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-

ldentify the salient principles in
the diagnosis and management
of glaucoma

-

e Discuss the main factors in
| ea rning ¢ determining when to commence
. . the treatment of a case of
ObJeCtIVeS - g|auc0ma

Consider the treatment options

and be able to customise an
individual regime for each

patient




“A group of progressive optic
neuropathies characterised by
degeneration of retinal ganglion cells
and retinal nerve fibre layer resulting
in changes in the optic nerve head”

Glaucoma
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Individualise care
Goals Preserve visual function
Promote quality of life



Glaucoma in Australia
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Glaucoma in Australia

1:8 people

Over 80 years

600,000

Australians

#1 cause

Irreversible
blindness
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Glaucoma in Australia

tvst DO 10.1167/tvst.4.2.1

Perspective

Why Do People (Still) Go Blind from Glaucoma?

Remo Susanna Jr.', Carlos Gustavo De Moraes?, George A. Cioffi?, and Robert Ritch’

' Department of Ophthalmology, University of Sao Paulo School of Medicine, Sao Paulo, SP, Brazil
> Department of Ophthalmology, Columbia University Medical Center, New York, NY, USA
? Einhorn Clinical Research Center, New York Eye & Ear Infirmary of Mount Sinai, New York, NY, USA

Susanna R, De Moraes CG, Cioffi GA, Ritch R. Why do people (still) go blind from glaucoma? Translational
Vision Science & Technology. 2015 Mar;4(2):1-12
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Glaucoma in Australia

Glaucoma is (still) undiagnosed
Glaucoma is (still) improperly treated
(Still) lack of adherence

Susanna R, De Moraes CG, Cioffi GA, Ritch R. Why do people (still) go blind from glaucoma? Translational
Vision Science & Technology. 2015 Mar;4(2):1-12
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Recent developments in
glaucoma have required
revisiting treatment algorithms
and integrating traditional and
novel approaches to ensure
optimal outcomes



Interactive seminar

5 clinical cases
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Interactive seminar

Ask a question
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Interactive seminar

Not Secure — doctorkerr.com.au

Dr Kerr

Ask a question

ntekact

Participate Mulive polls and ask quest
the presentation

Vote

What target pressure
would you set?

O 21 mmHg or less

18 mmHg or less
15 mmHg or less

12 mmHg or less
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Interactive seminar

Ask a question

Vote

Download slides or a
summary
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Interactive seminar

Glaucoma
Management:
When, Which, and How

Dr. Nathan Kerr

Saving sight. Changing lives.

Dr Kerr

Glaucoma Management — When, Which, and How
Presenter: Dr Nathan Kerr
Australian College of Optometry Seminar Series, Tuesday 18 June 2019

Learning Objectives

1

Identify the salient principles in
the diagnosis and management of
glaucoma

Discuss the main factors in
determining when to commence
the treatment of a case of
glaucoma

Consider the treatment options
and be able to customise an
individual regime for each patient

Glaucoma

A group of progressive optic
neuropathies characterised by
degeneration of retinal ganglion
cells resulting in changes in the
optic nerve head

Still a leading cause of irreversible
vision loss in Australia

The major proven treatment is to
lower intraocular pressure (IOP)
The goal of treatment is to
maintain the patient’s visual
function and related quality of life
Therapy should be individualised
to the patient’s needs and
preferences

Recent developments in the
therapeutic field have led to
changes in treatment paradigms

Classification

Glaucoma is classified into two
major subtypes — open-angle and
closed-angle

Both open-angle and closed-angle
glaucoma can be either primary or
secondary

Primary glaucoma is where there is
no identifiable cause

Secondary glaucoma refers to any
form of glaucoma where there is
an identifiable cause of raised IOP

Open-angle

Primary open-angle glaucoma is
the most common form
Normal-tension glaucoma occurs
with IOP consistently 21 mmHg or
less and show field defects closer
to fixation, more localised retinal
nerve fibre layer defects, and
increased tendency for disc
haemorrhages

Secondary open-angle glaucoma is
most commonly pseudoexfoliative
and is associated with higher IOP
and greater risk of blindness

Closed-angle

Closed-angle can be classified as
primary angle-closure suspect
(PACS), primary angle-closure
(PAC), or primary angle-closure
glaucoma (PACG)

