
implying a lack of support to major rod loss in BCM patients.

2.5. Color Discrimination

BCM patients have been described as showing severe red–green color vision errors
along the protan and deutan axes [10,26–28]. Color vision along the yellow–blue (tritan)
axis of discrimination is thought to be relatively more retained [29] (despite being abnormal)
in BCM but recent results suggest an age effect on the severity of the tritan defects [10]. To
re-evaluate tritan defects in BCM, chromaticity thresholds for blue hues were measured
as a function of luminance contrast (LC) noise amplitude (Figure 5A). For lower LC noise
amplitudes (10% and 50%), all BCM patients were able to perform the test and discriminate
the stimulus reliably. Thresholds were elevated in all patients except for those of P6, which
were near normal. These colored stimuli with lower LC noise amplitude can generate
luminance contrast signals and do not necessarily imply perception of color. The highest
LC noise amplitude tested (98%), on the other hand, is expected to substantially mask
luminance contrast signals and allow blue color signals to drive the discrimination. All
BCM patients showed reliable discrimination ability with elevated thresholds at the high LC
noise amplitude (Figure 5A). Whether blue discriminations were performed with S cones,
light-adapted rods, or via an interaction between the two populations of photoreceptors,
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was not able to be determined. Chromaticity thresholds to blue at 98% LC noise were
highly correlated with age (and pre-retinal absorption) for seven of the eight BCM subjects,
consistent with previous results [10]. P3 was an outlier, with better chromaticity thresholds
than expected for age.
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Figure 5. Color vision. (A,B) Chromaticity thresholds with blue (A) and red (B) stimuli in BCM
patients as a function of LC noise. Hashed region is the color-rendering capability (“phosphor limit”)
of the monitor for each color and noise level. The light gray thick line is the normal thresholds. Insets
below demonstrate the appearance of the color stimuli embedded in 10%, 50% and 98% LC noise.

To confirm severe red color vision defects in BCM and to define potential improvements
that may occur upon L-opsin gene therapy, thresholds for red hues were measured as a
function of LC noise (Figure 5B). For lower LC noise amplitudes (10% and 50%), all BCM
patients were able to perform the test and discriminate the stimulus reliably. Thresholds were
elevated in all patients. Considering the lack of L/M cone vision, these results are consistent
with the detection of luminance contrast signals mediated by the light-adapted rod system
with lower LC noise conditions. At the highest LC noise amplitude tested (98%), no BCM
patients (except for one) could reliably perform discrimination, and their thresholds reached
the color rendering limit of the monitor (Figure 5B). The exception was P3, who could perform
reliable discrimination of the red stimuli with 98% LC noise and this was repeated on three
independent sessions performed over two days. P3 reported seeing the stimuli as being darker
than the foreground, with no color perception, likely driven by the light-adapted rod system,
as this stimulus is not expected to elicit S cone contrast.

2.6. Cone Photoreceptor Mosaic

To define the distribution and density of cone photoreceptors in BCM retinas, we
used AOSLO imaging. Two representative patients (P8 and P1) demonstrated the range
of waveguiding cone densities over a 300 µm per side square region with simultaneously
acquired confocal and non-confocal split-detection AOSLO imaging (Figure 6). Bright
reflections on confocal images, appearing as cones within the photoreceptor mosaic on non-
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confocal split-detection images, are demarcated with blue dots and considered waveguiding
cones. Cones within the non-confocal split-detection images that are non-waveguiding on
confocal images are demarcated with purple dots. The region shown is centered at the peak
waveguiding cone density over a 55 µm per side square area. P8 demonstrates the low end
of the range of densities for waveguiding and total cones (Figure 6A) over the cohort. In
contrast, P1 shows more than twice as many waveguiding and non-waveguiding cones
compared with P8 (Figure 6B). Across the six BCM patients with successful AOSLO imaging,
the distribution and density of cones varied. Waveguiding cone density estimates were
1620, 440, 650, 1650, 370, and 650 cones·mm−2 for P1, P2, P5, P6, P7 and P8, respectively.
Total cone densities (waveguiding and non-waveguiding cones) over the same areas were
7670, 2890, 7990, 19,740, 7280, and 3060 cones·mm−2, respectively. Waveguiding and total
cone densities were reduced from normal for all participants.
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Figure 6. Cone cell densities. (A,B) NIR SLO and AO confocal and non-confocal images for P8
(A) and P1 (B). NIR SLO images (left) show the location of the AO images (red squares) and
represent the location of peak waveguiding cone density. Confocal (center) and non-confocal
split-detection (right) AO images depict the cone mosaic with waveguiding cones marked in blue
and non-waveguiding cones marked in purple. Contrast was adjusted on the confocal images for
visualization purposes.
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Previous work has hypothesized that waveguiding cones are functioning S cones, and
non-waveguiding cones are silent L/M cones [3,30,31]. Therefore, we evaluated whether
there were correlations between S cone-driven functional measures and waveguiding cone
densities. Blue-on-yellow grating acuity measures or mean S cone sensitivities were not
correlated with either waveguiding or total cone densities. However, there was a weakly
significant linear relationship between the logarithm of chromaticity thresholds to blue
CAD stimuli and the logarithm of waveguiding cone densities controlling for age (p = 0.03,
F-test). This showed a 66% reduction of the chromaticity thresholds score for each ten-fold
increase of waveguiding cone density. There were no significant relationships between
chromaticity thresholds and non-waveguiding cone densities.

