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[MTPOXLKAHXH

Ayanntoi cuvadehoil,

To Aioikntiké LupBouUAio tns ENAnviknhs Etaipeias Maukopatos avakoivovel
ot 1o 28° Luvédpio MNaukwpatos Ba npaypatonoinBei peta&u 11-13 Anpi-
Aiou 2024, otnv ABhva.

‘Onws kdBe xpdvo, n Bgpato)oyia gival ectuiacpévn otnv KaBNPEPIVA KAIVIKNA
npd&n kai nhaiciwvetal ano €ykpitous E€Evous kal'EAAnves opiAntés, nou péoa
ano Sialégels, kAIvikd ppovtiotnpia, cupnooia, dry labs & otpoyyuld tpang-
Qia, Oa pas evnpepwoouy yia us vedtepes e&eNiels otov topéa tou MNaukw-
patos Kal Nws n véa yvwon petappadetal kai epappdletal otnv kabnpepivin
KAIVIKA npagn.

Moteloupe kal eAni{oupe otnv evepyo CUHPETOXN aas yia th Siegaywyn evos
ENITUXNPEVOU ouvedpiou yia pia akdpn xpovid.

Ex pépous tou A.X. tns ENM\nviknhs Etaipeias Naukopatos

O lNpdedpos

®wtns Tonoulns




IXTOPIKH ANAAPOMH

ANAPEAX ANATNQXTAKHX
(1826-1897)

O Avépéas Avayvwotdkns unnp&e o npwtos
KaBnynths O¢pBahpoloyias otnv latpikn Ixohn
tou EBvikou Maveniotnpiou ABnvav (1856) £ws

kal 41 xpovia apyotepa. To 1854 dnpoocicsuoce

éva dpBpo ota yahhika (Essai sur U exploration
de la rétine et des milieux de U’ oeil sur le vivant, au moyen d’ un nouvel
ophthalmoscope), oto onoio nepiéypaye tnv peUpeon evos ANMNOUCTEUPEVOU
opBalpookoniou, NouU XpNoIPoNoloUce POVO €va SiAtpnto Koiko katontpo.
Auth Atav n npwtn gpyacia ota yaAAikd yia to opOaAPHooKOMIo Kal €iXe
peyAAn annxnon otov opOaipoAoyIKO KOOHO €dv AdBoupe undyn pas ot to
31k tou opBaipookonio nouNiBnke oe 800 opBalpidtpous péca oe Aiyous
pnves. O1 apiBpoi autoi gival e§aipetikd peydAol yia v enoxn ekeivn, 18iws

AOyw tou yeyovotos Ot To npwto opOalpookonio eixe elcaxOei HONis tpia

xpovia npiv and v tpononoinocn tou Avayvwotdkn and tov Hermann von
Helmholtz.




AAE=IOL TPANTAL
(1867-1961)

To 1899 o o@Oalpiatpos AAé€ios Tpavtas
Katdgepe va Napatnpnaoel in vivo tn ywvia tou
npocBiou BaAdpou o€ éva Pdu pe HEYaKEPATOEIDN,

xpnoiponoiwvias duyeon o@Oalpookonnon

oe ouvdbuacpd pe OSaktwuAikn niecon oto
okAnpokepatoeidés opio. Htav o npwtos nou xpnoiponoince tov 6po
«ywviookoniax» kai to 1900 nepiéypaye tnv €ikOva tns ywvias puCIoAOYIKAS
Kal pgn, CNPEIVOVTAS NEPINTWOEIS NUKVAS Xpwons tou SinBnukou nBpou,
IpIS1KV NpoPoAwv Kal kukhoSidAuons. Xxedov eni duo dekacties, o Tpdvtas
Katéypagpe NOAUTIPES KAIVIKES NAPATNPACEIS OXETIKA HE TNV gPAvion tns
ywvias og diapopes nabnoels, pe anotéAecpa va avayvwplioBei to 1948
ano tnv Behyikn OpBalpoloyikn Etaipeia ws «natépas tns ywviookoniasy.
Enions nepiéypaye us unokitpives evanoB€oeis tou eninepukota nepIE tou
okAnpokepatoeidous opiou ws NABOYVWHOVIKES Tns €apivas aNAEPYIKNS

eninepukitdas, yvwotés PExpI Kal onpepa ws KnAides tou Tpdvta.







NMAHPOO®OPIEX EITPAPHX




EIAIKOl OO©AAMIATPOI 150 €

EIAIKEYMENOI OPOAAMIATPOI (péow etaipeicov LPEE) 120€
EIAIKEYOMENOI O®P©AAMIATPOI 70€
NOXHAEYTEL, @OITHTEL AQPEAN

* H eyypapn bev nepidapiBdvel eMOITIOTIKES UnNpEOies.
KOZTOZ EMIZITIZTIKQN: 30,00 eupa.

