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APPENDIX 2: RISK FACTORS FOR PRESENCE OF OPEN ANGLE GLAUCOMA AND
CONVERSION FROM OCULAR HYPERTENSION TO GLAUCOMA (Tables 1 and 2)

Table 1—Risk factors and signs for presence of open-angle glaucoma
Ocular risk factors and signs
= [OP
— Elevated baseline IOP
= Opticdisc
Deviation from the ISNT rule (inferior > superior > nasal > temporal)
Increased optic disc diameter
— Peripapillary atrophy
— Disc hemorrhage
Exfoliation
Thinner CCT
Pigment dispersion
Myopia
Decreased ocular perfusion pressure

Systemic risk factors
= Increasing age
African ancestry
Hispanic ancestry
Family history
Genetics

— Myocillin

— Optineurin

— Apolipoprotein
= Migraine

= Corticosteroids




Table 2—Risk factors and signs for conversion of ocular hypertension to glaucoma
with level 1 evidence
Ocular risk factors and signs
= [OP
— Higher baseline I0P
= Optic disc
— Large cup-to-disc ratio
— Disc hemorrhage
=  Thinner CCT
= Myopia
= Increased PSD

Systemic risk factors
= Increasing age

=  African descent

= Family history

[OP=intraocular pressure; CCT=central corneal thickness; PSD=pattern standard
deviation

Adapted from the Canadian Ophthalmologic Society evidence-based clinical practice
guidelines for the management of glaucoma in the adult eye. Can ] Ophthalmol, V44, Suppl1,
2009.



APPENDIX 3: EXAMPLE OF REFERRAL LETTER FOR GLAUCOMA PATIENTS

Date: mm /dd /vy

Please see (DOB_/__/___ ) Urgency level:

for the following reason:

Glaucoma originally diagnosed: mm /vy

Untreated IOP (ifknown): OD ; OS

Current IOP (range of latest IOPs with current therapy): OD ; OS
Current glaucoma medical therapy:

Eye Medication (name and frequency)

0OD; JOS

0 OD; JOS

00D ; O0O0S

Previous glaucoma medical therapy used and response:

Previous Medication Response (including side effects/allergy)

Previous glaucoma interventions (laser or surgery):

Type Eye Date

00D ; 00S

00D ; 00S

Other ocular procedures:

Type Eye Date

[0 OD; [JOS

00D ; 00S

Enclosed are copies of:

Q Recent visual field (in cases of documented progression please include several
reliable VFs)

Q Disc imaging (if possible include colour printout and/or automated imaging
printouts or file)

Adapted from the Canadian Ophthalmologic Society evidence-based clinical practice
guidelines for the management of glaucoma in the adult eye. Can ] Ophthalmol, V44, Suppl1,
2009.




APPENDIX 4: STAGING OF THE GLAUCOMA SUSPECT AND PATIENTS WITH
GLAUCOMA

Table 3—Staging each eye for glaucoma damage

Suspect 1 or 2 of the following:

e [OP>21 mm Hg

e suspicious disc or cup to disc (C/D) asymmetry of >0.2
e suspicious 24-2 (or similar) VF defect

Early Early glaucomatous disc features (e.g. C/D* <0.65) and/or mild VF defect
not within 10 degrees of fixation

Moderate Moderate glaucomatous disc features (e.g. vertical C/D* 0.7-0.85) and/or
moderate visual field defect not within 10 degrees of fixation

Advanced Advanced glaucomatous disc features (e.g. C/D* >0.9) and/or VF defect
within 10 degrees of fixation**

*Refers to vertical C/D ratio in an average size nerve. If the nerve is small, then a smaller
C/D ratio may still be significant; conversely, a large nerve may have a large vertical C/D
ratio and still be within normal limits.

**Also consider baseline 10-2 VF (or similar)

Adapted from the Canadian Ophthalmologic Society evidence-based clinical practice
guidelines for the management of glaucoma in the adult eye. Can ] Ophthalmol, V44, Suppl1,
2009.