2.7. Long-Term Changes

Changes in retinal structure and function obtained in longitudinal observations may
provide useful information on BCM disease natural history, which tends to progress slowly.
In 7 of 8 patients, results were available from 7 years earlier (Figure 7). Qualitatively, on
foveal OCT, there were minor changes (P4, P6, P7), loss of IS/OS layer (P1, P2), formation of
optical gap (P8), or expansion of atrophy (P3). On NIR-AF there were few, if any, observable
changes. Quantitatively, ONL thickness showed no changes, but rod sensitivity losses
appear to increase in most patients with age (Figure 7). Longitudinal AO images were
available for two patients (P6, P7). AO montages of the photoreceptor mosaic appeared
qualitatively stable, though distortions from scanning and eye motion are present within
the montages, thereby precluding cell-by-cell alignments over large retinal areas. Cell-by-
cell alignments were possible over smaller local regions (Figure 8) and show stability in the
mosaic over the time period available. Waveguiding cones in the first time point generally
remained waveguiding on follow up.
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Figure 7. Longitudinal changes in structure and function. Long-term serial data showing NIR-RAFI
and OCT images of the central retina (left panels) at two ages in seven of the BCM patients. Addition-
ally shown are the quantification of the ONL thickness (right upper panels) and rod sensitivity loss
(right lower panels) at the same ages.
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Figure 8. Longitudinal AO images. (A,B) NIR SLO (left) and AO (right) images for P6 (A) and P7
(B). NIR images are from the later time point and show the location of the AO images (red squares).
AO images are separated by 4.4 and 4.9 years (P6 and P7, respectively). The mosaics are qualitatively
stable over this time period. Cones that are waveguiding in the image acquired at the first time point
remain waveguiding in the later time point (examples shown by cones labeled with blue arrowheads).
Contrast was adjusted on the confocal images for visualization purposes.

3. Discussion

BCM patients lack the fine resolution acuity and color vision normally afforded by L/M
cone photoreceptor-based day vision but retain good rod photoreceptor-based and S cone
photoreceptor-based vision [3–10]. The overarching goal of any BCM therapy is to provide
better long-wavelength (orange to red) sensitivity under day vision conditions. Ideally, a
therapy would reactivate all silent foveal and extrafoveal photoreceptors and their synapses to
connect them to the visual brain. There are also many less-than-ideal outcomes that could still
improve vision for BCM patients. For example, a BCM therapy could supplant already active
and connected photoreceptors with greater long-wavelength sensitivity. ADVM-062 is a gene
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augmentation therapy product developed to express the human L-opsin [17]. ADVM-062 is
based on the AAV.7m8 capsid intended to be intravitreally administered and uses the MNTC
promoter to limit expression to L/M cones. Pre-clinical evaluations supported relative safety
of the vector and there was augmentation of long-wavelength function at the level of the
retina [17]. Although L-opsin expression was cone-specific and showed greatest transduction
of foveal L/M cones, there was also evidence of exogenous L-opsin expression, not only in
extrafoveal L/M cones but also in S cones of non-human primate eyes [17]. This unexpected
finding set up two potential non-exclusive paths for long-wavelength signals to reach higher
vision centers: (1) reactivation of congenitally silent L/M cones, and (2) conversion of a
subset of active S cones into novel expanded-wavelength-sensitive photoreceptors. Both
paths would likely have distinct advantages and challenges in terms of obtaining meaningful
improvements of long-wavelength vision in a future clinical trial using ADVM-062. Current
work is aimed at the development of clinical trial outcomes that are based on commercially or
publicly available equipment so as to quantify and localize spectrally distinct visual perception
at foveal and extrafoveal locations mediated by specific photoreceptors. There has been no
distinction made between the two types of mutations, as the number of patients were limited
and our previous work [3–10] has shown that the two mutations cannot be distinguished with
functional measures.