™ Tior | GON
<180° | or PAS
PACS + = 5
PAC + + -
PACG + + +

Staging

Glaucoma can be staged according
to severity

Early: Mild defect not within 10° of
fixation (MD better than -6 dB)

10:09+v
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ABOUT DR NATHAN KERR
LOCATIONS
REFER A PATIENT

PRIVACY

Dr Nathan Kerr MBChB, MD, FRANZCO

Glaucoma and Cataract Surgeon | Eye Surgery Associates

Phone: 1300 GLAUCOMA  Email: nathan@doctorkerr.com.au Web: doctorkerr.com.au
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— Case 1

ldentifying patients
at risk of glaucoma




Case 1
- Demographics Female, 56 years old

History Disc cupping and RNFL changes

S ela|ElMalS eIVl V\yOpia. No raised |IOP.
IS lcellec NSl Osteoarthritis

Family history NI
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Case 1 What would you like to ask
— about her past medical
history?

@ Slide is not active Activate o O O
0 B
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Case 1

Right eye -xamination Left eye

6/4.5
-0.25/-0.75x80

6/4.8
0.00/-1.00x20

Visual acuity

Refraction

Qo
—
N

529
Deep & quiet
Grade 4

No cataract

CCT

U

3
Deep & quiet
Grade 4

No cataract

—

Clelalle
Lens

Fundus

o
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RNFL Deviation Map RNFL Deviation Map

Neuro-retinal Rim Thickness

M 0D === 0S

TEMP SUP NAS INF TEMP

Disc Center(0.00,-0.09)mm

\ RNFL Thickness Disc Center(0.00,0.03)mm
Extracted Horizontal Tomogram

Extracted Horizontal Tomogram
o —0D === 05

TEMP SUP NAS INF TEMP
Doserstied
115 Distibspon of Noamsls 109
| =l
9 Na 6% 5% 1% 9
4 B9 B0 : 60
W .. W
Quadrants
RNFL Circular Tomogram 133 126 RNFL Circular Tomogram
0D Sectors 0S Sectors
OD Deviation Map | OS Deviation Map
S ; f_,:.,d-"""- < . Diversified: v
“". Jusly Uil
: . 59 9 Bt Lun :;;:’-ﬁtax

it

Y BTeT et Average GCL +IPL Thickness

Minimum GCL + IPL Thickness
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Fixation Manitor: Gaze /Blind Spot Stimulus: Ill, White Pupil Diameter: Date: 17-06-2019 Fixation Manitor: Gaze/Blind Spot Stimulus: Ill, White Pupil Diameter: Date: 17-06-2019

Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 2:24 PM Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 2:18 PM
Fixation Losses: 3/15 xx Strategy: SITA-Standard RX: +2.50DS DC X Age: 56 Fixation Losses: 1/13 Strategy: SITA-Standard RX: +2.50DS DC X Age: 56
False POSErrors: 2% False POSErrors: 3%
False NEG Errors: 11 % False NEG Errors: 4 %
Test Duration: D5:26 Test Duration: 04:39
Fovea: OFF Fovea: OFF
i 20t 2 7 X TS X
s 2% 2|27 ™ 2 2 M M |2; M W
2% 27 8 M '3.1 » W B k2B B | 1| '3'2 n W BN
2 % 24 2% |W W 0 2% % 2 25 A | ® I )
20— | = 2~ % o 4 F = S L N b
29 ‘{5 24 X |2 » ®’ o2 A 2 29 % B B | B U OB
S 27 A B | B 2 X O 28 X O | OB X AB
a8 XA 27 2 3 2R 2 =
0 2+ 2% A3+ D
== -3 =3 ~22 =2 |-3 =3 - =1 |- 2 =3 =3 -4 ~f
=3 ) m: | =] =3 =2 0 =12 0 - €24 | ow Test Reliahility #3* 11 1= 2 3 =2 =1 =1|=3 0 1
=2 =3 e w2 | 2 =] i=]i=R =2 =2 =2=1|3 0 0= 200 011 2 1 1 1 =2 =2 =2|=1 0 =1 2
GHT GHT
-i SR B B B Y | -3 224 4 2 0 0 -1 3 011 1 i 0 -3 1 -2 -3|-1 -
Qutside Normal Limits Within Normal Limits
=1 =Rumy |=2 =2 =2=3 =3 0 =2 =)= = =2 =2 1=1 1 3 2|10 1 =2 =1 =3=2 1 0|2 =1 -4
R S S EV R I B -1 -3 -2 -2|-4 -3 0 ES I B eI I -2 T B =3 -3 2 -3 |-4 4 -1 -3
VFI  96% VFI  100%
=3 =2 =3 |=3 =2 =3 =2 =2 =32 =1 =2 1 1= 1 2 =31 =1 |=3 =1 0
0 =3|=4 -3 0i=2!|=3 =3 MD -2.85dB P<2% 2 1|e o 0 =1 |3 =2 MD +0.57dB
PSD 3.01dB P<2% PSD 1.46dB
Total Deviation Pattern Deviation Total Deviation Pattern Deviation
B - IR
R o
g on M ¢
ﬁ . .
N LB% Eye Surgery Associates (8% Eye Surgery Associates
#L2% #L<2%
By Level 2, 232 Victoria Pde. By Level 2, 232 Victoria Pde.
W<05% East Melbourne Vic 3002 W<05% East Melbourne Vic 3002
Ph. O3 9416 0695 Ph. O3 9416 0695
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Which of the following are risk
factors for glaucoma?