APPENDIX 5: SUMMARY OF RECOMMENDATIONS FOR THE IDENTIFIED GROUPS OF

PATIENTS

GROUP OF PATIENTS DESCRIPTION RECOMMENDATIONS

Glaucoma suspect
low/moderate risk

Glaucoma suspect
high risk

Stable early glaucoma
patient

Stable moderate /
advanced patients

Any unstable glaucoma

Acute glaucoma
symptomatic or very
high IOP

i. ocular hypertension (I0OP <27mmHg)
ii. positive family history of glaucoma

iii. suspicious optic discs

iv. first suspicious visual field defect

v. presence of conditions such as such as
pseudoexfolation, pigment dispersion

i. ocular hypertension (IOP > 27 mmHg)

ii. very suspicious optic discs (notching, optic
disc haemorrhages)

iii. elevated IOP caused by secondary causes
(pseudoexfoliation, pigment dispersion,
uveitis, iris or angle neovascularization)

iv. glaucoma suspects on treatment

i. early glaucoma recently diagnosed

ii. stable disease (IOP within target, no visual
field or disc progression for 3 or more years)

Moderate or advanced patients known to be
stable for 3 or more years

i. evidence of visual field or optic disc
progression
ii. patients not achieving target IOP

i. primary acute glaucoma

ii. other causes of very high IOP such as
pigmentary, pseudoexfolion, uveitic or
neovascular glaucoma

i. managed primarily by the
optometrists

ii. if patients have several risk
factors or change occurred, please
follow recommendations for high
risk suspect and early glaucoma
respectively

i. can be monitored by optometrist
ii. if contemplating starting [OP
lowering mediations, referral to
ophthalmologist is strongly
recommended

i. initial referral to ophthalmologist
is strongly recommended -
initiation of therapy and goals
recommended by the
ophthalmologist

ii. once stable, patients can be
generally managed by optometrist
i. managed primarily by
ophthalmologists

ii. optometrists can be involved in
extra visits for IOP checks,
persistence and tolerance to
treatment

i. should be referred and managed
by ophthalmologist

ii. can be referred back to
optometrist when situation stable
i. acute treatment can be started by
optometrist but immediate contact
and transfer to ophthalmologist
should be arranged



APPENDIX 6: CLINICAL ASSESSMENT INTERVALS FOR GLUCOMA SUSPECTS AND
GLAUCOMA PATIENTS

RECOMMENDED CLINICAL ASSESSMENT INTERVALS FOR STABLE
GLAUCOMAS
Glaucoma suspects 1-2 years
Early glaucoma At least every 12 months
Moderate glaucoma At least every 6 months
Advanced glaucoma At least every 4 months

Adapted from the Canadian Ophthalmologic Society evidence-based clinical practice
guidelines for the management of glaucoma in the adult eye. Can ] Ophthalmol, V44, Suppll,
20009.



APPENDIX 6: TARGET INTRAOCULAR PRESSURES

—Suggested upper limit of initial target I0P for each eye

Stage

Suggested upper limit of
target IOP. Modify based on

longevity, QOL and risk factors

for progression

Evidence

Suspect in whom a
clinical decision is made
to treat

24 mm Hg with at least 20%
reduction from baseline

OHTSKASS 2002 EGPSMIGLIOR 2005

Early 20 mm Hg with at least 25% EMGTS,HEUIL 2002
reduction from baseline CIGTSFEINER 2003

Moderate 17 mm Hg with at least 30% CNTGS,CNTGS 1998
reduction from baseline AGISAGIS 2000

Advanced 14 mm Hg with at least 30% AGIS,AGIs 2000
reduction from baseline OdbergOLDBERG1987

Adapted from Damji KF et al CJO 2003
Note: Target IOP may need to be adjusted during the course of follow-up.

Extremes of CCT may be helpful in the setting of target IOP. For example, if the cornea is
very thin, this may encourage a more aggressive approach with more frequent follow-up.
Similarly, a thick CCT would imply overestimation of the IQP.BEHKI 2007