H ouppetoxh oto LuvéSpio yia tous E.Y. (Enayyehpaties Yyeias) nepidapBdver Suvatétnta
napakoAoUBnons tou eniotnpovikoU npoypdppatos, napahaBn ouvedpiakol ulikou, eioodo
otnv €ékBeon, CUPPETOXN TUS KOIVWVIKES ekONAwOEIs Tou Luvedpiou kal napahaBh tou
NAEKTPOVIKOU MICTONOINTIKOU CUPETOXNS, BAoel Twv wpwv napakohoudnons.

la voonheutés kal NPOMTUXIakoUs POITNTES / VOGNAEUTES, n CUPHETOXN OTo LuvESpIO €ival
Swpedv kai nepiAapBaver Suvatdnta napakoAouBnons tou enictnpovikoU NpoypdpHatos,
gioodo otnv €kBeon, kai anAn BeBaiwon ouppetoxns. H 1didtnta tous wotdoo, Ba npénel va
BeBaiwvetal and enionpo popéa nou pnopei va nictonoinael tv 18iétnta tous (n.x. eniotoln
and tov S1eubuvtA Ts KAIVIKAS YIa TOUS VOONAEUTES)

KaB’ 6An tn didpkeia tou LuveSpiou Ba undpxel petdppacn twv opiNiev, kaBws kal cuotnpa
NAEKTPOVIKAS KATAMETPNONS TwWV wpwV NapakoAouBnans tou npoypdppatos. To Luvédpio
HopioSoteital pe pdpia ouvexi{Opevns eknaideuons, kai n napaAaPn tou nictonointikou
npoUnoB€tel tn GUPNANPWON -NAEKTPOVIKA- TOU avevupou evidnou aglohdynons kai v
napakohoBnon tou 60% Twv wPWV TOU ENICTNHOVIKOU NPOYPAUHATOS, KAt EAAXIOTOV.

‘Ews 1o ouvédpio: KatdBeon nocou otnv EBvikh Tpdnela s ENAGSOs

EAAHNIKH ETAIPEIA TAAYKOMATOX

ApiBuss Aoyapiaopol 169/629649-18 IBAN No GR8701101690000016962964918
QVapEPOVTAs OVOHATENGVURO kal 1816TNTta cuvéSpou (e1dikeupévos / e1Sikeudpevos)

Katd i &idpkeia tou ouvedpiou: [MAnpwpn otn ypappateia twv eyypapuv




H [pappateia Ba Aeitoupyei kab’ OAn tn Sidpkeia tou cuvedpiou, Tis akOAouBes wpes:
MEMITTH 11/04/2024: 13.00- 19.30
MAPAZKEYH 12/04/2024: 09.00- 19.30
LABBATO 13/04/2024:  09.00- 19.00

11 Anpihiou 2024

To ouvédpio Ba npaypatonoinei atov npidpogo tou Zevodoxeiou KING GEORCE.
12 Anpihiou - 13 Anpihiou 2024

To ouvédpio Ba npaypatonoinei ous aibouces tou =evodoxeiou METAAH BPETANIA.

O xwpos €kBeons twv etalpeicv tou kAddou, Ba Aeitoupynoel oe napdnieupes aiBouoes ts
ouvedpiakns, oto evodoxeio METAAH BPETANIA.

Enionpaivetar du kpatnoeis dwpatiwv yia tous cuvédpous oto =evodoxeio METAAH
BPETANIA Sev yivovtal, kaBws xpnoiponoieital povo ws xwpos die§aywyns tou cuvedpiou.
O evbiapepopeves taipeies Ba npénel va pepipvinoouv oxetikd, oe AN\a §evodoxeia,
AapBdvovias unéyn &t to kdotos piNoevias (Siapovi kai Siatpon) Twv enayyeAuatiov
uyeias Sev pnopei va unepPaivel ta nood nou opifouv ol enikaiponoinpéves eykikhiol EOD
kai LOEE.







EMNIZTHMONIKO NMPOIrPAMMA




MEMITH 11 AMNPIAIOY 2024

13.30-19.00  EMMPA®EL LYNEAPON

AIOOYIANA’

14.30-16.00
Zuvtoviotns:

Xxo\IdoTtés:

- KAINIKA ®PONTIZTHPIA

Mikpd KaOnpepiva Aidappata otnv Khivikn Mpaén
I Kitoos
E. Avactaoénoulos, A. Bépyados, I'. Aahidvns, L. Toipdvn

Molos eivai o 18avikds acOevis yia SLT;
A. Mneaivns

Mds napakolouBw tov acBevh pe ava§idniota onuikd nedia;
A. Mavéahos

Méte n otabepdtnta ato OCT Snpioupyei Yeudn e§aopdhion;
A. Tooukavds

Méte o acBevns xpeialeta tpapnekiouektopn;
A. Aaoupidou

Moios acBevns xpeideral kapndAn nieons;
B. Tqipns

O1 aoBeveis pe yhalkwpa xapnAis nieons xpeidfovral 6Aol
VEUPOANEIKOVIOTIKS ENEYXO;
M. lewpydnoulos

Mnopd va eniAé§w noAueotiakd evéopakd h evéopaké EDOF
ot aoBeveis pe yAalkwpa;
A. A\wvioudtns

16.00-16.30

--

AIAAEIMMA




16.30-18.00  Sub-specialty Training after Residency: The European
Glaucoma Society (EGS) Glaucoma Fellowship Program

Eknaideuon Yné-E€eidikeuons petd tnv Eidikdtnta:
To Mpéypappa Yné-E€eidikeuons oto Malkwpa
s Eupwnaikns Eraipeias Maukopatos (EGS)

Luvtoviotés: G, Sunaric-Mégevand, F. Topouzis
The EGS Europe-Wide Glaucoma Fellowship Project. The Future of

Glaucoma Care in Europe.
G. Sunaric-Mégevand

The Glaucoma Clinical Fellowship Experience in the UK.
P. Founti

The Value of a Glaucoma Research Fellowship.
A. Dastiridou

Why a Fellowship? Preparing Yourself for Competitive CV,
Submission & Interview.
E. Papakonstantinou