Age
!
5 | Refraction 0
g
0 O
2 3
x | Central corneal thickness r
=3 =
X @)
O . . &
O [ Cup-to-disc ratio o
gt
=, &
Osteoarthritis
|
Slide is not active Activate
s O &0 @O
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Major risk factors for glaucoma

e Exponential increase with age

e African people at 5x risk
Race el

: : e First degree relatives at 3x to 6

Family history  |ihaiess e

e [ncreased risk with myopia
hyperopia

Refractive error

e Increased risk for onset /
Drogression

Age

CCT e Increased risk with thin CCT
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ldentifying those at risk of glaucoma

e |[dentify and assess glaucoma patients and
suspects (those at high risk of disease)

Recommendation

e Perform regular eye health checks on all first-

Good practice degree relatives of glaucoma patients

e Survey for glaucoma in patients over 50

(Good practice especially with myopia, hypertension, diabetes,
peripheral vasospasm, steroid use, or eye injury
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Assessment and follow-up

[ POAG Suspect }

v

-
Consider disc size and J

risk factors
L (e.g. family history, IOP)

Re-evaluate
6-12 months
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6 months prior...
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— Case 2

Ocular hypertension




Case 2

Demographics Female, 54 years old

History Asymptomatic

Past ocular history Nl

Past medical history EBIEsgEle]a

Family history Glaucoma - mother and grandmother
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Case 2

Right eye -xamination Left eye

6/6

Plano

~—

O
U

6/6

Plano

~—

Visual acuity

Refraction

N
o8]
N
U

O
U

5/
Deep & quiet
Grade 4

No cataract

U

CCT

U

8
Deep & quiet
Grade 4

No cataract

U

Clelalle
Lens

Fundus

o
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RNFL Deviation Map RMNFL Deviation Map
Neuro-retinal Rim Thickness

M QD === 0S

TEMP SUP NAS INF TEMP

Disc Center{0.00,0.06)mm RNEL Thickness Disc Center(0.12,-0.15)mm
Extracted Horizontal Tomogram

Extracted Horizontal Tomogram

bm QD === 0S

[Doverstind
115 Oihbpon of Nomat:

| -
9 N&  S8% 5% 1%
88 | 80
‘ RNFL
Quadrants
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Ganglion Cell OU Analysis: Macular Cube 512x128 oD @

QﬁSThickness

L

OD Thickness Map

Fovea: 250, T1

05 Deviation Map

doctorkerr.com.au/interact



Fixation Maonitor: Blind Spot Stimulus: 111, White Pupil Diameter: Date; 25-05-2017 Fixation Monitor: Gaze /Blind Spot Stimulus: 11, White Pupil Diameter: 6.1 mm Date: 25-05-2017

Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 10:21 AM Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 10:14 AM
Fixation Losses: 0/15 Strategy: SITA-Standard RX:+0.50 DS DC X Age: 52 Fixation Losses: 0/14 Strategy: SITA-Standard RX:+2.25DS -1.25DC X 40 Age:52
False POSErrars: 0% False POSErrars: 0%
False NEG Errors: 0% False NEG Errors: 0%
Test Duration: 05:56 Test Duration: 05:37
Fovea: OFF Fovea: OFF
2 213 X % 28t 2
22 27 X |2 D OR 2 27 28 |X M =
% 2 % VW 2 A 27 W % oW WX P W 2%
202 B ¥ xx 2 A 20X 30 R R 2
» | T f 2 Z 2y » | £ Af—tp | b
28 W0 X 3B |BZ M X 288 2 A 8 ¥ OR ODBB OB L
2 ¥ B R |M O A D 238 % ¥ 3 | A8 3
2 3 W (A 3 X 5 T - T < < +
N W1 A i I o 1 B
“5 =3|0 -1 -5 -4 |- -2 -1 0[5 -3 -2 -1 |-8 -1
=5 =2 =4 =1 =2 = =5 =3 =5 |=2 =3 3 =2=1]0 2 1 =4 =3 2|1 1 0
«j @3 =3 =2 a3 =3 @3 e “] =] =3 =2|=3 =3 =3 =3 2 =3 =2 =1 1 D = 1 =1 =3 =2(=2 0 =1 =
GHT GHT
0 -1 1|1 012 0 -1 2 0|0 - =2 -3 - 6 o1 0-1]0 0 -2 0 =2 20 -3
Within Normal Limits Within Normal Limits
=2 o olz 1 Q=2 1 =3 1t =1|1 0=1 =3 0 e oo=-1t 0f2z 1 =1 =t =1 0=2 0|1 0 =l
2 1 1 i 0-2 0 1t 0 1 -0 -1 -3 @ 0u=t = =% 0 =F=f 2 =] =& = =2 A2 |
VFI  99% VFI  99%
-1 e-1|1 0 0 2 =1 22 -1 - 1T 03|11 0 0 -1 =40 0 -
1 o2 0 0 -1]-3 - MD -0.71dB 1 o1 -1 0 -1 |1 -2 MD -047dB
PsSD 1.59dB PSD 1.43dB
Total Deviation Pattern Deviation Total Deviation Pattern Deviation
(5% Eye Surgery Associates (5% Eye Surgery Associates
¥AL2% East Melbourne ¥AL2% East Melbourne
By By
H<05% H<05%
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How would you manage this

patient?
0 0
Observe Treat
0 @ Slide is not active Activate & O n O
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What factors influenced your
decision?

Age

IOP

CCT

Observe
Treat

Family history

Hypertension
l

@ Slide is not active Activate @
L =0 B0
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Risk of conversion to glaucoma

e HR 1.2 per decade

Age

Higher ‘OP e HR 1.1 per mmHg
Large CDR e HR 1.2 per 0.1
Greater PSD e HR 1.3 per 0.2 dB

: e CCT < 555 microns associated
Th inner CCT with 3x risk of conversion
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Managing ocular hypertension

e Assess risk of conversion from
ocular hypertension to glaucoma

Recommendation

e Patients at low risk of conversion

Good practice should be considered for monitoring

e Patients at high risk of conversion

Good practice should be considered for treatment
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Managing ocular hypertension

; e )

Consider risk factors
(e.g. IOP, cup/disc ratio, CCT)

N

{ Low-risk } ( High-risk J
! !

fi Re-evaluate 1 ( h
I2imoning Re-evaluate
Consider 6-12 months

_discharge | | B
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— (Case 3

Pre-perimetric
primary open-angle
glaucoma




Case 3

Demographics Male, 37 years old

History Asymptomatic

Ocular hypertension diagnosed 2015, |[OPs 25;

Past ocular history high mvopia

Past medical history Nl

Family history Glaucoma - maternal and paternal grandparents

doctorkerr.com.au/interact



Case 3

Right eye -xamination Left eye

6/6
-/./3

~—

6/6
-8.25

~—

O
~

Visual acuity

Refraction

NO
NO

O
~

N
~

483
Deep & quiet
Grade 4

No cataract

CCT 48
Deep & quiet
Grade 4

No cataract

U

Clelalle
Lens

Fundus

o
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RNFL Deviation Map RNFL Deviation Map
: Neuro-retinal Rim Thickness

M QD --- 0S

TEMP SUP NAS INF TEMP
Disc Center(-0.06,0.00)mm RNEL Thickness Disc Center(0.08,0.09)mm
Extracted Horizontal Tomogram Extracted Horizontal Tomogram
i — D === 05

