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mantra

NOUN

mantra (noun) - mantras (plural noun)

1.a statement or slogan repeated frequently.

ORIGIN

late 18th century: Sanskrit, literally ‘a thought, thought
behind speech or action’, from man- ‘think’, related to
mind.
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Glaucomantra

NOUN

GlaucoMantra (noun) - GlaucoMantras (plural noun)

1.a statement or slogan repeated frequently to assist
with diagnosing glaucoma earlier and treating
progression sooner; phrases to re-center our glaucoma
care

ORIGIN

late 18th century: Sanskrit, literally ‘a thought, thought
behind speech or action’, from man- ‘think’, related to
mind; Spring 10A 2022.
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Who is a Glaucoma Suspect?

“A glaucoma suspect is an
individual with clinical
findings and/or a
constellation of risk factors
that indicate an increased
likelihood of developing
primary open-angle
glaucoma (POAG).”

JanuaryL, 20161255112 151

Who is a Glaucoma Suspect?

“A diagnosis for primary
open-angle glaucoma
(POAG) suspect is
established by the
presence of one of the
following conditions: a
consistently elevated
intraocular pressure
(IOP), a suspicious-
appearing optic nerve, or
abnormal visual field.”

Prum), U M, Willams %, o 3.

January 1, 016,123 P11 PIS1
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Who is a Glaucoma Suspect?

“Highlights of established risk
factors for a POAG suspect
diagnosis include an elevated
10P, family history of glaucoma
or glaucoma suspect, thin
central cornea, race, older age,
myopia, and type 2 diabetes.”

Sy, 2016123112 151,

Case Presentation

» 41 year-old male returns for continued glaucoma suspect evaluatiol
testing

» No relevant ocular history

» Review of Systems: unremarkable and noncontributory.
»No medications
»Non-smoker
»Social drinker
»Healthy, active

» Negative FOHx

Case Presentation

UNCORRECTED VISUAL ACUITY

0oD: = 20/20
0s: = 20/20
PUPILS

OU: round, reactive; (-) rAPD OD, OS

CONFRONTATION VISUAL FIELDS
OD: Full to FC
0S: Full to FC




Case Presentation
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Case Presentation

SLIT LAMP EXAM OU
Lids/Adnexa: clear OU
Conjunctivae: palpebral/bulbar clear
Sclera: white
Cornea: clear/normal; (-)pigment OU

Anterior Chamber: deep and quiet OD,0S;
NO cell

Iris: clear/normal; NO NVI, synechiae
Lens: clear OU; NO PXE OU

Pt Ays e 5 o arios 06 @@ 6%
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Intraocular Pressure Applications

* Mean IOPis the g evelopment!2 and the
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IOP Implications

“...the most important healthcare implication from this
analysis is to avoid being falsely reassured by a lower level of
IOP in glaucoma case finding.”!

b

* |OP is not glaucoma.

1. Chan MPY, Khawaja AP, Broadway DC, Yip ) Luben , Hayat S, Peto T, Khaw KT, Foster P, Risk fators for previously undiagnosed
primary open-angle glaucoma: the EPIC-Norfolk Eye Study. Br J Ophthalmol. 2021 lun 25:bjophthalmol-2020-317718.

IOP Implications

“Kill the magic number”

“We have so far failed to eliminate the incorrect
notion that the IOP value 21 mmHg is meaningful or
represents a benchmark for treatment...

We should not care if the baseline 10P is 30, 20, or
10mmHg, as we will use whatever is the baseline to
set a target lowering.”

Quigley HA

Eye (Lond),
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IOP Limitations

“Among chronic diseases,
glaucoma is remarkable in
that its primary risk
factor, IOP, is measured
only rarely and mostly
randomly, perhaps a few
time a year in most
patients.”

|OP Limitations

“...a single IOP measurement during so-called office
hours is a poor surrogate of the entire IOP profile of a
patient with glaucoma...”

e t2ots). sav
Ther, 35111775 1304
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e 11, Garvay-Heath, et .

ague, he Netherlands.