3.1. Macular Light Sensitivity

At a basic level, the function of all photoreceptors is to signal light by absorbing photons
which activate a biochemical cascade. With a gene augmentation approach, improvements to
BCM patients’ high-level vision, such as in visual acuity, reading speed, and color vision, can
only be achieved by first correcting the primary defect and increasing light sensitivity of the
photoreceptors. Perimetric methods are one of the more convenient approaches to map light
sensitivity across the retina [32] and they could be acceptable to serve as endpoints in pivotal
trials [33–35]. The most important part of the retina is the fovea and central macula which
provides the largest input to the visual cortex [36]. Within the central retina, BCM patients
can have a spectrum of structural defects [3,7,37,38]. However, standard clinical methods
for testing light sensitivity in the central retina are often not specific to the photoreceptor
type, do not localize function precisely, or both. To understand BCM macular function,
we have previously used perimetric methods [3–6,8–10], albeit with specialized equipment
that were not easily replicable in future multi-center clinical trials. In the current work, we
used two perimeters that are widely available commercial turnkey systems: the free-viewing
MonCV1 perimeter [39–42] and the retina-tracking scotopic MAIA microperimeter [43,44]. The
perimeter has the advantage of a wider spectral range of stimuli and chromatic background
choices, providing a larger effective dynamic range, minimizing floor and ceiling effects. In
patients lacking stable fixation such as BCM, however, the exact retinal localization of the
measurements is challenging. The microperimeter uses retinal imaging-based tracking to
localize stimuli within the macula but has limited stimulus choices and a limited effective
dynamic range that may result in floor effects in more severe stages of the disease.

Results obtained with both perimetric approaches in the current work support and
extend the findings of previous work, showing a large deficit of red sensitivity observed
under dark-adapted conditions in the central macula of BCM patients [4]. To begin to
understand these results, it is important to note the difference between two related concepts
which have wrongly been used interchangeably in some of the literature. “Dark-adapted”
testing refers to the state of adaptation of the eye and does not necessarily imply which
photoreceptors are mediating the perception at a given retinal location. “Scotopic” results,
on the other hand, refer to the activity of the rod photoreceptors that provide perception
independent of the adaptation state of the eye. In healthy dark-adapted eyes at extramacular
locations, most perimetric stimuli are scotopically detected—thus the confusion. However,
that is not necessarily the case in the central macula of healthy eyes or at any retinal location
in retinal disease. With the use of chromatic differences in so-called scotopic MAIA, we
showed that red stimuli within the central 8◦ diameter region are perceived by L/M cones
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in normal eyes but by rods in BCM eyes. Near the fovea, the difference in sensitivity
between BCM and normal reached 0.5 to 1.5 log or more, providing the magnitude of
maximum improvement possible after an intervention such as gene therapy. The use
of red stimuli in the central macula has the additional advantage of ensuring that the
results are independent of macular pigment density. Macular pigment absorbs in the short-
wavelength regime and confounds testing with blue stimuli. Macular pigment naturally
varies between individuals with healthy retinas, and there are further contributions among
retinal degenerations affecting the fovea and its immediate surrounds [45,46].

3.2. Extramacular Light Sensitivity

As intravitreal gene therapy administration can potentially transfect cells across the
retina, it is paramount to sample light sensitivity of the extramacular retina for consid-
erations of both safety and efficacy. In terms of safety, retained rod and S cone function
in BCM could be reduced; in terms of efficacy, the lacking function that is mediated by
long-wavelength-sensitive opsin could be recovered. Automated perimetry is an important
outcome measure that can sample light sensitivity; however, as exemplified in the current
cohort, patients younger than 12 years old may not always perform reliably. Perimetry is a
valid surrogate endpoint for clinical trials that is acceptable to regulatory agencies [33,34,47].
Specifically, an average change of 7 dB or more at five or more pre-specified locations is
thought to be clinically significant and potentially approvable. In healthy eyes, standard
automated perimetry performed under light-adapted conditions is mediated by L/M cone
photoreceptor function. However, in BCM, a combination of S cones and rods mediates
the responses [4]. Sensitivity to standard white stimuli on standard white-light-adapting
conditions was abnormally reduced at all extramacular locations in all BCM patients. Thus,
any potential positive and negative changes can be evaluated with standard automated
perimetry but there can be many confounders, and interpretation of the results will not be
possible when there may be a mix of both efficacy and subclinical toxicity.