NAS INF TEWP _Extracted Vertical Tomogram

 Doverstied
Jehbpon o Nomak

CIET

Na  58% 5% 1%

52

RNFL
Quadrants
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Ganglion Cell OU Analysis: Macular Cube 512x128 oD @

_ oD Thick_ness Map

Drversified:

Average GCL+IPLThickness

Minimum GCL + IPL Thickness
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Fixation Manitor: Gaze/Blind Spot

Fixation Target: Central
Fixation Losses: 0/15
False POSErrors: 0%
False NEG Errors: 2 %
Test Duration: 0457

Stimulus: Ill, White
Background: 31.5 ASB
Strategy: SITA-Standard

Date: 13-11-2017
Time: 9:01 AM
Age: 35

Pupil Diameter: 5.7 mm
Visual Acuity:

RX: -5.50 DS DC X

Fovea: OFF
X B tA B
aOX 2T |X® 22 2%
7 X} W AN |® D W %
57, 19 2 2 (N T | B + . -
ob— 7 2 PR
28 85 ¥ O3 |%¥ N N N A
B ¥ W 3N |¥ B AN T
03 28 | R 28
I VI - BT
=3 =3 |-5 =3 =2 <3| =2
6 =4 =4 |=% =2 =4 6 =3 =3|-4 =2 -3
= =i =2 =3 =0 =3 =2 =] =3 =4 =2 =3|-3 =2 -1 -4
GHT
-3 -1 =241 -1 2~ -3 -3 0D -1]0 01 -1 =2 o o
Within Normal Limits
-2 = @[=2=3 =2 0 =1 =1 0 1|1 =2 -1 0 -4
=0 -1 -2H1 0 -3 -3 =2 0-1-1]|0 1 -3 2
VFI  99%
0 0 =32 0 =2 0 0 =4|=1 1 =2
=1 =1 |2 =6 0 0|2 -5 MD -2.17dB P<5%
PsD 1.64dB
Total Deviation Pattern Deviation
¥ vRE -
vlyE o
xé -
5% Eye Surgery Associates
¥L2% East Melbourne
By
B<05%

Fixation Manitor: Gaze/Blind Spot

Fixation Target: Central
Fixation Losses: 0/14
False POSErrars: 0%
False NEG Errors: 4 %
Test Duration; 05:07

Stimulus: Il1, White
Background: 31.5 ASB
Strategy: SITA-Standard

Date: 13-11-2017
Time: 8:53 AM
Age: 35

Pupil Diameter: 8.6 mm
Visual Acuity:
RX: -4850DS -1.75DC X 3

Fovea: OFF
X At A
28 21 27T |® 2% 0@
% M W 2N | ™ 2 8
20 & 3 S -2 'R § B 7
oy 1 7 —4 £t b
21 0™ 31 ¥ OB | 2 OO A :
¥ o3 W 3N |\ W w® W
28 2 22 |3 2 OH
L 20 +2% 29 =
=3 =5 |7 -1 =2 =507 =1
=2 =3 =1 =g =3 =2 =2 =3 =46 -4 2
=G =2 =2 =3 |-1 =5 =3 =3 =5 =2 =2 =3|-1 =5 =3 -3
GHT
4 5 -2 -3 ~{ |-3 -3 -4 - -5 -2 -2 -1 |-3 -3 -4 o o
Within Normal Limits
=7 =1 =2 =2 = |=1 =1 0 =7 w2 =2 ‘=] |=f = 0
6-1 1-3|0-3 0-2 0-1 1 -2|l0-2 0+
VFI  88%
=3 1 =1[=1 0 © =2 1 =4[=1 0 9
2 =1 |- =2 2 -1 |1 =2 MD -2.19dB P<5%
PsD 1.85dB P<10%
Total Deviation Pattern Deviation
N - Ss
- TSI k-3
v e B - L
. ﬁ . o .
€=y Eye Surgery Associates
¥L2% East Melbourne
By
B<05%
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What target pressure would you

set?
0 0] 0] 0)
21 mmHg 18 mmHg 1S mmHg 12 mmHg
or less or less or less or less
¢ @ Slide is not active Activate & O n O
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General principals of glaucoma treatment

vision

functional
impairment

Age at disease onset Death
Blindness
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Considerations for setting target IOP