Ast-Pacfic Glaucoma Guidelines,Second Edton

Intra- |
abdominal

| pressure

Posture
and Sleep
position

fluid
increases

breb A Brandt 0., Garvap Hesth D, et 3. e
Hague, The Netneriands. 2007
fsia-Pacic Glaucoma Guldelnes,Second Editon

Light touch through adnexal skin or lids (gentle eye

Voluntary squeezing of lids (squinting)

Eye Compression (massaging, rubbing, wiping, drying)

‘The dependent (lower) eye during side sleeping

Long duration prone sleeping

T
St vttt cogestion
Playio ot ighpc oteson rumpet

ACTIVITY INTRAOCULAR PRESSURE

Approximately double baseline IOP

Elevations up to 90 mmHg

Up to 30 mmHgand 40 mmHg.

A mean elevation of 4.4 mmHg

Amean of 2 mmHg above supine 0P

A mean elevation of 40 mmHg

A mean elevation of 2245 mmHg

A mean elevation of 36 mmHg.
Elevations up to 48 mmHg
Elevations of 10-25 mmHg
Elevations sup to 44 mmHg

Elevations of 2-4 mmHg

Suspecs. Optom, (41223 231

b
SHELEANED OVER'AND WHISPERED STHEY'RE BEHIND.YOU®
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Correlate
And
Carry
On

10
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Preferential Loss
- Structural and Functional Correlation -

11
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“Perform sufficient examinations
to detect change.”

* “A good baseline of reliable VFs is
essential to be able to monitor for
progression.”

* “Decisions on progression should
not be made by comparing only
the most recent field with the one
before.”

 “Suspected progression should be
confirmed by repeating the
field.”*

e «  ProposedPractice

. . ® & Current Proctice

©—8-8 Baseline

4 years from diagnosis

AN. Weinreb, D
Boodhna T, Crabb DP. More frequent, more costly? Health
“See also: Chauhan BC, Garway-Heath DF, Gofi 3, Rosseti L Bengisson B, Viswanalhan AC, Helj A
gaucoma. B J Opfihaimol. 2008 AP92(4)569-73

Ith Serv Res. 2016:16(1)611.
for measusing i

"
Earlier intervention

Visual
Function

Later

Fast Progression intervention
¥

Level of visual disability

....... P Slow Progression

Birth Deathy

Iy

“Clinicians should aim
to measure the rate of
VF progression.”

R.N. Weinreb, D. G.-H. (2011), icoma — World
Paris: Kugler Publications.

.. Feb

CaprioliJ. of rates in gl AmJ Ophthal

Visual Field Progression
- WHERE do we see it? -

* The sequence of disc sector rim loss correlates
with the progression of the VF defects:
+ Early VF loss: Nasal upper or lower quadrant
* Moderate VF loss: Connecting arcuate
* Advanced: Island of sensitivity in the inferior-
temporal VF

* Regional preferential rim loss depending on stage
of disease:
« Early: Look carefully in I.T. and S.T. disc regions
« Moderate: Temporal horizontal disc region
* Advanced: Inferior nasal, then superior nasal
rim loss

13
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Visual Field Progression
- HOW can we detect it? -

* LOOK for:
* Deepening of current defects (PSD)
* Enlargement of current defects (MD)
* NEW defects
« “Visual field progression may be analyzed by either ‘event-’ or ‘trend-'based
methods”
* “In general, event-based methods are used early in the follow-up, when
few VFs are available for serial analysis.
* “In general, rate-based analyses are used later in the follow-up, when a
greater number of VFs is available over a sufficient period of time to
measure the rate of progression.”

RN, Welnreb, .G, (2011

14
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Visual Field Progression
- WHERE do we see it? -

* “When progression is identified, the clinician should ensure that the progression
is consistent with glaucoma and not related to some other cause?.”

» Nonglaucomatous optic neuropathy is associated with24:
« younger age (<50 yoa).
« visual acuity worse than 20/40.
« pallor that exceeds or extends beyond the cupping (94% specific).
« visual field defects that respect more the vertical meridian.

RN Weinreb, 0.6 H. (2011
2o J5 B Wi Pad-Jonas . CTnoscopic xokaton o e g rane s Sut Cpaimol. 1969, 43253320
Chotor N oo 5. P V. oo R Copoed o sl s rosses, h o o o e e, i S f
ompmimoly Neveries FLSE) 85497

Gleenek D, Sabonsh R, G 3, Scha N, Parih . The cuppad . Who nes nereinagig? Cphimobgy. Coiser 1998 105(10) 10661874,

Lower
IS
Better

16
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Younger
Age

( MOrE ( Exfoliation
Aggressive
¥ Tvealmenl) Glaucoma

\

Anglll A, Ritch . treatment
journal o ophthalmology. 2009 Jan:16(1)35.

