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XAIPETIZMOZX
\ NMPOEAPOY

MPOXLKAHXIH

Ayanntoi cuvddehpoil,

To Aioikntikd XupBouUAio tns EN\nvikhs Etaipeias Maukwpatos avakoivovel ot 1o
29° Yuvédpio Maukwpatos Ba npaypatonoinBei petagu 3-5 Anpidiou 2025, otnv
Abnva.

‘Onws kdBe xpdvo, n Bepatoloyia €ival ecuacpévn otnv KaBnpepivh KAIVIKA
npd&n kar mMAaiciwvetal and €ykpitous Eévous kal'ENAnves opiAntés, nou péca and
Si1ahé€els, kKAIvikd ppovuiotipia, cupndoia, dry labs & otpoyyuld tpanédia, Oa pas
EVNHEPWOOUV YIa Tis vedTepes e€eAifels otov Topéa tou Maukwpatos kal nws n véa

yvoon petappddetal kal epappodetal otnv kabnpepiva KAIVIKA npagn.

Miotetoupe kal eAnifoupe otnv evepyd GUHHETOXN oas yia tn Sieaywyn evos
enITUXnpévou ouvedpiou yia pia akdpn xpovid.

Ex pépous tou A.X. tns ENAnvikns Eraipeias Maukwpatos
O lMpoedpos

Dwns Tonoulns




IZTOPIKH
\ ANAAPOMH

ANAPEAX ANATNQXITAKHXL
(1826-1897)

O Avépéas Avayvwotdkns unnpe o npwtos KaBnyntns
Og¢Balpoloyias otnv latpikh IxoA tou EBvikou lNave-
niotnpiou ABnvav (1856) £ws kai 41 xpdvia apydtepa.
To 1854 Snpoocicuce éva dpOpo ota yaMhika (Essai sur
U exploration de la rétine et des milieux de |’ oeil sur le

vivant, au moyen d’ un nouvel ophthalmoscope), oto
onoio nepiéypaye tnv epelpeon evos anNOUCTEUPEVOU
opBalpookoniou, Nou xpnolgonololoe pévo éva didtpnto koiho kdtontpo. Auth
Atav n NpwIn epyacia ota yahhikd yia 1o opOaipookdnio kal €ixe peydin annxnon
otov opBalpoloyikd kdopo €dv AdBoupe undyn pas 6t to S1kd tou opOaipookonio
nouAnBnke og 800 opBalpidtpous péoa oe Aiyous pnves. Or apiBpoi autoi eival
e€aipetikd peydMol yia tnv enoxn ekeivn, 16iws Adyw Tou yeyovotos ST 10 NPWTo
opBalpookonio eixe el0axOei pOAIs tpia xpdvia npiv and tnv Tpononoinon tou
Avayvwotdkn and tov Hermann von Helmholtz.




IZTOPIKH
ANAAPOMH

AAE=IOX TPANTAXL
(1867-1961)

To 1899 0 opBalpiatpos ANéEios Tpavtas katdpepe va
napatnpnaoel in vivo tn ywvia tou npocBiou Baldpou
o€ €va pdu pe peyakepatoeidn, xpnoiponolwvias dueon
opBalpockénnon oe cuvduacpd pe SAKTUAIKN nieon
oto okAnpokepatosidés éplo. 'Htav o npwtos nou

Xpnaoipgonoince tov 6po «ywviookonia» kal to 1900
NEPIEYPAYE TNV €IKOVA NS ywvias PUCIONOYIKAS Kal pn,
ONPEIWMVOVTAS NEPIMTWOEIS MUKVAS Xpwaons Tou SinBntikou nBpou, Ip1dikwv npoBoiwv
kal kukhoSidAuons. Ixedov eni SUo Sekacties, o Tpavtas katéypape NOAUTIHES
KAIVIKES mapatnphoels oxetikd pe tv eppdvion tns ywvias og Sidpopes nabnoels,
pe anotéAecpa va avayvwploBei to 1948 and tnv Behyikn OpOaipooyikn Etaipeia
ws «Natépas s ywviookoniasy. Enions nepiéypaye s unokitpives evanoBéoeis tou
eniNepukota nNépIE tou okAnpokepatoeidous opiou ws NaBoYVWHOVIKES TNs €apIVAS
alepyIkns eninepukitidas, yVwotés Péxpl kal ohpepa ws KNAides tou Tpdvta.




BPABEYOENTEX
\ OMIAHTEX

«METAAAIO TIMHL & A=IAX
A. ANATNQXTAKH - A. TPANTA»

H EAAnviki Etaipeia M\aukapatos, anovépel kGOe xpévo ané to 1994,
to «MetdAhio Tipfis ka1 A§ias A. Avayvwotdkn - A. Tpavra»,
oe Sianpeneis opOaApidtpous,

yla th ouveiopopd Tous otov Topéa Tou YAQUK®HATOS.

O1 BpaPeuBévres ivai

(pe xpovoloyikh ogipd):

1994 Professor Erik L. Greve, The Netherlands
1995 Professor Wolfgang Leydhecker, Germany
1996 Professor Raymond Etienne, France
1997 Professor Giuseppe Scuderi, Italy
1998 Professor Robert Ritch, USA
1999 Professor Guenter K. Krieglstein, Germany
2000 Professor George L. Spaeth, USA