The EGS Glaucoma Fellowship in Greece: Expectations
and Experience so Far.
P. Ntonti

18.00-20.00  CASE REPORT COMPETITION LE MNHMH A. AIATOYPTA
Mapouciaon Epyacicv and Eidikeudpevous

ZuvtovioTés: ®@. Tonoulns, A. Manakwvotavtivou

AI©OYLAB’ - DRY LABS

14.00-19.30  Exnaideuuké ®@povuatnpio
Emotnpovikos unevBuvos: A. MNanakwvotavtivou
Oguatodoyia:  Introduction-Theory / Opening the conjunctiva

Creating a flap / Sclerostomy / Flap suturing /
Conjunctiva Suturing




ExknaiSeutes:

14.00-14.30
OuiAntrs:

14.30-19.30

14.30-15.45

15.45-17.00

17.00-18.15

18.15-19.30

A. AAwvicudtns, E. Avactacdénoulos, A. Bépyados,

M. lewpydnoulos, A. Mavvolhns, A. Aagupidou, A. Anpdkns,
L. Kavéapaxns, E. Kappipns, A. Kapiéns, I'. Koyivns,

A. KoupkoUtas, A. Mdvéalos, A. Mnegivns, 1. Ntévn,

E. Manakwvaoravtivou, X. Mannd, B. Tipns, I'. Topans,

A. Tooukavds, ©. @iinnénoulos, |. XaAkiaddakns

Eioaywyh - Oewpntiké pdOnpa

I. XaAkiaddkns

Mpaktiké okélos (aApaBntikd)

OMAAA 1 - E. Kappipns, A. Kapuéns, 1. Ntdvn,
E. Manakwvotavtivou, X. Mannd

OMAAA 2 - E. Avactacdnoulos, L. Kavdapdkns, I'. Koyivns,
A. Koupkourtas, ©. Oihinnénoulos

OMAAA 3 - A. A\wvicuns, A. TiavvoUAns, A. Anpdkns,
B. Tipns, I'. Topans

OMAAA 4 - A. Bépyados, A. Aacupidou, A. Mdvdalos,
A. Mneoivns, A. Tooukavds




MAPALKEYH 12 ATPIAIOY 2024

09.30-09.45  EMIZHMH ENAP=H - Xaipetiopés MpoéSpou

09.45-10.00 BPABEYXIH N. MYAONOYAOQOY

10.00-11.00  LTPOITYAO TPAMEZI
Zuvtoviotés:  A.Tanakwvotavtivou & X. Teplidou
O¢pa: Maukwpaukd Ai\appata atnv ka@npepivétnta tou opOalpidtpou

Luppetéxovies: A, Bépyados, A. NavvoUhns, E. Kapyipns, 1. Manandvos

11.00-12.00  AIAAEZEIX
[Npoedpeio: I. XaAkiaddkns, N. Muhénouhos
Evotnra: Dilemmas in Glaucoma
Patients with Early Disease. Implications of Overdiagnosis

in Glaucoma.
A. Tatham

The Central Visual Field in Glaucoma. Which Testing Strategy
is Most Efficient;
A. Viswanathan

Diagnostic Challenges in Myopic Patients.
A. Tatham

Personalized Guidance Regarding Lifestyle Changes
in Glaucoma Patients.
A.Bron

12.00-12.30  AIAAEIMMA

--



12.30-13.30  AIAAEZEIX
[Npoeépeio: ©. ®ihinnénoulos, L. MNavvikdkns
Evomnra:

Primary Angle Closure Disease. Should we Even Care
in Western Societies?
A. Khawaja

Anterior Segment Imaging in Primary Angle Closure Disease.
Does it Alter Clinical Management?
G. Mégevand-Sunaric

The Role of LPI and Clear Lens Extraction in Primary Angle Closure
Disease.
G. Gazzard

Is Secondary Angle Closure a Different Disease Entity?
P. Founti

13.30-15.00 TEYMA

15.00-16.00 AOPYQ®OPIKO LYMINOXIO
(BA. téhos emiotnpovikol npoypdppatos)

16.00-17.00 LTPOITYAO TPAMEZI
Juvtovioteés: A Kdvoras & B. Ko{opndAns

O¢ua:

Luppetéxovies:  E. Aetopdkns, A. Katodvos, A. Mikpénoulos, ©. @ihinnénoulos

17.00-17.15  AIAAEIMMA




17.15-18.15  AIAAEZEIX
[Mpoedpeio: B. KoopnéAns, E. Avactaaénoulos

Evomna: Glaucoma in Other Subspecialty Fields
and in Special Conditions

Refractive Considerations & Intraocular Lens Selection
in Glaucoma Patients Undergoing Cataract Surgery.
J. Garcia-Feijoo

Management of Glaucoma in Patients with Uveitis.
K. Barton

Management of Glaucoma in Patients with Retinal Pathology.
N. Pfeiffer

The 9 months and Beyond Dilemma: Glaucoma in Pregnancy
and Lactation.
. Stalmans

18.15-19.15  AIAAEZEIX
[Npoedpeio: A. Kavéapdkns, E. Kappipns
Evotnra: Dilemmas in Patients with Advanced Glaucoma.

How not to Miss Progression in Advanced Disease?
A. Viswanathan

Identifying Subsets of Patient in Need for more
Aggressive Treatment.
G. Sunaric-Mégevand

Every Detail Matters: The Role of Blood Pressure and Systemic
Medications in Assessing Glaucoma Risk and in the Management
of the Patient with Advanced Disease.