G
a N

Fast rate of
progression

" Advanced initial \ ) i N 1
glaucoma expecgtanzy
~ damage \ / | i
Likelihood of
" Adverse | symptomatic i |
consequences of | vision loss <— | Additional risk
. : factors
__Intervention | . 4 L )
4 l B
& ) f B
Status of other | __—> Target IOP — Patient
eye & J preferences
\ J \ J

The treatment target is a compromise between reducing the risk of symptomatic vision
loss and the consequences of therapy. Patient preferences should be taken into account.
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Setting the target IOP

( EARLY J sHorT [ HGH | No ][ sLow |

{ { [ [ {

GLAUCOMA LIFE UNTREATED ADDITIONAL RATE OF
DAMAGE EXPECTANCY IOP* RISK FACTORS PROGRESSION

(ADVAI\IICED J wong ) ow ) Yes | FAsT

The above factors need to be considered as a whole in
deciding the individual target pressure required

* Consider central corneal thickness
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Revaluating the target IOP

[ Determine Individualized Target IOP J

Prescribe treatment accordingly
and re-evaluate for progression

v v

[ Progression J [ Stable J

|
( Follow-up 6 months )
|
Consider Lower Target <
IOP

v v

Progression J [ Stable J

—

N -
Target IOP reached Target IOP not-reached 1
Consider accepting higher
(Follow-up intervals are just recommendations) Reée;’zaluatetsﬂer target %Pg 9
-12 months
L ) Re-Evaluate
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How would you manage this
patient?

Observe Prostaglandin Beta-blocker Fixed- SLT
monotherapy monotherapy combination

@ Slide is not active Activate >
a0 Bo
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Considerations on treatment options

PATIENT DRUG
CHARACTERISTICS PROPERTIES

Mechanism of

[ Clinical picture ]\ / action

3 # N =
Safety _ _ Efficacy
- Systemic > First choice < Target IOP
.- Ocular ) treatment 4
a 1 / ) g \ 1
Preserved /
Adherence unpreserved
\ S J
Quality of life Cost

A first choice treatment is considered a drug that the treating physician prefers to use as initial IOP
lowering therapy as opposed to the first line treatment, which is one that has been approved by an
official controlling body, like EMEA, FDA or National Agencies.
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e Selective laser trabeculoplasty versus eye drops for first-line
treatment of ocular hypertension and glaucoma (LiGHT)

StUdy degign e Observer-masked randomized controlled trial

e Treatment naive patients with ocular hypertension or open-
angle glaucoma

Participants

Intervention and
control

e Selective laser trabeculoplasty versus glaucoma eye drops

Evidence
€] 1HOIT

e Patients treated with laser were more likely to be drop-free
Resy |tS (74% vs 100%), at target (93% vs 91%), or require glaucoma
surgery (O vs 11 patients)

Gazzard, Gus, et al. "Selective laser trabeculoplasty versus eye drops for first-line treatment of ocular
hypertension and glaucoma (LIGHT): a multicentre randomised controlled trial." The Lancet (2019)
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— (Case 4

Primary angle closure
suspect




Case 4

BEEEERIEES Female, 54 years ola

History Asymptomatic

Past ocular history BeiVIelsige]ells

EEANCIEIRBCEA [ype 2 diabetes mellitus

Family history M
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Case 4

Right eye -xamination Left eye

6/4.8
+3.75

6/4.8
+3.75

Visual acuity

Refraction

~
—
O~

59
Shallow & quiet
Grade 1, no PAS

No cataract

—

CCT

U

O
N

96
Shallow & quiet
Grade 1, no PAS

No cataract

Clelalle
Lens

Fundus

O I
N
®
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ONH and RNFL OU Analysis:Optic Disc Cube 200x200 OD @ @ OS
RMFL Thickness Map A\ oD oS RNFL Thickness Map
f Average RNFLThickness| 115 pm 113 ym
1 RNFL Symmetry B84%

Rim Area| 1.79 mm?® 1.95 mm?
Disc Areal 1.90mm® | 2.03 mm®

Average C/D Ratio Fa ™ 0.20
Vertical C/D Ratio 014 017

Cup Volume| 0.009 mm*® | 0.001 mm?