2001 Professor Bruno Boles Carenini, Italy




BPABEYOENTEX

OMIAHTEX

2002 Professor Thom Zimmerman, USA
2003 Professor Roger Hitchings, UK
2004 Professor Shlomo Melamed, Israel
2005 Professor Clive Migdal, UK
2006 Professor Paul L. Lichter, USA
2008 Professor Anders Heijl, Sweden
2009 Professor Anne Coleman, USA
2010 Professor Jeffrey Liebman, USA
2011 Professor George Baerveld, USA
2012 Professor Keith Barton, UK
2013 Professor Franz Grehn, Germany
2014 Professor Norbert Pfeiffer, Germany
2015 Professor Gabor Hollo, Hungary
2016 Professor Murat Irkec, Turkey
2017 Professor Claude F. Burgoyne, USA
2018 Professor David Garway-Heath, UK
2019 Professor Roy Wilson, USA
2022 Professor Stefano Miglior, Italy
2023 Professor Keith Martin, Australia
2024 Professor Robert Weinreb, USA




MAHPO®OPIEZ
\ EFTPA®HZ

KATHIOPIA KOXTOX

EIAIKOI OPOAAMIATPOI 150 €
EIAIKEYMENOI O®©AAMIATPOI (péow etaipeicov TDEE) 140* €
IATPOI KAl AAAOI EY 100 €
EIAIKEYOMENOI OPOAAMIATPOI 70€
NOXHAEYTEL, POITHTEL AQPEAN

* H eyypagn Sev nepidapBdvel emortiotikés unnpeoies ouvedpiou.

KOZTOZX EMZITIZTIKQN: 10,00 supw.

H ouppetoxn oto Xuvédpio, nepihapBdvel Suvatdtnta napakoAolOnons tou
gniotnpovikoU npoypdppatos, napaiapn cuvedpiakol ulikou, eicodo otnv
€kBeon, CUPPETOXN OUS KOIVWVIKES EKONAWOEIS Tou Xuvedpiou kal napaian tou
NAEKTPOVIKOU MICTONOINTIKOU CUPHETOXNS, BACE TwV wpwv napakohoudnons.
**Tia voonAeutés kal npontuxiakous (poItntés, N CUPHETOXN oto Luvédplo gival
Swpedv kal nepihapBdver Suvatdtnta napakoAoudnons Tou €NICTNHOVIKOU
npoypdppatos, eicodo otnv €kBeon, kal anAn BeBaiwon ouppetoxns. H 1816tnta
tous Oa BeBaicivetal own ypappateia pe v enideign BePaiwons and tov enionpo
popéa otov onoio undyovrai (n.x. eNictoAn and tov Sieubuvth ths KAIVIKAS yia TOUs
VOONAEUTES, TaUTATNTA €NayYEAUATIKAS KATAoTaons yia NoInés Katnyopies).

Ka®’ 6An tn Sidpkeia tou Luvedpiou Ba undpxel petdppacn twv opiAIcV, kaBws Kal
oUoTtnpa NAEKTPOVIKAS KATAPETPNONS TwV wpwVY NapakoAoUBnons tou Npoypdppatos.
To Zuvédpio popiodoteital pe popia cuvexi{épevns eknaideuons and tov MNaveAavio
latpiké LUMoyo. H napaiaBnh tou nictonointikoU npoinoBétel thv cupnAnpwon
online ¢poppas a§ioAdynons kai tnv napakoAolbnon tou 60% Twv wpwv Tou
gniotngovikoU npoypdppatos, kat eEAGXICToV.

AKYPQXEIX

To Sikaiwpa cuppetoxns oto cuvedpio Sev eniotpépetal.




TPAMMATEIA LYNEAPIOY

‘Ews 1o ouvédpio: KatdBeon noooy otnv EBvikn Tpdnela, os Siatayn:

EAAHNIKH ETAIPEIA TAAYKQMATOX

Ap1Bpds Aoyapiaopou 169/629649-18

IBAN No GR8701101690000016962964918

avapéPovias OVOUATEN®VUHO kal 1816tnta ouvéSpou (€18IKEUPEVOS/EISIKEUOHEVOS)
Katd tn 8idpkeia tou ouvedpiou: MNMAnpwpn otn ypappateia twv eyypapwv

TPAMMATEIA ZYNEAPIOY

H lpappateia 6a Aeitoupyei ka®’” 6An tn Sidpkeia Sie§aywyns tou cuvedpiou, Ts
akSNouBes wpes:

MEMMTH 03/04/2025: 13.00- 19.30
MAPAXKEYH 04/04/2025: 09.00-19.30
LABBATO 05/04/2025: 09.00 - 19.00

LYNEAPIAKEL AIOOYXEL & XQPOX EKOEIHX

3 Anpidiou 2025: To ocuvédpio Ba npaypatonoinBei, otov npIdPOPO ToU
=evodoxeiou KING GEORGE.

4 Anpihiou - 5 Anpihiou 2025: To cuvéSpio Ba npaypatonoinBei ouis aibouoes
tou =evodoxeiou METAAH BPETANIA.

O xwpos ékBeons twv etaipeldv Tou kKAaSou, Ba Aeitoupynoel o napdnieupes
aiBouoss tns ocuvedpiakns, oto Zevodoxeio METAAH BPETANIA.

AIAMONH XYNEAPQN -
NMAHPO®OPIEL KPATHIHX AQMATIQN

Enionpaivetal du kpathoels dwpatiwv yia tous cuvédpous oto Zevodoxeio METAAH
BPETANIA &¢ev yivovtal, kaBws xpnoiponoigital povo ws xwpos die§aywyns tou
ouvedpiou. O1 evdiapepdpeves etaipeies Oa npénel va PHEPIPVACOUV OXETIKA, OE
GM\a EevoSoxeia, AapBavovtas undyn 6t to kdotos PiNoevias (Siapovh kai
Siatpon) twv enayyeAdaticov uyeias Sev pnopei va unepBaivel ta nood nou opifouv
ol enikaiponoinpéves eykUkAiol EO® kar X DEE.