A. Khawaja

The First Step is the Best Step. What is the Best First Line
Treatment for Patients with Advanced Glaucoma?

|. Stalmans




LABBATO 13 AMPIAIOY 2024

09.30-10.30 XTPOITYAO TPAMEZI
Zuvtoviotns: ®. Tonoulns & A. Katodvos
O¢ua: Kivéuvoi oto MNalkwpa

Yuppetéxovtes:  E. Avaotaaénoulos, A. lMavvouiins, A. Katadvos, M. Ntévrn,
E. Manakwvotavtivou

10.30-11.30  AIAAE=EIX
[Npoedpeio: A. Kévotas, A. Katadvos
Evownra: Diagnosis & Progression Challenges

Testing in Glaucoma. When to do More and When to do Less?
L. Rossetti

Which are the most Important Biomarkers to Determine
and Predict Progression in Glaucoma?
R. N. Weinreb

How much Vision Change is Clinically Significant
and What Defines Fast-Progressors?
S. Miglior

11.30-12.00  AIAAEIMMA

12.00-13.00 AOPYQ®OPIKO LYMMNOZXIO
(BA. téhos emotnpovikol npoypdppatos)

--



13.00-14.30  AIAAEZEIX
[Npoeépeio: ®. Tonollns, A. Manakwvaoravtivou
Evértna:

What do | do Differently Compared to 10 Years ago?
L. Rossetti

Twenty Years after Launching the Landmark Studies
OHTS, EMGT, and EGPS.

What have we Learned?

S. Miglior

«ANAGNOSTAKIS -TRANTAS» Award
Honorary Lecture: Ta mdvra pei kai oUd¢v uével
R. N. Weinreb

14.30-15.30 TEYMA

15.30-16.30 AOPYQ®OPIKO LYMMNOZXIO
(BA. téhos emotnpovikol npoypdppatos)

16.45-18.15  AIAAEZEIL
[Npoeépeio: I'. Maykoupitoas, L. Kavéapakns
Evomnra:

When is the Time for Surgery and How can | Convince my Patients
to Undergo Surgery?
N. Pfeiffer

Threat to Fixation: Does it Alter my Go To Procedure?
A. Bron

My Go To MIGS Procedure and my Expectations for the Future.

K. Barton




What are the Options after Failed Trabecular MIGS and Bleb
Forming Devices Procedures?
G. Gazzard

Sustained Drug Delivery Devices. Are they Getting Ready
for Prime-Time?

T. Patrianakos

Optic Nerve Head and Endothelium. How to Preserve both

after Filtration Surgery?
J. Garcia-Feijoo

18.15-19.15  LTPOITYAO TPAMEZI
Luvtoviotés: T, Maykoupitoas & |. XaAkiaddkns
O¢ua: Enikaipes avunapa®éoeis otnv avupetdnion tou MNauvkadpatos
KAeioth ywvia: Avupetdnion pe nepipepiki Ip1dektopn
h pe e§aipeon tou pakoy;
I'. Koyivns, ©. @ihinnénoulos
®akoBpuyia o kakws eheyxépevo Malkwpa:

Eival anapaitnta ta MIGS;
I'. Aahidvns, A. Mneoivns

Malkwpa tehikol otadiou: Luvinpnukn Oepancia
h GUEDN XEIPOUPYIKA QVTIHETONION;
X. Manng, B. T¢ipns

19.15-19.30  ATONOMH BPABEIOY CASE REPORT A. AIATOYPTA

19.30 AH=H LYNEAPIOY

--



ETAIPIKELX EKAHAQXEIX

LYMIMOLIA




ETAIPIKEL EKAHAQXEIL

15.00-16.00 AOPY®OPIKO XYMMNOLIO

AAAAAAAAAAAAAAAAAAAAAAAAAAAAA
,
Oéua:
:

Zuvroviotns: A, Kaovotas
Yuppetéxovtes: A. Katadvos, K. Mnopnopidns, @. Tonoddns




ETAIPIKEL EKAHAQXEIL

12.00-13.00 AOPY®OPIKO XYMMNOLIO

o
OThéa
let’s open our eyes
Oéua:
uvtoviotrs: @, TonoUlns

Yuppetéxovtes: E. Avaotaogénoudos, |. Xahkiaddkns, K. Mnopnopibns,
L. Kavbapdkns

15.45-16.45 AOPY®OPIKO LYMIOZXIO

I
Zwittery
O¢ua:

[Mpoedpeio:  X. Teplidou

Yuppetéxovtes: T. Maykoupitoas, ©. Matpiavdkos







«ANAGNOSTAKIS -TRANTAS» AWARD

RECIPIENT 2024




«ANAGNOSTAKIS -TRANTAS» Award
R. N. Weinreb

Director, Shiley Eye Institute
Distinguished Professor
and Chair of Ophthalmology
Distinguished Professor of Bioengineering
Morris Gleich MD Chair of Glaucoma
Director, Hamilton Glaucoma Center
Founding Faculty,

Halicloglu Data Science Institute
@ University of California San Diego

Robert N. Weinreb, M.D. is the Chair and Distinguished Professor of Ophthalmology at
the University of California, San Diego as well as Director of both the Shiley Eye Institute
and Hamilton Glaucoma Center. He holds the Morris Gleich MD Chair of Glaucoma and
also is appointed as Distinguished Professor of Bioengineering. Dr. Weinreb graduated
top of his class in both Mathematics and Electrical Engineering from the Massachusetts
Institute of Technology. He then obtained his MD degree from Harvard Medical School
where he was elected President of the Boylston Society, the medical student honor society.