Rod and S cone specific function was measured using short-wavelength (500 and
440 nm, respectively) stimuli. Results are consistent with previous work [3,4] showing
near normal sensitivity. However, spectral sensitivity functions showed a relatively large
confounder driven by age-related increase of the pre-retinal absorption of short-wavelength
lights driven mostly by lenticular yellowing [24,48]. Individual contributions to the pre-
retinal absorption, ranging from 0.3 to 1.3 log units, could be defined for the first time
using a turnkey commercial instrument which has not been possible in the past. Thus,
any potential deleterious effects to the retained rod and S cone function in BCM due to an
intravitreal injection can be evaluated quantitatively with perimetry. Importantly, spectral
results confirm long-wavelength stimuli as being perceived by the rod system in extra-
macular BCM retina, requiring a different approach to detect any increase in exogenous
L-opsin mediated sensitivity. This was not attempted in the current work, but future studies
could evaluate photoreceptor-specific conditions, such as presenting red stimuli on a blue
adapting background.

3.3. Color Vision

Severe color vision deficit in BCM is intuitively understandable due to complete lack
of L/M cone function. What is less clear is whether BCM patients retain any color signals.
Normal color vision is more than just the detection of different wavelengths and requires a
comparison between multiple cone inputs. It is, however, possible that the sensory cortex
adapts to congenital input from only rods and S cones to provide a rudimentary color vision
signal. Using color cap arrangement tests based on Farnsworth–Munsell 100 Hue, we and
others have found greater errors along the protan and deutan axes and relative retention
along the tritan axis in BCM [10,26–28]. BCM patients were also able to discriminate shorter
wavelengths [29]. To better isolate different color signals and reduce detection by luminance
contrast signals, we also previously used color assessment and diagnosis (CAD), which
showed an unexpected variation in chromaticity thresholds along the yellow–blue axis,
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with an apparent worsening with age [10]. Current work with CAD but with an extended
protocol also showed blue chromaticity thresholds to be highly correlated with age for
the majority of the BCM patients. Since short-wavelength sensitivity was also found to be
age-related through the increase in pre-retinal absorption, it is parsimonious to assume that
the age relation of the blue color vision defect was similarly affected. Most important for a
potential efficacy signal driven by an exogenous L-opsin was red color vision, which was
found to be severely defective in all BCM patients. When a future intervention is successful
in achieving an increase in long-wavelength sensitivity as a result of the expression of
exogenous L-opsin, the CAD test could be used to evaluate whether such an improvement
results in a novel color discrimination ability along the red–green axis.

3.4. Spatial Vision

The Early Treatment of Diabetic Retinopathy Study (ETDRS) chart and procedures of
measuring BCVA have together formed the gold standard for determining spatial resolving
capacity in human eyes [33,49]. Despite this pinnacle of success, ETDRS-BCVA has several
shortcomings in terms of understanding the consequences of disease progression and
treatment. First, fixed charts cause obvious practice/learning effects when visual acuity
measurements are repeated as typically specified in first-in-human protocols. To avoid
memorization, different ETDRS charts may be used, though choices are limited. Second,
it is very difficult to uniformly apply the ETDRS method in patients with acuities that
fluctuate near 20/200. Different test distances (1, 2 and 4 m) may be used to estimate
distance-corrected acuities. However, changing distances (and compensating refraction),
particularly in younger subjects, makes it very difficult to reliably and reproducibly record
small changes in BCVA. Finally, the identity of the photoreceptors mediating BCVA with
the standard achromatic method is unknown. In healthy eyes, L/M cones mediate acuity
in daylight conditions. In BCM eyes on the other hand, S cones and light-adapted rod cells
combine to mediate the BCVA.

Electronic charts eliminate learning effects by randomizing the presentations, allowing
chromatic combinations with the potential for a greater specificity of photoreceptor sources
and covering a large acuity range at a single distance with high-resolution and large
monitors [50,51]. We chose to use a public domain software [52] and full screen diagonal
chromatic gratings instead of optotypes to allow patients with vision loss to identify the
direction of gratings easily instead of needing to first find the optotype and then identify it.
As expected from our previous work using a custom-modified microperimeter [6,7], no
BCM patients perceived any red gratings presented on a bright blue background, which
is expected to desensitize both rod and S cone photoreceptors. Any potential perceptual
improvements driven by an exogenous L-opsin would be expected to result in the visibility
of the red-on-blue gratings and provide a photoreceptor-specific estimate of the spatial
vision possible.