EMIZTHMONIKO
NMPOrPAMMA

\




MEMMTH 3 AMPIAIOY 2025

KING GEORGE HOTEL

14.00 - 19.00 EFTPA®EX LYNEAPQN

AI©OOYIA A’ - KAINIKA ®PONTIETHPIA

14.30- 15.30  Workshop «Onuka MNedia»
YUVTOVIOTES: M. Nanandvos, A. MNavvouUAns
Yuppetéxovies:  P. X. Mnapt{ouAidvou
Baoikés apxés kai otpatnyikés e€€taons twv ontikwy nediwv
A. lavvoulAns
Epunveia twv anotedeopdtwy tns e€€taons
TwV ontikwv nediwv
A. Tooukavds
MortiBa yAaukwpatikns BAdPns ota ontikd nedia
Ax. Mdvéalos
lMayibes ka1 Ad6n otnv e€€taon twv ontikwv nediwv

15.30- 16.30  Workshop «OCT»
Yuvtoviotpies: E. MNanakwvotavtivou, M. Ntévin
Yuppetéxovies:  E. Aaligpdkn
OCT Fundamentals in Glaucoma:
Bridging Structure and Function
K. lanaédénoulos
OCT Pitfalls: Artifacts, Red & Green Disease Explained
T. Xenétns
OCT in Action: Diagnosing and Monitoring Glaucoma
Progression
K. MavvonouAou
Real-World Challenges:
OCT Case Studies & Key Takeaways




MEMMTH 3 AMPIAIOY 2025

16.30 - 17.00

17.00 - 18.00
YuvtovioTns:
2XONIQOTES:
YUPPETEXOVTES:

18.00 - 20.00

YUVTOVIOTES:

Oegpatoloyia:

14.00 - 14.30
OpiAntis:

AIAAEIMMA

KAiviké AiApata

I'. Aahidvns

A. Aaotpidou, A. Bépyabos

B. Tqiuns

[Meds napakoAoubw to yAalkwpa otn puwnia

K. lNavvonouAou

AioAdynon tns ywvias. Khivikn ywviookonia n AS-OCT.
Ti va eniAé€w

E. [kapaykdvn

Mnopouv o1 Anti-Vegf va ennpedoouv tov yAaukwpatiko
aocBevn pas;

A. TpiBAR

N61e to yAaukwpa Sev gival yAaukwpa

M. lewpydénouldos

O@OBaluikn uneptovia. Note Eekivdw aywyn

YE MNHMH A. AIATOYPTA

Mapouciaon epyacidv anéd i1dikeudpevous
(EGS Resident Course)

@. Tonoulns, A. Nanakwvotavtivou

AI©OYIA B’ - DRY LABs
EMIZTHMONIKOX YNEY®YNOZX: A. MNanakwvotavtivou

Introduction-Theory / Opening the conjunctiva
Creating a flap / Sclerostomy / Flap suturing /
Conjunctiva Suturing

Eicaywyh - Oewpntiké pdOnpa

I. XaAkia8dkns




MEMMTH 3 AMPIAIOY 2025

Eknaideutés:

14.00 - 14.30

14.30 - 19.30
14.30- 15.45

15.45-17.00

17.00 - 18.15

18.15-19.30

A. AAwvicu®tns, E. Avactacénoulos, A. Bépyados,
M. lewpyénoulos, A. lavvoiins, A. Aacupidou,

A. Anpdkns, L. Kavéapdkns, E. Kappipns, A. Kapidns,
I'. Koyivns, A. KoupkoUtas, A. Mdvéalos, A. Mnegivns,
M. Ntévn, E. NManakwvotavtivou, X. Mannd, B. T{ipns,
I'. Topans, A. Tooukavds, ©. @iAinnénoulos,

l. XaAkiaddkns

Eicaywyh - O@ewpntiké pdOnpa
OpiAntis: |. XaAkiaddkns

Mpakuké okélos (aApaBntika)

OMAAA 1
E. Kappipns, A. Kapibns, A. Koupkoutas,
A. Mnecivns, B. T¢ipns

OMAAA 2
A. Aacupidou, X. Kavdapdkns, I'. Koyivns,
A. Mdvéahos, A. Tooukavds

OMAAA 3
A. AAwviouwtns, E. Avactaocdnoulos, A. lNavvouUAns,
X. Mannd, ©. ®iAinnénoulos

OMAAA 4
A. Bépyados, . Ntovin, E. MNManakwvotavtivou,
I'. Topans, |. XaAkiaddkns



MAPAXZKEYH 4 AMPIAIOY 2025

GRANDE BRETAGNE HOTEL

09.00 - 19.00

09.30 - 10.00

10.00 - 11.00
Oépa:

Y UVTOVIOTES:

YUHPETEXOVTES:

11.00-12.00

12.00 - 12.15

EFTPA®EL

EMIZHMH ENAP=H
- Xaipeuopds MNpoédpou

LXTPOITYAO TPAMEZI
O\ Oepaneutikés anopdoels otn olyxpovn KAIVIKA NPAKTIKA
ToU YAQuk®patos

I. Xakkiaddkns, X. Teplidou
A. TpiBAR, I1. Manandvos, E. Avactacdénoulos, I'. Koyivns

AIAAEZEIX

Glaucoma Challenges in Early Diasease
and / or Early in Life

Mpoedpeio: X. Teplidou, . NManandvos

Screening for Glaucoma. Where are we Today?
Anja Tuulonen

Glaucoma Suspects & Ocular Hypertensives:
Are we Wasting Resources in this Group of Individuals?
Stefano Miglior

Primary or Secondary Open Angle Glaucoma
in a Young Patient. What do | do Differently?
Anthony King

Of course | took my drops, Doctor
Francesco Goni

AIAAEIMMA




MAPAXIKEYH 4 AMPIAIOY 2025

12.15-13.15

13.15- 14.15
Oépa:

Yuvtoviotés:
YUPPETEXOVTES:

14.15 - 15.15

AIAAEZEIX
Diagnosis and Monitoring in Glaucoma
Mpoedpeio: Xt. Kavdapdkns, I'. Koyivns

Home Monitoring of IOP, Diurnal Curves
and Water Drinking Tests.