RNFL Deviation Map

: | / Neuro-retinal Rim Thickness

M 0D === 0S

—

TEMP SUP NAS INF TEMP

Disc Center(0.03.-0.15)mm RNFL Thickness Eﬂg;z c(j?.;;t:lonfz}ooﬂ;g::“
riz ‘ ‘

Extracted Horizontal Tomogram

MM 0D ==~ 0S

'__+|

Extracted Vertical Tomogram

_ Doverstied
132 Dislibepon of Memak

C |
, q NA 6% 5% 1%
74 122 106
‘ 6 RNFL
Quadrants
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Ganglion Cell OU Analysis: Macular Cube 512x128 OD ® @ Os

OD Thickness Map OSThickness Map

Fovea: 255,656 © Fovea: 268, 66

0D Sectors 0% Sectors
OD Deviation Map : ,

05 Deviation Map

AT "5 e
Y » Dirversified: \ { \ #

P Drestpdoataor i

B of Nomaks ] A

| 95% - |

5%
O - O
AN\ 00 m 05 _
SN Average GCL +IPL Thickness 93 | o4 A
- 5

Minimum GCL + IPL Thickness 0 | %

doctorkerr.com.au/interact




Fixation Monitor: Blind Spot Stimulus: I, White Pupil Diameter: Date: 20-05-2019 Fixation Monitor: Gaze/Blind Spot Stimulus: Ill, White Pupil Diameter: 5.3 mm Date: 20-05-2019

Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 4:51 PM Fixation Target: Central Background: 31.5 ASB Visual Acuity: Time: 4:45PM
Fixation Losses: 0/14 Strategy: SITA-Standard RX: +5.75 D3 DC X Age: 54 Fixation Losses: 0/13 Strategy: SITA-Standard RX: +6.25DS -1.256DC X 13  Age: 54
False POSErrars: 0% False POSErrars: 0%
False NEG Errors: 0% False NEG Errors: 0%
Test Duration: 04:27 Test Duration: 04:15
Fovea: OFF Fovea: OFF
® 2127 2 2 25 12 28
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® ¥ W ¥ |(W R 0 28 0N W N[ PV W
0LV ¥ ON ™ 2 1 3N (3 2 2
3 X 123 28 X V122 X
o z2|lo © 2 0|2 -2 121 -1 -3(-1 0
2 2 0 o1 o0 0 0 =2 (=3 =1 = 11 0]l 2 2 00 =20 0 0
H 1 212 0 0= 1 01 1|0 =2 =23 - =2 0 0|0 1 2 0 =2 =3 =2 =21 =1 0 =
GHT GHT
-1 0 1]z 0 1 -1 -4 -3 2|02 - 2 -5 2 0 0-1 1|1 3 -1 4 - -1 =2 0|0 -2
Within Normal Limits Within Normal Limits
4 0 2|11 1 1 =2=5 0 =1 01 0 0 =4 =G =3 01 0 2|1 © 1 =1 =1 0= 1|0 =2 =1
2 1 1 0|1 0-1-2 -3 -1 02|01 2 -3 e-1 1 2|l0-2 1 0 -2 -2 0 01 -3 -1 -
VFI 100% VFI 100%
11 =11 o= -0 =32 2 10 0|0 =2 -1 =3 -1 -1 |2 -3 =2
120 -t 0 02 -2 MD +0.35dB 1 0l 0 -1 =1 [=1 = MD  +0.24dB
P5D 1.29dB PSD 1.23dB
Total Deviation Pattern Deviation Total Deviation Pattern Deviation
N LBY% Eye Surgery Associates L LBY% Eye Surgery Associates
¥<2% East Melbourne ¥W2% East Melbourne
By B
B<05% B<05%
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What is the diagnosis?