To evaluate the potential subclinical toxicity of a future intervention to retained rods
and S cones of BCM patients, we used red gratings under low-luminance conditions and
blue gratings on bright yellow backgrounds, respectively. Spatial vision in both cases
tended to be lower than ETDRS-BCVA, likely as a consequence of the specialized adapting
conditions. It is important to note that grating acuities were performed with natural pupils
and thus the rod desensitization of the bright yellow background may not have been
complete. Future work will have to evaluate these conditions in complete achromats to
detect contributions to spatial vision driven by light-adapted rods. Nevertheless, blue
gratings were likely driven by the activity of retained S cones in BCM patients. Similarly,
red gratings under low luminance were likely driven by rods in BCM patients. However,
comparative estimates of rod-driven spatial vision in healthy eyes will require future work
with lower levels of luminance.
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3.5. Cone Photoreceptor Identity and Density

Use of adaptive optics to compensate for the eye’s aberrations has revolutionized our
ability to image the photoreceptor mosaic and quantify the density of photoreceptors [53,54].
Early results in deuteranopes with M-opsin mutations showing gaps in the cone mosaic
were interpreted as missing cones [55]. In BCM patients with L/M-opsin mutations, the
earliest AOSLO imaging showed waveguiding bright cones and dysreflective dark cones,
which are hypothesized to potentially represent functional S cones and dysfunctional but
surviving L/M cones, respectively [3,38]. The development of split-detection AOSLO has
allowed the direct demonstration of non-waveguiding cones with retained inner segments
(and thus cone cells) lacking normal outer segments in achromatopsia and BCM [30,31,56].
The current work also supports previous work. The direct identification of all waveguiding
cones as being only S cones remains elusive to date. The current work has provided
evidence of a correlation between blue chromaticity thresholds and waveguiding cone
densities and longitudinal imaging has revealed the stability of waveguiding cones, thus
indirectly supporting the hypothesis.

3.6. Likelihood of Vision Improvement in BCM

BCM falls into the category of IRDs characterized by a dissociation between function
and structure, with evidence of retained but dysfunctional photoreceptors that have signifi-
cant potential for improvement [57]. BCM has not been treated to date, but interventions
performed in other members of this category could be helpful to estimate the spectrum of
outcomes resulting from gene therapy. Very large rod-mediated improvements recorded in
adults following subretinal gene therapy in RPE65-LCA and GUCY2D-LCA suggest that
dormant rod photoreceptors can be awakened after apparently retaining all of the required
molecular machinery for decades [58,59]. Foveal L/M cone sensitivity has also been shown
to improve in CEP290-LCA following intravitreally administered antisense oligonucleotide
treatment or subretinally injected gene editing therapy [60–62]. Most closely related to
BCM are achromatopsia (ACHM) trials. In both CNGA3- and CNGB3-ACHM, subretinal
gene therapy has shown rare and minor improvements that can possibly be linked to
improved cone function [63–67]. A clinical trial with intravitreal CNTF in CNGB3-ACHM
did not show improved cone function [68]. Unlike ACHM, however, BCM does not lack all
cone input to the visual cortex and thus may have a better chance of perceiving the novel
long-wavelength signals introduced with gene augmentation.

3.7. Proposed Outcomes for a Clinical Trial

Successful proof-of-concept studies of intravitreal ADVM-062 in animals need to be
followed by the submission of investigational and new-drug-enabling study results to
regulatory authorities before a first-in-human early-phase clinical trial can be initiated for
BCM. A key primary outcome for such a future trial will be the clinical exam for evaluating
safety. Other safety-related outcomes may include OCT and en face imaging such as SW-
RAFI and NIR-RAFI [69] to evaluate sub-clinical changes to the photoreceptors and the
retinal pigment epithelium. Early stages of disease in BCM retinas tend to show minor
disturbances on OCT at the layer of photoreceptor outer segments [3,7] which may possibly
change further in response to an intervention. The current work has shown that different
methods, such as temporal (during acquisition) versus spatial (after acquisition) averaging,
may show different sensitivity to minor and heterogenous changes. The scanning speeds
for OCTs have increased dramatically over the years and higher speeds are likely to reduce
artefactual smoothing effects of temporal averaging in eyes with unsteady fixation.

In terms of functional measures of safety and efficacy, standard BCVA and standard
automated perimetry are both abnormally reduced in all BCM patients and can poten-
tially show both decrements (toxicity) and increments (efficacy) from baseline after an
intervention. However, these standard tests are not very specific and there are many poten-
tial considerations where they may not be sensitive to change. Therefore, we considered
outcome measures that were more specific to different photoreceptor populations in the
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current work. Previous results in congenitally blind eyes of CEP290-LCA, which demon-
strated light sensitivity improvement of cones without acuity improvements following
treatment [70], imply that most important outcomes of early phase trials in BCM will be
based on perimetry. Our results support the scotopic MAIA microperimetry, with a red
stimulus sampling of the foveal and parafoveal regions as the key secondary endpoint to
evaluate the efficacy of the exogenous L-opsin expression at or near the dormant foveal
L/M cones that are the main targets of the intravitreal ADVM-062 vector. Real-time track-
ing of the retina with microperimetry would allow careful localization and interpretation of
the visual function results, and substantial reduction of red thresholds in all BCM patients
would allow for a large range of measurable improvement. Once there is evidence of the
improvement of light sensitivity, another outcome measure based on red gratings on a
bright blue background would allow evaluation of spatial vision specific to L-opsin.