Are There Trustworthy and/or Necessary?
Barbara Cvenkel

Clustering of Visual Field in Clinical Practice. Is it Feasible
and Useful?

Ananth Viswanathan

My Best To Go Glaucoma Biomarkers in OCT.
Andrew Tatham

Imaging of the Anterior Segment.
Do we still Need Gonioscopy?
Winnie Nolan

IXTPOITYAO TPAMEZI

Mds petappalovral otnv kKAIviki npd§n ta vedtepa
Sedopéva ané to Thessaloniki Eye Study

®. Tonoulns, E. Avactacénoulos

A. lavvouAns, P. X. Mnapt{ouAidvou, I'. Mnévt{os,
1. Ntévrn, E. lMNanakwvotavtivou

F’EYMA

15.15-16.15

AOPY®OPIKO LYMIOZIIO (oe. 26)



MAPAXZKEYH 4 AMPIAIOY 2025

16.15-17.15

17.15-17.30

17.30 - 18.30

AIAAEZEIX
Glaucoma Meets Other Subspecialties
Mpoedpeio: E. Avaotaodnoulos, |. Xakkiaddkns

Evaluation and Management of Glaucoma in Patients
with Corneal Diseases
Carlo Traverso

Glaucoma isn’t the Only Optic Neuropathy.
How do | Avoid Getting in Trouble?
Esther M. Hoffmann

Premium IOLs in Glaucoma Patients: Yes or No?
Julidn Garcia Feij6éo

Master Protocol for Evaluating Real-World Data.
Anja Tuulonen

AIAAEIMMA

AIAAE=ZEIX
Glaucoma Challenges in Late Disease and/or Late in Life
Mpoedpeio: I'. Maykoupitaas, Av. Kovotas

How do | Approach the Pelevant Co-Morbidities
in this Age Group?
Stefano Miglior

Does Advanced Age Affect the Surgical Procedure of Choice?
Hari Jayaram

The Patient is in Late Disease but Early in Life.
What do | do Differently?
Anthony King

When Enough is Enough? Accepting the Inevitable.
Fransesco Goni




MAPAXIKEYH 4 AMPIAIOY 2025

18.30 - 19.30
O¢pa:

Yuvtoviotés:
LUPPETEXOVIES:

LTPOITYAO TPAMEZI

Ynoox6peves Siayvwaotikés kal Oepaneutikés Nnpogeyyioels
oto yhalkwpa otov 2 1° aidva

A. Kovotas, B. KofopnéAns

A. Katodvos, A. Mikpénoulos, E. lNavayiartou,

©. ®iAinnénoulos



GRANDE BRETAGNE HOTEL

09.30-10.30
O¢épa:

Yuvtoviotés:
YUPPETEXOVTES:

10.30- 11.30

11.30 - 12.00

LABBATO 5 AIPIAIOY 2025

LTPOITYAO TPAMEZI

Moious GA\ous napdyovtes ektds and tnv evéopOAaApIa
nieon npénel va cu{nthow He Tous acOeveis pou.

Mia oAiotikh npooéyyion yia to yAaukwpatiké acOevh
A. Katoavos, A. Mikpénoulos

A. Bépyados, A. Aactipibovu,

K. Kapaundroas, I'. Mnévt{os

AIAAEZEIX
New Ideas in Glaucoma Management

Mpoedpeio: E. Kappipns, ©. @ihinnénoulos

Al in Glaucoma Clinical Applications & Challenges.
Ananth Viswanathan

New Horizons in Glaucoma Medical Therapy.
Barbara Cvenkel

Non-IOP Related Glaucoma Management.
Luca Rossetti

Minimal Clinical Important Differences
in Glaucoma Trials.
Giovani Montesano

AOPY®OPIKH AIAAE=H (oe). 26)

12.00 - 12.15

12.15 - 13.15

AIAAEIMMA

AOPY®OPIKO LYMNOZXIO (oeh. 26)




TABBATO 5 AIPIAIOY 2025

13.15 - 14.45 AIAAE=EIX
Evidence Based Medicine: How do (Should) Landmark
Trials Affect Our Practice?
Mpoedpeio: ®. Tonoulns, A. Nanakwvotavtivou

How do we Evaluate the Results of a Trial.
Common Sources of Bias.
Giovani Montesano

In Ocular Hypertension and Early Open Angle Glaucoma.
Luca Rossetti

In Advanced Open Angle Glaucoma.
Hari Jayaram

In Angle Closure Glaucoma.
Winnie Nolan

«ANAGNOSTAKIS -TRANTAS» Award
Honorary Lecture:
To MIGS, or not to MIGS, that is the Question!

Gordana Sunaric-Mégevand

14.45-15.45 TEYMA

15.45-17.00  AIAAEZEIL
Surgery for Glaucoma
Mpoedpeio: B. KolopndAns, A. Katodvos

Advances in Laser Treatment for Glaucoma.
Esther M. Hoffmann

Does Everybody with well Controlled Early Glaucoma Need
a Trabecular MIGS Procedure at the time of Cataract Surgery?
Andrew Tatham




LABBATO 5 AIPIAIOY 2025

Positioning of Bleb Forming Devices in the Treatment
Algorithm.

Julidn Garcia Feijoo

Who is the Ideal Patient for Filtration Surgery?

G. Sunaric-Mégevand

What are the Treatment Options after a Failed Trab
or a Failed Tube?

Carlo Traverso

17.00 - 18.15 XTPOITYAO TPAMEZI

Oépa: MpoBAnpatiopoi otnv kaBnpepivh avupetwnion
tou YAaukapatos. NMapouciacn nepictatiky.