Holl G, Katsanos A, K
(Auckiang, N2). 2015;:907.

Younger
Age

Pigmentary
Glaucoma

—

. Treatment

More |
Aggressive )

Campbell DG Pigmentary
Niyadurupola N, Broadway D. C. review. Cinicol &

Experimental Ophthalmology. 2008;35(9)868-882.
Farrar. M, Shields M. 8.

Underdisgnosed

Angle

Closure
Glaucoma

B cencits rom e

ore Aggrssive
Trestment

cin

Henrietta , Chew %, 1 of
Ophthalmol 2013;7(7):1205-1210.

) Cataract

Brown K, Zhong L, Lynch MG. Clear
Refract Surg. 2014;20:840-841.

Normal

. Geneitsfrom
Tension Aggrssive 107

Reducion

Glaucoma

Killer HE, Pircher A. Normal tension glaucomat review of current understanding and mechanisms of the pathogenesis.

Eye (Lond). 2018,32(5) 924-93.

King 0, Drance M, Dougla G, Schulzer M, Wijsman K. Comparison of visual fe defects n norma-tension glaucoma and high-

tension glaucoma. Am J Ophthalmol. 1986;101:204-7.

Am ) Ophthalmol. 1998;126:498-505

17
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Lower is Better.

« Sufficient IOP reduction
* Residual life expectancy/Age

Lower
IS
Better

* Sufficient treatment
* Over treatment for older patients
* Under treatment for younger
patients

Target IOP Treatment Principles

“In the end, it will be impossible
to know if we overreacted or did
too much, but it will be QUITE
apparent if we under reacted or
did too little”

(Dr. Darrin M. Peppard
March 20, 2020)

“The decision to initiate glaucoma
treatment should be based on the
assessment of the risks for development of
functional impairment or decrease in
vision-related quality of life, taking into

account factors such as coexisting ocular * Stage
conditions, the patient’s life expectancy,
and general health status, as well as his/her
perception and expectations about
treatment.”

* Age

— el
Gloucoms Asscition, Amsterdam Kol Publcations; 2010.p 3

Target IOP Treatment Principles

18
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Evaluating Target IOP

S S How much
[+ ONH eval Vo | [+ ONHeval o longer?
* VFeval * Multiple * VFeval  Ocularrisk
readings. * Multiple visits factors
« 10P limitations « Residual life
Wl How much L P |_expectancy

Rate of
damage? progression?

Jimos WD T rsre o hsy. ) G 1997 1938

Kuger Publcations,The Hogue,The
Netnerands. 2007

g
e s nion o 01 55305

Target IOP Treatment Principles

: Ethnicity et e
characteristics (iris,

[ ) eyolash, skin colour) @B
+ Cultural acoeptance®

* Have not been extensively studied or reported

Target IOP Treatment Principles

Target IOP Treatment Principles

S .o O e . e 7 e o Tl s of e Gk s g SUG e S

1
S ' \

( e )( s )( i )( )( sLaw]

umnsmsu nunnunu.
GAMAGE expicTaNCY nitk Factons || prosnEstion

(Auvmcsn I( LaNa FAST

[ The above tactors need 1o be considered as a whole in ‘
| desiding the individual target pressure required
* Gonsider ceniral pomeat thicknesss

it ines 4 g
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Target IOP Treatment Principles

PATIENT DRUG
CHARACTERISTICS PROPERTIES

Firat choice
treatment

Quality of life

S ————————

Target IOP Treatment Principles

The Glaucoma Pyramid:
Target IOP Guides Therapy

Ocular Hypertension =3 m«"ty
3.0M 21 -
£ g
s 2.0M o [Satetysndiop
3 ] loworing
& = needed
» -3
i g -
s

 Ann

“In treated patients, failing to achieve target
IOP was associated with more rapid VF
worsening. Eyes with moderate glaucoma
experienced the greatest VF worsening from
failing to achieve target 10P.”