A clinician, a surgeon and a scientist, Dr. Weinreb oversees all clinical activities at the
Shiley Eye Institute and within the Department of Ophthalmology. As the Director of
the Hamilton Claucoma Center, he also oversees a renowned multi-disciplinary team of
scientists and staff dedicated to glaucoma.

The recipient of numerous national/ international awards and prizes, Dr. Weinreb’s research
interests are diverse and range from the front to the back of the eye. Focused on glaucoma
and the optic nerve, they include imaging, mechanisms of optic nerve damage, and neuro-
protection. He also studies aqueous outflow, particularly within the uveoscleral outflow
pathway, has developed implantable intraocular pressure sensors and invented flexible




electronic devices for medication adherence. Further, Dr. Weinreb has a keen interest in
improving the efficacy and safety of glaucoma surgery.

Dr. Weinreb has delivered 155 named lectures throughout the world. In 2023, he was
named by The Ophthalmologist as one of the TOP 2 most influential ophthalmologists in
the world. In 2024, he was an inaugural inductee to the Ophthalmologist Hall of Fame,
Honoree at the Annual Meeting of the American Glaucoma Society and also named as
one of 24 World EyeCons by the Asian-Pacific Journal of Ophthalmology honoring the
most influential ophthalmologists globally who help shape the world of Ophthalmology
in the 2 1st century.

Mentoring of clinical and research fellows in glaucoma has been a career passion. Twenty
six of his trainees have become department chairs in the United States and around the
world; numerous others are professors or have excelled as leaders in practice in their
communities or industry.

As a former president of the Association for Research in Vision and Ophthalmology
(ARVO), American Glaucoma Society, World Glaucoma Association, Foundation of the
American Glaucoma Society, and Latin American Glaucoma Society, Dr. Weinreb is dedi-
cated to improving educational opportunities and outreach of some leading organizations.
He is a co-Founder (with Roger Hitchings and Erik Greve) of the World Glaucoma Associ-
ation and serves as Chief Editor of the International Glaucoma Review.







=ENOI NMPOLKEKAHMENOI

MEPIAHWEIL




Keith Barton, MD FRCP FRCS

Professor of Ophthalmology,
University College London
Consultant Ophthalmic Surgeon

The management of uveitic glaucoma differs from other primary and secondary glauco-
mas. The mechanism of |OP elevation may be the result of a mixture of both treatment
and disease. The angle may be open or closed and even angle closure mechanisms differ.
The disease may elevate or reduce the pressure, as may the treatment. Patients are much
younger, on average than other types of glaucoma.

As a result, the extremes of intraocular pressure are greater, the degree of necessasry
treatment aggression is also greater, oftern resorting to more aggressive earlier surgical
intervention.

In this talk | will outline the issues and some general principles, detailing aspects of surgi-
cal and medical management specifically for patients with uveitic glaucoma and how
these must be balanced against the need to prevent further inflammatory damage from
ongoing uveitis.




In this world of proliferating surgical options for glaucoma, it is easy to get bamboozled
by the options and lose perspective. MICS and less invasive surgical treatments break
down largely into

the very crowded canal space with a number of stenting, cutting and dilating options.
Subconjunctival space and suprachoroidal-supraciliary space treatments have been
explored less enthusiastically by industry

because of the challenges of fibrosis, failure and the need for longer postoperative care.
In this talk | will discuss my preferences in different surgical situations and explain the
rational coupled with real world data across the spectrum of the newer glaucoma surgi-
cal treatments that we have collected over the past 6 years using the International Glau-
coma Surgery Registry.




MEPIAHWEIL AIAAEZEQN

—

1
— Bron Alain, MD

Professor of Ophthalmology,
University Hospital,

Dijon, France

BT
o

Threat to fixation:
Does it alter my go to procedure?

Visual defects close to the fovea are generally considered in textbooks as a threat to post-
operative visual acuity when a surgical procedure for glaucomais planned. Indeed, the so
controversial wipe-out syndrome has been reported with postoperative hypotony and the
para foveal location of visual field defects.

Recent literature is shedding a different light on the impact of function alterations with
a more positive view. Through a recent survey of glaucoma specialists, we will discuss
that the surgical go to procedure is most often chosen accordingly to the personal pref-
erences of the surgeons and their conflicts of interest but not really upon the location of
visual damage.




For clinicians it is common to have questions engaging glaucoma patients in a personal
effort for specific food, diets, exercise, meditation etc. This demand is legitimate brings a
good opportunity to educate our patients about glaucoma.

Conversely to other ocular diseases such as AMD, there is no robust recommendations to
give to our glaucoma patients. Most of the information regarding lifestyle and glaucoma
is confusing for two main causes.

First, we have only observational studies and not interventional studies on lifestyle, and an
association does not mean causality. Second most of these abrupt recommendations come
from companies, individuals, doctors with the combined pollution of beliefs and business.
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Glaucoma and cataract are two diseases whose prevalence increases with age so cataract

surgery should be undertaken in the majority of glaucomatous patients. It is crucial to

properly plan lens surgery in the context of glaucomatous disease.

A key aspect is the management of the patient’s refractive expectations and the selection

of the most appropriate intraocular lens.

Although multifocal lenses are a very interesting alternative in patients with cataract with-

out other coexisting pathologies, they are not recommended in patients with glaucoma-

tous damage and should be used with caution even in low-risk ocular hypertensive patients.