Yuvtoviotés: A. Nanakwvotavtivou, I'. Maykoupitoas

Y UPPETEXOVTES: . AaAidvns, X. Kavéapdkns, E. Kappipns

18.15-18.30 = EPQTHXEIX - XYZHTHXH

18.30- 19.00 TEAETH BPABEYIHX AIATQNIZMOY
«XE MNHMH A. AIATOYPTA»

19.00 AH=H LYNEAPIOY







ETAIPIKEX
EKAHAQZEIX

\




ETAIPIKEL EKAHAQZXLEIX

15.15-16.15
Oépa:
Yuvtoviotns:
LUPPETEXOVIES:

11.30 - 12.00
O¢pa:

OpiAntas:

12.15-13.15
Oépa:

YUVTOVIOTAS:

Y UPPETEXOVTES:

MAPAXKEYH 4 AMPIAIOY 2025

AOPY®OPIKO XYMMNOZXIO
Néa Oepaneutikés Mpooeyyioels

42 BIANE=..

BIOMHXANIA ®APMAKOQN

rrrrrrrrrrrrrrrrrr NNAKONOVADY

A.T. Kovotas
A. Mikpénoulos, I'. Kupiwviis, A. Katodvos, B. KodounéAns

LABBATO 5 AlPIAIOY 2025

AOPYO®OPIKH AIAAEZH BAUSCH+LOMB
OM\iouikh pappakeutiki See better. Live better

¢povtida oto Nalkwpa
®. Tonollns

AOPYO®OPIKO LYMMNOZXIO

BeAudvovtas tnv anoteheopatikétntd

OThéa

let’s open our eyes
Kal geidyvovtas ta npoPAnpata

otn (pappakeutikh Ogpaneia tou yAduk®dpatos.

O Mivotaupos, o AaBipivBos kalo Mitos tns Apiddvns
@. TonoGlns

E. Avaoctaodénoulos, X. Kavéapdkns, E. Kappipns



MEPIAHWEIX
AIAAEZEQN

A




MEPIAHWEIXL AIAAEZEQN

B. Cvenkel

MD, PhD, Head of Glaucoma Dept,
Clinic for Ophthlamic Diseases,
University Medical Centre Ljubljana,
Slovenia

New Horizons in Glaucoma Medical Therapy

Recent advances in glaucoma treatment have focussed on improving efficacy,
reducing side effects and providing more convenient treatment options. Several
new approaches and emerging therapies for the treatment of glaucoma show
promise, particularly in the areas of novel drugs, delivery systems and neuropro-
tection strategies.

Rho-kinase inhibitors, a new class of drugs, consist of 3 agents (ripasudil, netarsudil
and fasudil) that are available in some countries. They lower intraocular pressure
by reducing the resistance to the outflow of aqueous humour from the Schlemm’s
canal by relaxing the trabecular meshwork. In addition, the Rho-kinase inhibitors
reduce the synthesis of reactive oxygen species in the trabecular meshwork cells,
which contributes to the death of these cells. Netarsudil 0.002% ophthalmic solu-
tion is the only Rho-kinase inhibitor approved in Europe with similar efficacy to
timolol but a higher rate of ocular side effects. There are several Rho-kinase inhib-
itors currently under investigation. Nitric oxide donors are another class of agents
that not only lower IOP but may also increase blood flow and anti-inflammatory
activity. The only preparation available (not in Europe) is Latanoprostene Bunod,
which releases latanoprost and a NO-donating molecule, butanediol mononitrate.
A nitric oxide-donating bimatoprost is currently in phase Ill development. The
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development of novel prostaglandin receptor agonists that lower |OP by stimulat-
ing EP2 and EP3 receptors in addition to FP appears promising. Omidenepag isopro-
pyl 0.002%, a prostanoid EP2 receptor agonist, lowers IOP by increasing trabecular
and uveoscleral outflow and has comparable efficacy to latanoprost. The novel
fixed combinations, of which netarsudil/latanoprost is available in some European
countries, have shown high efficacy due to their effect on episcleral venous pres-
sure. Fixed combinations in the pipeline include Rho-kinase inhibitors (ripasudil)
with brimonidine and sepetaprost (an FP/EP3 receptor agonist). Adenosine recep-
tor modulators are another group currently under investigation. Their effect on
IOP depends on binding to the receptor subtype. Trabodenoson is a selective A1
receptor agonist that increases aqueous humour outflow via the matrix metallo-
proteinase-2 signalling pathway and has the potential for a neuroprotective effect.
The side effects of topical treatment and treatment adherence are an important
issue in glaucoma treatment. Novel approaches focus on increasing drug absorption
from the ocular surface through the use of mucoadhesive polymers, slow-release
implants and nanoformulations, none of which are available for clinical use. The
enhancement of drug delivery by injection of sustained-release bimatoprost has
only been approved by the FDA for a single application for safety reasons. Stud-
ies on the intracameral and intraocular use of latanoprost, travoprost and ciliary
neurotrophic factor are ongoing.

Home monitoring of IOP, Diurnal Curves
and Water Drinking Tests.
Are they Trustworthy and/or Necessary?