Villasana GA, Bradley C, Ramulu P, Unberath M, Yohannan J. The Effect of Achieving Target Intraocular Pressure
on Visual Field Worsening. Ophthalmology. 2022 Jan;129(1):35-44

Re-evaluating Target IOP

Evaluating
target 10P

‘Maintain
the target |}
1op

Weitret . Heath D, e Kuger Publcatons,Th Hogue,The
Netharands. 2007

ot %, Angmo 0 Ramaswamy D, 0adaT.Simpiting
osuregoucoms.Indan ) Ophenaml. 2018 Apr G4} 495505

8/8/2024
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56,000 Ways To Treat Glaucoma

From ignorance our comfort Baws. The oaly wreeched are he wie.
Matthew Prce (1664-1721)
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Timid 290 bt 90 oeally (acetazolamide 12 ‘N)uu = 5000g miokiaod.rolearm Bcptizane
Somg): %, unoprostone 0.15%, bimato-

9%); adrenergic 2%, bemonidioe-P 015% speacloidie

e 1o s pinephene 055 e and 250 s the i (plcarpnesoktion 0.5%
4%, 6% or %, pilocarpine gel 4%, and carbachol 0.

'As of i wriing. ignoring generc squivalents and pt i ;-mm glaucona patients may now be on

of 12 beta-blockers, § CAls, 4 prostaglandins, 7 adrenergic agoists and 11 miotics
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with an ageat from each of the five phar
[13 (beta-blockers) X 9 (CAls) X S (prostaglandins) X § (adrenergic agonists) X 12 (miatics) = 56,160 — | =
5615911 . g
L d  1Rhok Inhibitor i
67,391!!
Realin, TonyFechtner, Robert D et al. 56,000 way Ophthalmology,Volume 109, lsue 11,

Beta-Blockers |

S

¢ Rho-kinase o Carbonic
®OCK) | Anhydrase
Inhibitors CATERG] Inhibitors

S

Reali, TonyFechtner, Robert D et al. 56,000 ways to treat glaucoma. Ophthalmology, Volume 108, lsue 11, 2002.

«Latanoprost 0.005% (generic and Xalatan, Pfizer)

Sun
Pharma)

0.01% (Lumigan, Allergan);
0.03% (generic)

«Travaprost 0.004% (generic and Travatan Z, Novartis)
«Tafluprost 0.0015% (Zioptan, Akorn)

“Latanoprostene bunod 0.024%, (Vyzulta, Bausch + Lomb)

imolol maleate 0.25% and 0.5% (Timoptic, Timoptic
Ocudose and Timoptic XE, Valeant Ophthalmic) and
0.5% (Istalol, Bausch + Lomb, and generic)

olol hemihydrate 0.25% and 0.5% (Betimol, Akorn)
*Beta-1 selective betaxolol hydrochloride 0.5% (generic)
and 0.25% (Betoptic-S, Novartis)

eLevobunolol hydrochloride 0.5% (Betagan, Allergan)
and 0.25%and 0.5% (generic)

Beta-Blockers

«Apraclonidine (iopidine 0.5% and 1%, Novartis and
generic)

Alpha Agonists |

*Brimonidine: 0.2% preserved with BAK and 0.15% non-
BAK preservative and 0.1% (Alphagan P, Allergan,
preserved with Purite)

21
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Carbonic «Dorzolamide 2% (generic and Trusopt, Merck)
*Brinzolamide 1% (Azopt, Novartis)

Anhyqrase *Acetazolamide 125 mg and 250 mg tablets (generic) and

Inhibitors 500 mg sustained-release capsules

N

{ Rho-Kinase Netarsudil ophthalmic solution 0.02% (Rh
*Netarsudil ophthalmic solution 0. opressa, Aerie
‘. (ROCK) | Pharmaceuticals
' Inhibitors
,//

Pharmaceuticals)
. «Brimonidine 0.2%/timolol 0.5% (Combigan, Allergan)
Fixed *Dorzolamide 2%/timolol 0.5% (generic, Cosopt, and Cosopt PF,
Combination ~ Akern)
+Brinzolamide/brimonidine 1%/0.2% (Simbrinza, Novartis)
*Netarsudil/latanoprost ophthalmic solution, 0.02%/0.005%
(Roclatan, Aerie Pharmaceuticals)

and (Imprimis

Lower IS More

« Sufficient IOP reduction
* Residual life expectancy/Age
« Sufficient treatment
* Over treatment for older patients

* Under treatment for younger
patients

“The goal of glaucoma treatment is the
preservation of vision and vision-related
quality of life throughout the patient’s
lifetime.”

