Overview

Medical management of glaucoma

‘What happens prior to the OR? What is glaucoma?

Relevant anatomy
Classification of glaucoma

Clinical workup
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Medical management
Whatis glaucoma? Intraocular Pressure

® What is IOP?
- describes amount of aqueous humor (production vs outflow)
- produced 2-3 yL/min via ciliary processes —> leaves via
trabecular meshwork

Epidemiology
- worldwide prevalence ~ 3.5% in those > 40 yrs old

® What is normal IOP?
- range ~ 10-21
- fluctuates: diurnal fluctuation 2-6 mmHg
- glaucomatous eyes >10 mmHg variation
- differences in IOP are usually painless (unless significantly
elevated)

What is it?
- group of disorders: progressive injury to optic nerve
(optic neuropathy): resulting in particular patterns of
vision loss

® TOP: target of intervention via medical or surgical intervention o werx|wil
- Goal: maintain/ slow progression, primarily via visual field ‘L ——
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Clinical Workup Optic Nerve

® Optic nerve: 1.2-1.5 million axons

* Clinical exam: tonometry, gonioscopy/ anterior segment exam &
funduscopic exam

* Corneal studies e.g. pachymetry

* Imaging
- OCT: retinal nerve fiber layer (RNFL) & macula, angiography
- anterior segment: OCT, UBM

* Visual fields
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Normal Angle Anatomy
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Gonioscopic view

Nouro-retinal Rim Thickness
oD --- 0|

me SR NAS ~ e /Q/ \ v'

Disc CGN-(-OM.-D.ﬁkM\
RNFL Thickness £ T bl
—0D --- 05 |

" Disc Center(0.21.0.12)nm
Extracted Horizontal Tomo

Fig. 1020 Retinal nerve fibre layer defects.
Superotemporal wedge-shaped defect associated with a
ooy ol normakangkfnormakpigmensi- il i

dise margin haemorrhage; (B) red-i RNFL Glicidar Toeaogeam
FLaa ge; (B) redfree photograph of the
(Courtesy or p G

RANFL Thickness Map

Visual Fields

® structural damage—> functional change
® patients are unable to detect changes early in disease process

Nasal retina Temporal retina

. RNFL Thickness Profikes. '\ ’;/V = ==

ANFL Deviation Map

N Neuroretinal Rim Thickness

—00 ---08

= - N
N ) el =0 N Site of damage
9 W
5 e s ws W Tewe = \
Disc Centor (0.09.-0.39) mm RNFL Thickness Disc Center (-0.45,-0.42) mm " » T © 43 age Cvews)

Extracted Horizontal Tomogram

Exvacto vorzona Tomogram P s ey (B r’f\/\\/ \_’ /§

W —op -8 Rate:
‘Statstically signiicant P < 001
0 0
s - MEN X ERE

w0} 4 » B Sie s e ™

o »
>
"

Extracted Vertical Tomogram  1EMP SUP NAS N TEMP Exiracted Vertical Tomogram

® v ‘
7 - e — RNFL Summary
e m ]
‘@ e &) = B Bt s,
RNFL ;;i [} ~~ RNFL Thickness Profies Progression vt
Quadrants —— .

RNFL Circular Tomogram 5 RNFL Circular Tomogram ’ . . .

FRLLE ] i

o %

: T T
a7 & 5! 75 Inferior Thicsmess Ssstie [0~ o [ Possike nonece |
- . - 5 Rate of change -15 6 +&- 6 6 ymi¥ear - —
s o RNFL - Staticticall sigrificant P < 001
e s g’:ﬁk- e I3 Figure 9-21. RNFL progression analysis for a glaucoma patient showing likely progression (obtained with
urs

o
a1 e
wea i,
wem
0 45 4 50 Cirrus HD-OCT Optic Disc Cube 200 x 200 scan). | = R
wm
. 3l dited by Malik 4 20, thook Ce o s
My sl et oD 87T e sy <o o IS8 7294, A e
e by Ml ik, . SLACK bcurponited 012
77 oo oy

on JI205 123047, g 111



Classification of Glaucoma Primary Open Angle Glaucoma

Primary open angle
* Low tension glaucoma
* JOAG- juvenile open angle
glaucoma

* Prevalence: 1.86% (95% CI 1.75- 1.96%) US population > 40 = 2.2 million

* Risk factors

open angle
/

econdary open angle glaucoma e.g.: - age
* Pigmentary glaucoma
Anatomic - Pseudoexfoliation - family history
classification . Pigment gllsper51on - high myopia (~ defined as > -6D): delayed diagnosis
Elevated episcleral venous pressure R
\ ¢ Steroid induced ’ 1 - ethnicity: AA
s bt S0 s Graooker, il B e peteit B ot - thin corneas (CCT, pachymetry): falsely low, +/- structural differences in lamina cribrosa
‘examined at the slit-lamp after dilation.
Primary angle closure - sex (7)

Acute angle closure

closed anele Chronic angle closure

Secondary angle closure
e.g. uveitic glaucoma (PAS)

Medical Management Medical Management
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Laser Trabeculoplasty Primary Angle Closure

risk factors for angle closure:
- age

- osex: f

- hyperopes

- Inuit/ Asian descent

narrow angles —> primary angle closure
(acute angle closure attack)—> primary angle
closure glaucoma

FIGURE 9.4.1. Acute angle-closure glaucoma with
mid-dilated pupil and shallow anterior chamber.
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Slit lamp view: narrow angle Gonioscopic view: narrow angle




Acute Angle Closure

* Angle closure symptoms: photophobia,
pain, nausea, decreased vision

- signs: mid dilated pupil, injection , K
edema , shallow AC, iris bombe

* RX: topical gtts, oral/ IV agents, LPI if
able, trabeculoplasty, early cataract
extraction

Thank you