It must be remembered that this type of IOLs is associated with some visual problems

and specifically a decrease in contrast sensitivity. Furthermore, in my opinion they should

not be used in any case of pseudoexfoliation or PSX glaucoma. Other options (toric and

monofocal plus lenses...) will be discussed in the presentation.

In summary,

1. It must be explained in detail and the patient must understand the real expectation of
visual recovery according to the pre-existing glaucomatous damage.




2. Given the unpredictability of the evolution of glaucoma, in general, the use of multi-
focal lenses is not recommended in patients with glaucoma.

3. In patients with ocular hypertension, factors such as additional risk factors for glau-
coma progression, age, life expectancy and preoperative contrast sensitivity must be
assessed

The aim of glaucoma surgery is the preservation of vision, slowing the progression of
damage to the nerve fibres of the ganglion cells to preserve visual function. Surgery offers
advantages to achieve this goal, in most cases a lower and more stable |OP is achieved
(with or without additional medical treatment). On the other hand, filtering surgery has
associated risks, which must be considered to adapt the indication to the risk-benefit profile
of each patient. If we focus on the corneal endothelium, the endothelial repercussion of
conventional filtering surgery is known, but it should not be forgotten that chronic medical
treatment also has a negative impact on the corneal endothelium and that many patients
have previously undergone phacoemulsification. A careful technique to avoid problems
such as postoperative hypotonia and especially corneal-iris contact is key to minimizing
endothelial damage. Finally, in recent years, surgeries with bleb forming devices (LICS,
MIBS or MPECS...) have been widely adopted, in these cases the proper positioning of
the device is crucial, since possible relevant endothelial damage in the future will depend
mainly on its position.
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A clinical glaucoma fellowship in the UK focuses predominantly on advanced medical
and surgical training, and therefore is an important step towards a specialised career in
glaucoma.

However, the experience of this training may vary a lot depending on the institution or
even between clinicians enrolled in the same fellowship programme.

This presentation will discuss the journey through a clinical glaucoma fellowship in the
UK and associated factors in this experience, including the ‘preparatory’ years before the
fellowship, as well as the career opportunities that this training can provide.




Angle closure is characterized by appositional or synechial closure of the anterior cham-
ber angle. As opposed to primary angle closure, which affects anatomically pre-disposed
individuals, secondary angle closure can be caused by several underlying causes which
either push the iris from the back or pull the iris forward towards the trabecular meshwork.
Differentiating between the two types is of utmost importance, because treatment depends
on the underlying aetiology.

To determine whether secondary angle closure is indeed different than primary angle
closure, this presentation will discuss how these two types differ in terms of: definition,
pathophysiology, prevalence and associated risk factors, clinical presentation, manage-
ment and prognosis.




--
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The Role of LPI and Clear Lens Extraction
in Primary Angle Closure Disease

Clinical decisions in the whole range of Primary Angle Closure Disease are now well
supported by randomised controlled trial evidence to guide our choices.

Understanding the low rate of conversion to sight-threatening disease has reduced the
indications for iridotomy and recognition of the successful disease modification with lens
extraction has lowered our threshold for surgery

What are the Options after Failed Trabecular MIGS
and Bleb Forming Devices Procedures?

Our choices when both MIGS and bleb-surgeries have failed are more limited by greater
risk of scarring induced failure.

Alternative drainage routes via equatorial drainage are needed and the risks to consider
(eg endothelial cell loss, tube failure) change.
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Primary Angle Closure Disease:
Should we Even Care in Western Societies?

This lecture will describe the epidemiology of primary angle-closure disease, including
geographical variation and trends over time. Specifically, the burden of the disease and
risks of blindness will be discussed.

Finally, put in context with recent evidence from landmark trials, the importance of primary
angle-closure in the Western world will be discussed.

Every Detail Matters: The Role of Blood Pressure and
Systemic Medications in Assessing Glaucoma Risk and in
the Management of the Patient with Advanced Disease

This lecture will discuss the evidence that blood pressure, its treatment, and other systemic
medications have a role in the development and progression of glaucoma. Based on the
evidence, potential practical recommendations of how this may influence the care of
patients with advanced glaucoma will be discussed.

--
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PACD account for 26% of all glaucoma cases worldwide and yet Glaucoma resulting
from angle closure induces 3x more blindness than POAG. In many parts of the world the
condition is underdiagnosed and clinical management suboptimal. Timely recognition of
the main mechanism, the mechanical closure of the angle, and appropriate management
could to some extent prevent PACG by halting the process in the early stages.
Gonioscopy is the Gold Standard for detection and monitoring of ACD. However,
many clinicians refrain from using this technique as it is subjective, needs expertise and is
time-consuming.

AS-OCT provide an objective, non-contact, relatively fast and quantitative measurement
that is reproducible and allows visualisation of angle structures with high resolution.
There are several reasons for disagreement between Gonioscopy and AS-OCT inherent
to the two technics. Also there are several pros and cons in the use of AS- OCT: while
it allows longitudinal assessment and records quantitative changes after intervention, it
may over-estimates the true extent of angle closure when compared to gonioscopy with
amodest positive predictive value. In addition several studies point to the fact that arela-
tively high number of eyes may have poor quality images thus cannot be analysed.
AS-OCT is not yet to replace Goniscopy which remains our Gold Standard, but it can be
used as an adjunctive tool to improve our diagnostic ability. Future studies will tell if
Artificial intelligence with new deep learning algorithms will be capable of improving the
AS-OCT performance.