" Thorotare,

Newersey. 72

22
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100-
0
)
E o
4D . § of
Patient adherence is the g 50
wild card in the deck for g
controlling glaucoma * 8
s » w|
progression. o ‘ = ;
sy adey ol
Medication Schedule
peret M. mrersen e Osterberg L, Blaschke T. Adherence to medication. N Engl J Med. 2005 Aug
2018,95(2):155-162 4;353(5):487-97
“Ultimately,... nonadherent
patients...fail to achieve the intended
or full effect of the treatment.”

Budenz D. A Clinician's Guide to the Assessmentand Management of Nonadherence in Glaucoma.
Ophthalmology January 1, 2009;116:543-547.

Defect Severity. Ophtholmology.January 1, 2011;118:23%8-2402.
Therapy. p

2. Schartz 6, Quigley .

3. OlhoffC, Schauten ), van de Borne B, Webers C.
Oculr Hypertansion. An Eidence Sased Review. Opthalmology. January 1, 2005;112:953.961.67.

. Stewart WC,Chorak 89, Hant Hi, Seth

G
nerve head, A | Opthhaimol 199% 116: 176181

23
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5
= “To increase the
g > effectiveness of our
= current glaucoma
° .
£ treatments, there is a
E s critical need to focus on
- Doses missed . . .
L © Missed helping support patients in
172 Missed - . .
172 Missed improving their glaucoma
2| —— 23 Missed . N »
medication adherence.
o 1 2 3 4 s & 7

Follow-up (years)

Newman-Casey PA, Niziol LM, Gillespie BW, Janz NK, Lichter PR, Musch DC. The Association between
Medication Adherence and Visual Field Progression in the Collaborative Initial Glaucoma Treatment Study.

Ophthalmology. 2020 Apr;127(a):477-483.

«...increasing the effectiveness of
adherence interventions may have a far
greater impact on the health of the
population than any improvement in
specific medical treatments.”

Haynes RB, McDonald H, Garg AX MP. World Health

Organization. knowledge/publications/adherence full report.pdf

“[Eye care providers]...do a poor
job of detecting nonadherence
in their patients.”

“Physician attitude has been
shown to play a large role in
patient adherence...”

24
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“...addressing adherence issues
involves changing physician
behavior, which may result in
changes in patient behavior.”

T know it must be difficult to take all your medications regularly. How
often do you miss taking them?’

Of the medications prescribed to you, which ones are you taking?

Of the medications you listed, which ones are you taking?

Have you had to stop any of your medications for any reason?

How often do you not take medication X? (address each medication
individually)

When was the last time you took medication X? (address each medication
individually)

Have you noticed any adverse effects from your medications?

Brown MT, Bussell JK. Medication adherence: WHO cares?. Mayo Clin
Proc. 2011;86(4):304-314. doir10.4065/mcp.2010.0575

“Managing glaucoma...is influenced by a
person’s perceived susceptibility to the disease,
the perceived severity of the disease, the
perceived benefits to treatment and the
perceived barriers to the recommended
behavior change.”

e oty PA St 4 Colamn AL L L P, W et With Gl Lse VisnsToe ot P

“For a glaucoma patient, this would mean that the
person would only take their medication and return
for their follow-up appointments if they believed
that glaucoma would cause undesirable vision loss,
the treatments offered by their doctor could mitigate
this effect, and the barriers to following their
physician’s recommendation were not so difficult to
overcome that they outweighed the perceived
benefit of treatment.”

mmmmmm ey D, S A, Coliman AL erndn L e 9.y Pt i

25
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Perfect Adherence  Near-Perfect Adherence Good Adherence
Adherence Pie
Adherence Pie
Moderate Adherence Poor Adherence Nonadherence

Full Adherence = Complete Treatment = Full Benefit ‘
Partial Adherence = Incomplete Treatment = Partial Benefit

0

Nonadherence Moderate Adherence Perfect Adherence

Complete Treatment

Incomplete Treatment
ial Full Benefit

Partial Benefit

26
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Fans St v 2015 2016

“Ineffective self-installation of
eye drops was associated with an
increased risk of glaucoma
progression or treatment
advancement to incisional
surgery.”

Rajanala AP, Prager A, Park MS, Tanna AP. Association of the Effectiveness of
Eye Drop Self-instillation and Glaucoma Progression. J Glaucoma. 2022 Mar
1;31(3):156-159

Trabecusr
Quttow

Lo Traboculs Meshwork ek

NORMAL

Y

“Minimally invasive glaucoma surgeries fill a gap that has existed in the
treatment algorithm for glaucoma between medical therapy and laser at one
end of the spectrum and traditional filtering glaucoma surgeries at the
other.”