Intraocular pressure (IOP) remains the only modifiable factor in the development
and progression of glaucoma. Although it is important to measure IOP at diag-
nosis and after |OP-lowering treatment, the evaluation of IOP-lowering therapy
is usually based on a few |OP measurements during the consultation time. Stud-
ies have shown that IOP fluctuates throughout the day and over longer periods
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of time and that a single measurement of IOP in the office may not be represen-
tative of most of the day. There is no consensus on which IOP parameter (mean
IOP, peak IOP, IOP fluctuation) is the most important risk factor for glaucoma
progression. The lack of IOP data is an important limiting factor in glaucoma
management. Twenty-four hour IOP monitoring can provide the most accurate
measurements, but is hospital dependent, inconvenient and costly. A daytime
curve may be an option, but it is questionable whether the pattern of IOP remains
similar over subsequent days or over longer periods of time. Collecting more IOP
readings at home has led to the development of self-tonometers and continuous
pressure measurement devices. The iCare HOME tonometer has been shown to be
accepted by the majority of patients and is easy to use. It allows the measurement
of IOP in the usual position (i.e. supine position during the night). Home monitor-
ing of IOP may be suitable for motivated patients who appreciate being actively
involved in their treatment. The water-drinking test, which tests the eye’s outflow
facility after drinking 800-1000 ml in a short time, could be an alternative to diur-
nal IOP monitoring, as a strong positive correlation between peak IOP values from
the water-drinking test and diurnal IOP monitoring has been found in glaucoma
patients. In some patients, visual field loss progresses with apparently controlled
IOP at office visits. In these selected patients, obtaining further IOP data may be
helpful to modify and/or adjust treatment to prevent progression.
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Positioning of Bleb Forming Devices
in the Treatment Algorithm

Bleb forming devices, Less Invasive Glaucoma Surgery or Minimally Penetrating
glaucoma surgery are positioned as a less invasive surgical option for patients with
moderate to advanced open-angle glaucoma who have insufficient intraocular pres-
sure (IOP) control despite maximally tolerated medical therapy or previous laser
procedures. Some years ago these surgeries where considered as an intermediate
step between traditional filtering surgeries, such as trabeculectomy, and less inva-
sive interventions like SLT or MICS. Its design allows for a controlled and sustained
reduction in |OP, with a lower risk of complications compared to conventional
filtering surgery. However the indications have evolved and now, in my opinion,
are gaining acceptance as a viable alternative to trabeculectomy, especially in
cases where long-term |OP reduction is needed but the patient or surgeon wishes
to avoid the higher risk profile of traditional surgery. It is particularly considered
for patients who may not be ideal candidates for trabeculectomy due to comor-
bidities, previous surgeries, or patient preference. Moreover they can be used as an
alternative to glaucoma drainage devices after failed conventional filtering proce-
dures. However, long-term data and comparative studies are still evolving to fully

establish its place in glaucoma management guidelines




MEPIAHWEIXL AIAAEZEQN

Premium IOLS in patients with glaucoma.
Yes or No

We will discuss the different Premium IOLs and the potencial indications in patients
with glaucoma. There are no contraindications for monofocal Toric IOLs or mono-
focal Plus IOLs other than the possibility of IOL decentration and tilt. However,
the use of Multifocal IOLs (MIOLs) in patients with glaucoma and even ocular
hypertension (OHT) requires careful consideration due to potential effects on
contrast sensitivity and overall visual quality. For multifocal IOL Moderate and
Advanced glaucoma are very well stablished contraindications. In my opinion even
patients with early glaucoma are not good candidates for MIOLs as contrast sensi-
tivity could be affected even in early stages with minor VF defects, Moreover OHT
patients could progress unexpectedly and rapidly so even in this case, patients have
to be informed and should understand the potential risks and benefits, especially if
their life expectancy is long. In PSX glaucoma or even PSX syndrome MIOLs should
not be used due to the long term IOLs stability complications.




MEPIAHWEIX AIAAEZEQN

F. Goni

Dr, Head of the Ophthalmology Dept
and Consultant of the Glaucoma Unit
of the Mollet Hospital,

Barcelona, Spain

Of course | took my drops, doctor

When asked directly and in a straightforward manner, the patient will answer yes,
I’m using the drops. Treatment adherence is difficult to assess. This presentation
reviews key concepts to better identify possible barriers for treatment nonadher-
ence and strategies for recognizing and improving it.

When Enough is Enough? Accepting the Inevitable

In our clinical practice, it is not uncommon to face terminal situations related to
glaucoma as a disease, to the patient as a suffering human being, and to the doctor
as the leader of therapeutic decisions. This presentation reviews shortly the defin-
ing characteristics of each of the parties in this three-way relationship, leading to a
situation that ultimately results in a difficult decision such as “enough is enough”.
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Advances in laser treatment for glaucoma

The presentation includes new recommendations for first line treatment for glau-
coma and an objective view on the future treatment for glaucoma

Glaucoma isn’t the only optic neuropathy.
How do | avoid getting into trouble?

The talk will present differential diagnoses of glaucoma including various non-glau-
comatous optic neuropathies. Identification comparison to glaucoma optic neurop-
athy will be discussed.
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Does Advanced Age Affect the Surgical
Procedure of Choice?

The prevalence of glaucoma continues to increase with an ageing population and
consequently we frequently have to address the challenging of progressing glau-
coma in an ageing population. This talk will address the challenges of performing
glaucoma surgery in an older population, whilst balancing the benefits of surgical
intervention against the risk associated with surgery in this vulnerable group of
patients, their willingness to undergo ocular surgery.

EBM - How do (should) Landmark Trials Affect
Our Practice In Advanced Open Angle Glaucoma?

The management of Advanced Open Angle Glaucoma has been a clinical challenge
with prior evidence based upon clinical practice derived from a prior era. This talk
will discuss the available contemporary evidence that can influence the clinical deci-
sion making of glaucoma specialists caring for this challenging cohort of patients.
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Primary or secondary open angle glaucoma
in a young patient - what do | do differently

The treatment approach for open angle glaucoma may vary according to the under-
lying aetiology of the condition and the age of the patient. While the treatment
options remain the same for all open angle glaucoma patients the order in which
these options are undertaken may vary and age may influence the treatment path-
way adopted. We will explore the options that exist and important considerations
in deciding treatment and evidence that exists to support treatment choices.