Glaucoma is a chronic disease with a variable course of progression. Most patients under
clinical care do reasonably well however some patients progress faster and are at risk for
visual disability during their life time. The key goal of the clinical management is to iden-
tify those patients who would need more aggressive treatment in order to prevent func-
tional impairment leading to significant reduction of their quality of life.

Several risk factors have been identified: the most important are high IOP, age and the
stage of disease. Other risk factors, important for individual conditions, need attention
when managing a progressive disease.

The decision to modify or escalate treatment relies on many different factors which should
be individualized for each patient. It is not realistic to aim at halting all glaucoma progres-
sion therefore we should aim at slowing enough to preserve vision related quality of life.
A better understanding of phenotypes and genotypes, an individualized approach to
management and advancements in technology and Al will help us further at improving
risk assessment




Stefano Miglior, MD

Professor of Ophthalmology,
University of Milan-Bicocca, Italy
UNIMIB School of Medicine and Surgery

Any time we observe a progressive visual field deterioration in glaucoma we tend to
claim the occurrence of a vision change which is related to the worsening of the disease.
However, such a vision change needs to be interpreted by taking into account other
features such as the absolute amount of the loss of retinal sensitivity, its topographical
location, and the rate of progression. Moreover, other factors such as the stage of the
disease, the presence of risk factors and life expectancy should be considered in order to
better establish the clinical significance of the observed vision change. During the last ten
years several studies have addressed the possibility of predicting the future rate of change
in order to detect those patients that may be defined as fast progressors, and in most of
these studies the criteria to identify a fast progressor is a rate of progression <1 dB/year
(on the basis of amean deviation (MD) analysis. And a catastrophic progressor is usually
defined on the basis of a rate of progression <2 dB/year. Interestingly, a very practical and
widespread clinical analysis such as the Trend Analysis of the Visual Field Index (VFI) has
never been used to assess and define fast Progressors. The presentation will update the
need of a close monitoring of the glaucoma patient, the interpretation of occurrence of
vision change, the proposed strategies for an early detection of fast progressors and the
possibility to implement these strategies in daily clinical practice.




The results of the OHTS, EMGT and EGPS are the basis of solid, accurate and clinically
relevant information about the management of Ocular Hypertension (OHT) and Open
Angle Glaucoma (OAG). They shared the following characteristics: RCTs, long term follow
up, straightforward approach i.e. treatment vs observation/placebo, OHTS and EGPS had
comparable protocols and addressed the problem of OHT management in order to prevent
the development of OAC. The most relevant findings of OHTS were that an appropriate
|OP lowering treatment could significantly reduce the 5 years cumulative proportion of
OHT individuals developing glaucoma and that a number of clinical predictive/risk factors
were associated with a higher likelihood to develop glaucoma over a 5 year follow up time.
Furthermore the OHTS reported the importance of HRT imaging at baseline as another risk
factor for developing glaucoma. The EGPS substantially confirmed the results of the OHTS
and reported the same risk profile of the OHTS in a completely different OHT population.
The Collaborative OHTS-EGPS Study provided the validation of the risk calculator to esti-
mate the individual risk to develop glaucoma over a time span of 5 years, which can be
helpful in deciding in real life whether to treat or observe the OHT individuals. The EMGT
addressed the problem of OAG management in order to prevent its progression. It clearly
demonstrated that a 25% IOP reduction could significantly reduce by 50% the cumulative
proportion of progressing OAG patients over a follow up of 5 years. PEX patients had a
higher risk of progression. Several risk factors were associated with progression. EMGT
reported for the first time the significant protective effect of each single mmHg of IOP
reduction from baseline (explained by a 10% reduction of the risk of progression).
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Sustained Drug Delivery Devices.
Are They Getting Ready For Prime Time?

Benefits of Sustained Drug Delivery?
Improved Adherence
Improved Qol/Less Side Effects
Better Efficacy
Extraocular vs Intraocular
Extraocular
Gel Forming Drops
Solidrop (Otero Therapuetics)
Topical Ophthalmic Drug Delivery Device TODD (Amorphex Therapeutics)
Bimatoprost SR Ring (Allergan)
OTX-TP (Ocular Therapeutix)
Contact Lenses
Intraocular
Subconjunctival Injectios
Bimatoprost SR Intracameral Injection (Allergan)
OTX-TIC (Ocular Therapuetix)
iDose TR (Glaukos)
|OL-Haptic-Based Drug Delivery (SpyGlass Pharma)

--
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Conclusion
It’s an exciting time for SDD in the management of glaucoma
Recent positive advancements have made SDD an option for many
Benefits (improved adherence/Qol/efficacy with less side effects) are real
Barriers that still need to be addressed
Loss of efficacy with time
Retention rates
Chance of infection with intraocular injections
Patient perception
Cost
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Glaucoma and retinal pathology may simply coexist and usually are difficult to handle.
Retinal surgery in the presence of a filtration bleb may gravely endanger the success of
filtration but can be managed. But pre-existing retinal pathology may also lead to increased
|OP or even severe secondary glaucoma.

Acute IOP elevation may follow any gas endotampone, silicone oil fill, bucle surgery or
any treatment causing choroidal swelling such as laser or cryo-treatment. Acute eleva-
tion may also be caused by secondary angle closure as may occur with choroidal swelling
or even detachment. Postponed IOP elevation may follow the administration of topical
steroids as are often necessary for a prolonged time, posterior segment haemorrhage or
certainly vasoproliferative disease. Prolonged oil filling may be associated with overload
and decompensation of the trabecular meshwork. Intravitreal injections have lately been
identified as a source of chronic IOP elevation and need further research as to how to
avoid these cumbersome complications.