The fovea/macula region of BCM demonstrates slow progressive degeneration [7]
and L-opsin gene therapy directed to the fovea would need to be timed to a stage of disease
at which there is still evidence of retained-but-dysfunctional L/M cones. However, any
progression at the extrafoveal retina of BCM patients is less obvious and thus potentially
provides a much wider therapeutic window if L-opsin expression can be achieved outside
of the fovea.

4. Materials and Methods
4.1. Patients

Eight patients were enrolled prospectively; three had large structural variants at the
OPN1LW/OPN1MW gene cluster, and five patients carried the p.C203R missense variant
in single or multiple OPN1LW/OPN1MW genes (Table 1). Patients underwent a complete
ophthalmic examination, including BCVA using standard high contrast (black letters on
white background) back-illuminated charts with standard ETDRS methodology [49]. In
7 of 8 patients, long term serial data were available (median follow-up 6.5 years, range 6–11
years). All functional measures obtained in the current study were designed to be equally
applicable to all severity stages of BCM; however, perceptual measures, such as perimetry,
can sometimes be unreliable in patients younger than 12 years old.

4.2. En Face and Cross-Sectional Imaging

En face imaging was obtained with a confocal scanning laser ophthalmoscope (Spec-
tralis HRA, Heidelberg Engineering, Heidelberg, Germany) using NIR reflectance and NIR-
RAFI modalities [3,7,8]. Cross-sectional imaging was obtained with two spectral-domain
OCT devices. A Spectralis HRA + OCT device (Heidelberg Engineering, Heidelberg, Ger-
many) was used to obtain 30◦ long line scans with a high-speed mode (768 a-scans) 30◦

lens and automatic real time (ART) setting set to 20 providing temporal averaging. Axial
resolution was estimated to be ~8 µm and was sampled at 3.87 µm. Additional OCT imag-
ing was performed with an RTvue-100 device (Optovue Inc., Fremont, CA, USA) to obtain
30◦ long single high-density (HD-Line) scans, which were then spatially averaged [3,7,8].
Axial resolution was estimated to be ~5 µm and was sampled at 3.01 µm. OCT data were
exported from each device and analyzed with custom computer programs (MatLab 2023a;
MathWorks Inc., Natick, MA, USA).

4.3. Perimetry, Spectral Sensitivity, and Microperimetry

The primary function of photoreceptors is to detect changes in light levels, and free-
viewing (standard) perimetry and retina-tracking perimetry (microperimetry) provide
complementary approaches to sampling light sensitivity across the visual field. In general,
free-viewing perimetry provides stimulus choices with a substantially greater range of
luminance and colors that can be presented anywhere across the visual field, whereas
retina-tracking perimetry provides better retinal localization in subjects with unstable
fixation. Free-viewing perimetry was performed with a computerized perimeter (Mon-
CVOne, Metrovision, Perenchies, France) which can perform dark-adapted chromatic,
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standard light-adapted achromatic, and S cone testing without modification [39,71]. Meth-
ods were similar to those previously described [4,32,39,71,72] and measurements were
performed at 2◦ intervals across the visual field, extending to 30◦ eccentricity from the
fixation along horizontal and vertical meridians with Goldmann V size (1.7◦ diameter) and
200 ms duration stimuli in eyes with dilated pupils. Dark-adapted sensitivities were mea-
sured with monochromatic blue-green (500 nm) and red (650 nm) stimuli. Light-adapted
sensitivities were measured with white stimuli on a white (10 cd.m−2) background and
with monochromatic violet (440 nm) stimuli on a yellow (100 cd.m−2) background. In
a subset of five patients (P1, P2, P3, P5, and P8), spectral sensitivity functions were ob-
tained with four monochromatic stimuli (440, 500, 600, and 650 nm) at three neighboring
retinal locations in the superior and inferior visual fields (12◦ eccentric) with methods
previously described [3,73–75]. All available chromatic sensitivities were ensemble fit, with
rod (dark-adapted) and S cone (yellow light-adapted) photoreceptor sensitivities adjusted
for individualized pre-retinal absorption [24,48,76,77].