The patient is in late disease but early in life.
What do | do differently

The treatment approach for glaucoma may vary according to the severity of disease
and the age of the patient. Patients presenting early in life with advanced disease
have longer to become severely visually impaired during their lifetime and this may
influence the treatment pathway adopted. We will explore the options that exist
and important considerations in deciding treatment and evidence that exists to
support treatment choices.
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Glaucoma suspects and ocular hypertensives.
Are we wasting resources in this group
of individuals...?

Individuals with Ocular Hypertension (OHT) are about the 4% of the general popu-
lation above the age of 40. Glaucoma Suspects (individuals with a suspicious optic
disc and a normal or borderline visual field and a normal IOP) should be added to
the group of OHT, thus increasing the number of functionally normal individuals
with a higher risk to develop POAG over time and/or already affected by a very
early stage of the disease.

They have a potentially high impact on the amount of resources (economical,
human and logistic) that should be allocated in order to provide the correct diag-
nosis and to organize the proper follow up and clinical management. Today we
have adequate indications for an Evidence Based (EB) management of OHT, which
may simplify the whole process and considerably limit the waste of resources in
this area. We do not have yet EB indications for the best management of glaucoma
suspects, but a proper knowledge of basic ophthalmological signs, and a correct
interpretation of Imaging and Visual Field test results may help in simplifying the
overall diagnostic and management processes.

Itis not possible to foresee the impact of a correct clinical practice on the possible
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saving of economical, human and logistic resources. On the other hand, however, it
has to be kept in mind that during the last decades a very strong and continuously
repeated message concerning “early diagnosis of glaucoma” has been spread out
all over general ophthalmologists and general population. The result is that today
potential patients tend to be extremely anxious for a potentially blinding disease
and ophthalmologists tend to over-diagnose and over-treat.

The presentation will try to highlight these concepts and to update present find-
ings to better elucidate the whole context.

How do | approach the relevant co-morbidities
in this (late disease/late in life) age group...?

The management of glaucoma in the elderly, when glaucoma may be advanced or
even end-stage, needs a very challenging clinical approach, which should take into
account a number of significant variables: stage of the disease, binocular functional
status, life expectancy (which does not simply depend on the crude age, but also
on the presence/absence of systemic co-morbidities, the psychological status of
the patient, the assessment of IOP and of the local and systemic impact of topical
therapy, and, whenever possible, the assessment of visual field rate of progression.
Among these, co-morbidities represent a significant problem, either if they are
ocular or if they are systemic.

If they are ocular (age-related macular degeneration, retinal vascular diseases,
ocular inflammation, advanced cataract, severe corneal diseases...) the ophthal-
mologist should be aware of the functional impact of the ocular co-morbidities
on the proper assessment of the glaucomatous eye. At the same time the ophthal-
mologist should be well aware that a proper management of glaucoma must be
titrated in order to treat the disease and limit the impact of whatever glaucoma
treatment on the ocular co-morbidities.

If they are systemic, the ophthalmologist should consider the possibility of
under-treating, in case of significant diseases that may significantly shorten life




MEPIAHWEIX AIAAEZEQN

expectancy of the patient. In other situations, such as neuro-degenerative diseases,
which affect the accurate diagnosis and follow up of glaucoma, the ophthalmol-
ogist should consider to try to simplify the medical treatment or to decide for
surgery. In case of systemic vascular diseases the approach to glaucoma surgery
should be accurately planned in order to reduce the risk of interference of systemic
medications on the surgery itself and during the first period of post-op follow up.
The presentation will try to highlight these concepts and to update present find-
ings to better elucidate the whole context.




MEPIAHWEIXL AIAAEZEQN

G. Montesano

Azienda Ospedaliera San Paolo,
Polo Universitario,
AO San Paolo

How do we evaluate the results of a trial.
Common sources of bias

Evaluating the results of a clinical trial requires a critical understanding of poten-
tial biases that can influence outcomes. This presentation will introduce common
strategies to minimize bias, focusing on the gold standard: randomized, place-
bo-controlled, double-masked clinical trials. It will then systematically explore
how bias can arise when deviations from this protocol occur. Recognizing that the
gold-standard approach is not always feasible - such as in surgical trials - alterna-
tive measures to mitigate bias in these cases will also be discussed. The presenta-
tion will also explore how the choice of outcome can change the interpretation
of the results, specifically focusing on the difference between intraocular pressure
control and disease progression control.
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Minimal Clinical Important Differences
in Glaucoma Trials

In glaucoma trials, defining meaningful treatment effects is essential for both clin-
ical decision-making and patient care. This presentation will focus on the concept
of Minimal Clinically Important Differences, emphasizing disease progression as a
key outcome measure, primarily assessed through visual field monitoring. While
intraocular pressure (IOP) reduction remains the main modifiable risk factor in
glaucoma management, its correlation with long-term visual field preservation is
imperfect. We will explore the relationship between visual field loss and vision-re-
lated quality of life, highlighting why disease progression - rather than IOP alone -
should be the primary measure of treatment efficacy. The limitations of IOP-based
outcomes and the need for clinically relevant, patient-centred measures will also
be discussed.
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Imaging of the anterior segment:
Do we still need gonioscopy?

Over the last decade the use of anterior segment imaging has become a more
established part of the diagnostic work up for glaucoma patients. Where it used
to be an adjunct to gonioscopy in helping confirm the presence and mechanisms of
angle closure, it now is used more routinely for excluding angle closure in ‘virtual
clinic’ settings or as a replacement for gonioscopy. However, gonioscopy is still
an important examination technique which requires skill and practice. In this talk
there will be discussion of the role of imaging and the advantages and disadvan-
tages of the two types of angle examination techniques.
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How should landmark trials affect our practice
in angle closure?