“All glaucoma patients should undergo surgery - if there were the ideal glaucoma surgery”
(Heinrich Harms, Germany). Unfortunately, there is not the ideal glaucoma surgery and,
furthermore, there is hardly any part of the body that patients wish less to be operated
upon than their eyes.

The right time to do surgery is if and when there is evidence that:

1. Quality of life is better with surgery that with laser or medications,

2. Progression is so fast that the patient will experience significant loss of visual function
3. Surgery is likely to solve the problem,

4. The surgeon is confident,

5. The patient is convinced that surgery is the better solution

How to achieve Nr. 5?

Whenever | see a patient who, to me, seems likely will need surgery at some stage | start by
painting a glaucoma journey picture that includes as a, so far distant, option also surgery.
| construct a stepladder approach which down the line after several options of medications
and laser includes surgery. | take the time to establish that progression occurs, lowering
|OP will solve the problem and | am confident with the surgical approach. If | am confi-
dent it usually is not a problem to convince the patient. It helps to explore all medical
options including Diamox, review visual fields and OCTs and diurnal phasing to show the
extent of |OP variation.

However, the patient decides whether or not to set his trust in me.
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Testing in Glaucoma.
When to do More and When to do Less?

What do | do Differently
Compared to 10 Years ago?
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Glaucoma management during pregnancy and lactation presents unique challenges and
considerations due to the physiological changes that occur in these periods and the poten-
tial effects of glaucoma medications on the fetus and newborn. This lecture aims to provide
an overview of the safest and most effective strategies for managing glaucoma in preg-
nant and lactating patients, focusing on the balance between maintaining maternal visual
health and ensuring fetal and neonatal safety.

fThe safety of glaucoma medications during pregnancy and lactation is a critical concern.
Many medications used to lower IOP are classified according to their potential risks to the
fetus, based on animal studies and limited human data. The lecture will review the most
current classifications and guidelines for the use of anti-glaucoma medications during these
sensitive periods, emphasizing drugs with the lowest risk profiles and the importance of
minimizing exposure without compromising glaucoma control.

Furthermore, the presentation will explore non-pharmacological options for glaucoma
management, such as laser trabeculoplasty and surgery, which may be viable alternatives
to medications during pregnancy and lactation.

Finally, the lecture will address the need for interdisciplinary collaboration among ophthal-
mologists, obstetricians, and pediatricians to ensure optimal outcomes for both the mother
and the baby. Tailoring glaucoma management to the individual patient, considering the
severity of the disease, the stage of pregnancy or lactation, and the specific health needs
of the mother and baby, is essential for successful treatment.




The initiation of treatment in patients with advanced glaucoma is a critical decision point
that significantly influences long-term outcomes and quality of life. This lecture aims to
explore the most effective initial treatment strategies for managing advanced glaucoma,
emphasizing evidence-based practices and individualized patient care. Advanced glaucoma
poses a substantial risk for significant visual field loss and potential blindness, necessitat-
ing an aggressive yet thoughtful approach to management.

This lecture will focus on selecting the most effective and cost-efficient initial therapies for
managing advanced glaucoma. Highlighting the EGS Guidelines as well as recent evidence
on this topic, the recommended practices for initiating treatment will be discussed, empha-
sizing the critical role of individualized care. The lecture will explore various first-line
options, including pharmacological treatments, laser therapies, and surgical interventions.
Each option is examined through the lens of efficacy, safety, and cost-effectiveness,
providing a balanced view of how to achieve optimal intraocular pressure control while
considering economic factors.
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Diagnostic challenges
in myopic patients

Myopiais arisk factor for glaucoma, however diagnosis in myopic eyes can be challenging
due to unusual optic disc appearance, pathological myopic changes, and the limitations
of imaging technologies, especially normative databases.

Patients with Early Disease.
Implications of Overdiagnosis in Glaucoma

Though a high proportion of people with glaucoma remain undiagnosed, especially in
low resource regions, overdiagnosis is also prevalent in some settings. Overdiagnosis
exposes healthy people to the risks of overtreatment and diverts resources from high risk
patients with genuine disease. Potential reasons for overdiagnosis and steps to avoid it
will be presented.
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An accurate, efficient method of assessment for the central visual field is of paramount
importance in both the diagnosis and management of glaucoma. This talk will explore the
most clinically appropriate approaches to making these measurements in the various differ-
ent stages of the glaucoma pathway. Learning objectives will be an improved understand-
ing of the strengths and weaknesses of these approaches in different clinical scenarios.

Advanced glaucoma presents particular problems in the detection of progression using
either structural or functional measures. This talk will outline the difficulties and explore
the different approaches taken to overcome them. Learning objectives will be a better
understanding of the limitations of phenotyping methods in patients with advanced glau-
coma and improved knowledge so as make the detection of progression as accurate and
efficient as possible.
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Despite being widely adopted, procedures performed with MICS are not uniformly effec-
tive in sufficiently lowering intraocular pressure. However, by individualizing and target-
ing device placement, there is potential to enhance aqueous flow.

Though a high proportion of people with glaucoma remain undiagnosed, especially in
low resource regions, overdiagnosis is also prevalent in some settings. Overdiagnosis
exposes healthy people to the risks of overtreatment and diverts resources from high risk
patients with genuine disease. Potential reasons for overdiagnosis and steps to avoid it
will be presented.
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