Retina-tracking perimetry (S-MAIA, Scotopic Macular Integrity Assessment, CenterVue,
Padova, Italy) was performed after 45 min of dark-adaptation. The test pattern was a custom
cross centered on the anatomical fovea and extending along each principal meridian to 4◦

eccentric at 0.5◦ steps with additional loci placed at 6◦ eccentric. Testing was undertaken with
a 4–2 dB staircase strategy with cyan (505 nm) and red (627 nm) stimuli of Goldmann III (0.43◦

diameter) size and 200 ms duration. The background was dim red. Before the start of the
testing, OCT information was used to depict the individualized location of the anatomical
foveal depression and major blood vessels on a transparency printed at scale. At the start of
the perimetric testing, this transparency was used to manually adjust the center of the test
grid to the center of the anatomic fovea. This approach was necessary, as some patients did
not fixate at the fovea and the exact foveal location was often not reliably recognizable with
the imaging available during microperimetric testing. All microperimetric tests were repeated
with the follow-up mode and the results were averaged.

4.4. Spatial Vision with Grating Acuities

To evaluate spatial vision, chromatic gratings were presented with the Freiburg Visual
Acuity and Contrast Test 10 (FrACT10, ver. 1.0.6) [52] on a fully calibrated, 10 bit 24”
monitor (ColorEdge CS2420, EIZO, Hakusan, Ishikawa, Japan) placed at 2 m distance (see
Supplementary Figure S2 for software setup used). The distance, monitor size, and pixel
pitch provided a ~100-fold range of spatial frequencies from 0.12 cpd (to allow at least two
bars to be visible) to 15.04 cpd (to avoid aliasing) corresponding to Snellen equivalents of
20/5120 to 20/40 or 2.40 to 0.30 logMAR (30 cpd = 0 logMAR). The approach was similar
to our previous work with a custom-built system with Maxwellian optics [6,7,59], with the
exception of the use of a free viewing setup with no dilation, commercial equipment, and
public domain software, which allowed for easier replication. Diagonal gratings filled a
rectangular area subtending 15◦ × 8.6◦, and testing was performed with a two alternative
forced choice paradigm in a dark room. Acuity was estimated using the method of limits
starting from easily visible spatial frequencies and incrementing in 0.1 logMAR steps
similar to ETDRS. At each step, 10 trials were performed; the stop criterion was the subject
obtaining less than 90% correct responses. Starting spatial frequency value was chosen
based on ETDRS acuity, and the finest grating detected with ≥90% correct responses was
taken as the grating acuity. The refractive correction used was the same as ETDRS testing.

To differentiate between types of photoreceptors dominating perception of gratings,
different chromaticities and luminances were used. To estimate S cone-mediated acuity
(in BCM patients and normal subjects), increments of blue gratings (max 10 phot-cd.m−2

or 181 scot-cd.m−2) were presented on an invariant bright-yellow-adapting background
(117 phot-cd.m−2 or 208 scot-cd.m−2). In addition to the maximal available grating incre-
ment, two lower increments were also used corresponding to a range of S cone Michaelson
contrasts from 180% to 14%. To estimate L/M cone-mediated acuity (in BCM patients and
normal subjects), a maximal increment of red gratings (34 phot-cd.m−2 or 4.5 scot-cd.m−2)
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was presented on a bright-blue-adapting background (10 phot-cd.m−2 or 181 scot-cd.m−2).
To estimate rod-mediated acuity (in BCM patients), red gratings were presented on a black
background under direct viewing, and additionally through a 2-log unit neutral density
filter after a period of dark adaptation for at least 10 min. Rod-mediated acuity in normal
subjects was not measurable with the current protocol.

4.5. Color Vision

The CAD test (ver.2.6.1, City Occupational Ltd., Cumbria, UK—now COL-AEGLIA Insti-
tute for Occupational Vision, Lelystad Airport, Netherlands) was used to quantify color vision
impairment. The visual stimuli were generated on a fully calibrated, 10-bit 24” monitor (Col-
orEdge CS2420, EIZO, Hakusan, Ishikawa, Japan) [78]. The standard CAD test protocol [79]
was adapted for use with low vision patients [10] by tripling the size of the stimulus (physical
viewing distance of 1 m, but retaining a software setting of 2.8 m, see Supplementary Figure S3
for software setup used). The test employed three nesting regions: a larger background, an
intermediate foreground, and a small stimulus. The background had a 19◦ angular subtense
and 24 cd.m−2 luminance. The CIE chromaticity of the background (0.305, 0.323) was close to
the chromaticity of the CIE illuminant D65. Centered within the uniform background was
the foreground subtending 8◦ and divided into a 15 × 15 square array of checks flickering
randomly in luminance at 12 Hz. The range of luminance the program selected for every
check in the array was determined by the LC noise amplitude specified between 0% and
100%. For example, for an LC noise amplitude of 50% and a background luminance of Lb, the
luminance of any check was selected randomly, with an equal probability between 1.5×Lb
and 0.5×Lb. An important outcome of this technique was that the mean luminance of each
check during the presentation and the mean luminance over the entire foreground remained
unchanged and equal to the background luminance.