0 0 0 0
Normal Primary Primary Primary
angle closure angle closure angle closure
suspect glaucoma

@ Slide is not active Activate . O n O
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How would you manage this

patient?
0] 0 0] 0
Observe Refer for Refer for Refer for
laser laser lens
iridotomy iridoplasty extraction
@ Slide is not active Activate .
0 Bo
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e | aser peripheral iridotomy for the prevention of angle
closure: a single-centre, randomised controlled trial

StUdy degign e Randomized controlled trial

Pa rtiCi pa r‘]tS e Bilateral primary angle closure suspects aged 50-7/0 vyears

Intervention and
control

e | aser peripheral irildotomy in one eye selected at random

Evidence
€] dV/

e | aser peripheral iridotomy reduced the risk of angle-closure
events, however the incidence of angle-closure was very low

Results

He, Mingguang, et al. "Laser peripheral iridotomy for the prevention of angle closure: a single-centre,
randomised controlled trial." The Lancet (2019).
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— Case 5

Primary angle closure
glaucoma




Case 5

DemOgl’aphiCS Male, 63 years old

Concerned about surgery in better eye

Bilateral primary angle closure glaucoma, complicated right
trabeculectomy 20171; maximum medical therapy left eye

Past ocular history

Past medical history BEuliE

Family nisto ry Glaucoma - brother
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Case 5

Right eye -xamination Left eye

6/15

Plano

6

~—

6

Visual acuity

Refraction

o~
N
U

+
-
Ul

498
Shallow & quiet
Grade 1, PAS

No cataract
0.85

CCT 498
Shallow & quiet
Grade 1, PAS
No cataract

0.75

Clelalle
Lens

Fundus

o
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ONH and RNFL OU Analysis:Optic Disc Cube 200x200 OD @ | @ OS
A\

i Average RNFL Thickness|
q RNFL Symmetry|

RMFL Thickness Map RNFL Thickness Map

350
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Cup Volume

Neuro-retinal Rim Thickness

M 0D =-- 0S

TEMP SUP NAS INF TEMP

Disc Center(0.00,0.18)mm
Extracted Horizontal Tomogram

; - Disc Center(-0.03,-0.27)mm
WAL A a— Extracted Horizontal Tomogram

N 0D === 0S

—d

-7_{ .

Extracted Vertical Tomogram

TEMP SUP NAS INF TEMP

Doverstied
S0 Dislrbnpen of Nemal: 75

] ]

Ma  95% 5% 1%
RNFL \

Quadrants

— e

_Extracted Vertical Tomogram _
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Ganglion Cell OU Analysis: Macular Cube 512x128 oD @

OD Thickness Map

Fovea: 251, 64 o Fovea: 258, 65

0D Sectors 0% Sectors

OS Deviation Map
——— - =

OD pm | OS pm

Average GCL+IPLThickness

Minimum GCL + IPL Thickness
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| [sE] Single Field Analysis Central 24-2 Threshold Test
Fixation Manitar: Biind Spot Stimulus: 111, White Date: Feb 22, 2018
Fixation Target: Cantral Background: 31.5 aso Tima: 432 PM
Fixation Losses: oMz Strategy: SITA-Standard Aga: 62
False POS Errors: 3% Pupil Diamater;
Faise NEG Errors: 0% Visual Acuity:
Test Duration: 05:03 Rx: +4.750D3
Fovea: Off
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- el B rci1%
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. (#]s) Single Field Analysis

Central 24-2 Threshold Test

1, White Date: Feb 22, 2018
31.5ash Time: 425 PM
SITA-Standard Age: B2
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3

1
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Fixation Manitor: Blind Spat Stimulus:
Fixation Target: Cantral Background:
Fixation Losses: 115 Stratagy:
False POS Errors: A% Pupil Diametear:
False MEG Errors: E% Visual Acuity:
Test Duration: 0E:15 Rx: +2.25 D8
Fovea: Off
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GHT: Outside Mormal Limits
VFIL 52%

MD: -iITS8dBP=05%
PSD: 15.20dB P < 0.5%

P < 5%
P=2%
F=1%
P<05%
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What surgery would you discuss with
the patient?

0 O O

XEN Trabeculectomy Lens extraction

Lt 0 B0
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e Effectiveness of early lens extraction for the treatment of
primary angle-closure glaucoma (EAGLE): a randomised
controlled trial

StUdy degign e Randomized controlled trial

e Primary angle-closure with an |OP of 30 mmHg or more or
primary angle-closure glaucoma

Participants

Intervention and
control

e Laser peripheral iridotomy or clear lens extraction

Evidence
€] 41DV

R@SU |tS e | ens extraction was more efficacious and cost-effective

Azuara-Blanco, Augusto, et al. "Effectiveness of early lens extraction for the treatment of primary angle-
closure glaucoma (EAGLE): a randomised controlled trial." The Lancet388.10052 (2016): 1389-1397.
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