Frgre M, Dckorson JE . The oo of Miimall i Giaucoma SurgryDevies i h MaragermntofGlsucoma publhe corcton
Eopass i Optom Vi S 2015 n35(9) S54] ptar s 54 2018352 155-162

27
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GLAUCOMA PIPELINE

| 2022 suncicaL |
VATION

“Minimally invasive glaucoma surgery has been
shown to provide a safe surgical approach,

particularly in combination with cataract surgery,
and may provide good intraocular pressure—

lowering effectiveness and the opportunity to
reduce or eliminate ocular hypotensive medications.
Identifying those patients who could benefit from
minimally invasive glaucoma surgery through
decreased dependence on medications and the
potential for better control of their glaucoma is in
alignment with the overall goals of optometric
e practice.”
Samples J., Mahan M. Glaucoma Pipeline. Glaucoma Today. March, 2022

Ahmed .,

opass I ptom Vi S 2016 Jn35(6 554 ptoma 5 2018.952)165-162

Prevalence and Association

Dry Eyes Glaucoma
7 >30 Million in US >3 Million in US
i,
] From top left to bottom right: iStent, iStent
[ inject, Hydrus Microstent, iTrack, trabectome,
PR, ‘TRAB 360, Kahook Dual Blade, CyPass Micro-

stent, iStent Supra, XEN 45, PreserFlo,
MicroPulse G6 eyclophotocoagulation.
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“The

cycle”

“Since tear osmolarity is a function of tear evaporation in
either ADDE or EDE, tear hyperosmolarity arises due to
evaporation from the ocular surface and, in that sense, all
forms of DED are evaporative. In other words, EDE is more
accurately considered a hyper-evaporative state.”

Craig I, Nelson 1D, Azar T, Belmonte . Bron AJ, Chahan SK,de Paiva CS, Gomes JAP, Hammit KW, Jones L, Nichols 1), Nichols KK, Novack GD, Staplton F,
Willox MDP, Wolffsohn J5, Sullvan DA, TFOS DEWS Il Report Executive Summary. Ocul Suf 2017 Oct;15(4) 802-812

Baudouin G, Kolko M, 5, Messmer EM. eye, and beyond. Prog Retin Fye Res. 2021

Jui83:100916

Treatment Goals

Dry Eyes Glaucoma
Improve Quality of Life
Increase Homeostasis

Preserve Visual Function
Decrease IOP

I
i
:
§

Craig I, Nelson 10, Azar T, Belmonte C, Brom A, Chauhan SK,de Palva C5, Gomes AP, Harmmitt KM, Jones L Nichols J), Nichols KK, Novack GD, Stapleton F, Wilkox MO?,
iisohn 5, Sull TF0S DEWS Summary. Ocul Surt :
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Craig 7, Nelson J0, Azar O, Belmonte C, Bron A, Chauhan SK, d Paiva CS, Gomes JAP, ammitt KM, Jones L, Nichals 1, Nichols KK, Novack GD,
Stapleton FJ, Willcox MDP, Wolffsohn 1, Sulivan DA, Ocul Surf 2017 Oct;15(4):802:812.

In-Office Procedures

Glaucoma

“Diagnosis “Escalation
Uncertainty” Reservation”

aucoma Early Moderate Advanced
Suspect Glaucoma Glaucoma Gla

“Treatment
Hesitancy”

Sooner Correlate Repeat
Rather And Repeat
Than Carry Repeat
Later On Repeat

Lower
IS
Better
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Glaucomantra

Better providers...Better care

ASHA EURICH

Better providers...Better care

Start

“What should we/I start
doing?”

List ideas/Items:

« Things that are not being
done, but should be done

« Things to begin daing to get
batter rasults

= Things worth experimenting
with for better results

Stop
“ What should we/l stop
doing?”

List ideas/Items:

« Things that are not working
or helping

« Things that impede or are
not practical

- Not delivering desired
results

* We or others

Co

“What should we/i
continue doing?

List ideas/Items:

« Things that are working well

= Things that we want to keep

= Worth continuing to see if
they're worthwhile

= We like or need

Questions??

Email: austin@caringforeyes.com

Instagram: glaucomaqd Website: www.glaucomaqd.org
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