Within the foreground was a colored stimulus subtending 2.7◦ divided into a
5 × 5 square array of checks flickering randomly. Each test run consisted of the stim-
ulus appearing near one of the four corners of the foreground and moving diagonally
towards the opposite corner at 8◦/s. The testing method was the four alternative forced
choice (4AFC) method, with an auditory prompt. Each session consisted of many tests,
in which the color signal strength is controlled by a staircase procedure according to the
patient’s response. If the patient correctly identified the direction of the moving stimulus
twice during sequential presentation, the algorithm reduced the chromatic saturation of the
stimulus, bringing its chromaticity closer to that of the background to make it more difficult
to see. When the patient failed to produce a correct response, the chromatic saturation was
increased to make it easier to see. Each session consisted of 11 reversals and the threshold
for the session was calculated by averaging the last 6 reversals. There were six sessions
of testing consisting of three LC noise amplitudes (10%, 50% or 98%, starting with the
lowest and ending with the highest) and two chromaticities. One of the stimuli was at
the chromaticity angle of 240◦, with a blue hue chosen in order to generate a large S cone
contrast. The other stimulus was at the chromaticity angle of 330◦, with a red hue chosen
to generate a large L-cone contrast but to remain isoluminant with the gray fore- and
background in terms of S cones. Both chromaticies had the potential to produce residual
scotopic/rod contrasts. Display limits available along each chromatic angle were measured
experimentally by a subject with normal vision, intentionally providing the wrong response
for each presentation.

With low LC contrast amplitudes, both normal trichromats and BCM subjects were
able to obtain reliable thresholds that were well within the display limits by performing the
test using either luminance or chromatic contrast. Previous studies have shown that high
amplitude LC noise tends to mask the use of residual luminance contrast signals present
in colored stimuli that are designed to be ‘isoluminant’ for the CIE standard observer [80].
Thus, as LC noise amplitudes approach 100%, subjects are expected to need greater contri-
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butions from the chromatic signal to correctly judge its direction of motion; however, the
completeness of isolation from scotopic luminance signals in severe loss of cone function
remains to be evaluated. In normal trichromats, when the color signal strength is at or
above the subject’s color threshold, any further increase in LC noise has little effect on the
subject’s color threshold.

4.6. Adaptive Optics (AO) Imaging

To image the photoreceptor mosaic and estimate the density of cone photoreceptors, we
used a custom-built, multimodal adaptive optics scanning laser ophthalmoscope (AOSLO)
system, previously described in [56,81,82]. Three photomultiplier tubes (Hamamatsu
Corporation) were configured to simultaneously record confocal and non-confocal split-
detection near-infrared reflectance image sequences at 18 Hz. AOSLO image sequences
were acquired over the central 3◦ surrounding the anatomical fovea, and along superior and
temporal meridia until reaching approximately 15◦ eccentricity. AOSLO image sequences
from each retinal location were desinusoided, registered [83], and semi-automatically
montaged [84]. To quantify, a region was first selected at or near the anatomical fovea
that appeared to contain the highest density of waveguiding cones. One grader (R.L.W.)
manually identified the waveguiding cones within this region. A sliding square window
55 µm per side was then used to calculate the waveguiding cone density at each pixel and
the location of peak waveguiding cone density was determined. Non-waveguiding cones
within the 55 µm square region of interest centered on the location of peak waveguiding
density were manually identified. All waveguiding and non-waveguiding cones were then
considered when calculating total cone density. Waveguiding and non-waveguiding cones
were also identified over a 300 µm per side square centered on the peak waveguiding cone
location and waveguiding and total cone density was calculated over this region. AOSLO
imaging was successful in six of eight patients (all but P3 and P4).

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/ijms251910639/s1, Figure S1: Comparison of temporal vs. spatial
averaging on outer retinal subcellular defects; Figure S2: Setup parameters used in the public domain
web-based FrACT10 application to measure chromatic acuities with diagonal gratings; Figure S3:
Setup parameters used in the commercial CAD application to measure color vision.
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