The ZAP and EACGLE studies are the two key trials which have changed practice in
the management of patients with narrow angles and primary angle closure disease.
The ZAP'study showed a small benefit of prophylactic laser iridotomy for narrow
angles and this talk will discuss how in the UK we now suggest limiting this inter-
vention to patients thought to be at higher risk of acute angle closure. The EAGLE
trial showed that clear lens extraction achieves better control of IOP in patients
with PAC and PACG compared with iridotomy. This talk will discuss the exclusion
criteria for EAGLE and the importance of counselling patients on CLE and identify-
ing those who may be at higher risk of complications following surgery. This will
be illustrated with case example(s).
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To MIGS or not to MIGS, this is the question

Glaucoma is still the leading cause of irreversible blindness and glaucoma surgery
remains a crucial means to halt the progression of the disease when medical ther-
apy has failed. In recent years we have witnessed a shift in glaucoma surgical prac-
tice patterns. While Trabeculectomy has historically been preferred, providing
significant and sustainable IOP reduction for medically uncontrolled or progres-
sive disease, we witness today an increased use of MIGS mainly guided by their
safety and ease of use. The originally claimed indications are no longer respected
and MIGS are used for various types and stages of glaucoma despite their known
limited efficacy. The evidence on which the use of MIGCS is based, the incentives
what this means for the global health care is discussed.
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Who is the ideal patient for filtration surgery

Since its description, over 50 years ago, Trabeculectomy has remained the Gold
Standard in the surgical management of uncontrolled and progressive glaucoma
but concerns about bleb-related complications have contributed to an expanded
use of tube shunts and of newer, safer surgeries. However most comparison of these
alternative surgeries have confirmed the superiority of Trabeculectomy in reducing
IOP but at the expense of potential post-operative complications. When planning
surgery, It is important to evaluate the risk- benefit in the given patient, to adopt an
individualized approach balancing potential complication with long term efficacy.
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My best to go glaucoma biomarkers in OCT

Optical coherence tomography (OCT) has transformed glaucoma diagnosis by
providing objective, high-resolution imaging of key structural biomarkers. The most
important OCT parameters include retinal nerve fibre layer (RNFL) thickness, reti-
nal ganglion cell layer (GCL) and Bruch’s membrane opening-minimum rim width
(BMO-MRW), all of which help detect glaucomatous damage at an early stage.
However, several challenges persist, particularly regarding the reliability of norma-
tive databases, the presence of artifacts, and difficulties in high myopia.

Beyond diagnosis, OCT plays an important role in monitoring glaucoma progres-
sion by detecting structural changes over time. However, challenges such as the
“floor effect” - where RNFL and GCL measurements become too thin to detect
further progression - can limit its utility in advanced disease. Additionally, measure-
ment variability, scan quality issues, and the need to account for normal age-related
change remain important considerations. Despite these limitations, OCT remains
an indispensable tool, complementing functional tests.
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Does everybody with well controlled early
glaucoma need a trabecular MIGS procedure
at the time of cataract surgery?

Minimally invasive glaucoma surgery (MIGS), particularly trabecular bypass proce-
dures, has become an attractive option for patients undergoing cataract surgery
who have coexisting glaucoma. These procedures offer a favourable safety profile
and can reduce medications and provide additional intraocular pressure reduction.
However, whether or not all patients with mild to moderate glaucoma should be
offered a trabecular MIGS procedure at the time of cataract surgery remains contro-
versial. Not all patients require additional pressure lowering and cataract surgery
alone has been shown to lower IOP. Overtreatment may also expose patients to
unnecessary risks and the patient and healthcare system to unnecessary costs. While
MIGS may be beneficial for many, a tailored approach is necessary and patient-spe-
cific factors, such as target IOP, disease progression and medication burden should
guide decision-making.
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What are the Treatment Options
after a Failed Trab or a Failed Tube?

When trabeculectomy or implanting a tube drainage device fails to control intra-
ocular pressure (IOP), various surgical options can be considered.

One is repeat or additional trabeculectomy, in case there is still viable conjunctiva
in the superior quadrants. On may modify the technique by using different surgical
strategies to optimize filtering success.

Another alternative is the placement of long-tube drainage devices (GDDs), either
after failed trabeculectomy or as a second implant. Cyclodestruction is also an
option to reduce the production of aqueous humor in the eye. This approach can
be particularly useful for patients who may not be candidates for further incisional
surgery or for those seeking a less invasive approach.

Overall, the choice of subsequent surgical intervention depends on factors like the
cause of failure, the patient’s overall health, prior surgeries, and individual anat-
omy. A thorough preoperative assessment and a collaborative approach involving
the patient in decision-making are essential.
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Evaluation of patients with glaucoma
and concomitant corneal disease

Managing patients with glaucoma who also have corneal diseases presents unique
challenges, particularly in ensuring accurate intraocular pressure (IOP) measure-
ments, addressing potential complications from surgical interventions and the
effects of topical medications on corneal health.
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Master Protocol for Evaluating Real-World Data

Based upon available literature, all systems suffer from the same challenges: huge
variability of care practices (despite guidelines), simultaneous under- and over-care
as well as unsustainable increase of costs. The Western world has already demon-
strated that simply doing more what we currently do, i.e., more eye care and more
spending cannot guarantee better access to care, nor to better quality, outcomes,
or satisfaction with care.

Due to multi-fold variabilities within national and international ophthalmic subspe-
cialities, it is obvious that all cannot be right. As nothing is intrinsically cost-ef-
fective, it is important to understand and measure the impact of the current work
being done and benchmark our patient outcomes to other organizations.

The US National Institute of Health defines Master Protocol as a trial design that
can test multiple subpopulations in parallel under a single protocol, without the
need to develop new protocols for every trial. The metrics need to be 1) mean-
ingful both for patients and clinicians, 2) easily and systematically recordable
and available from structured electronic health records, and 3) understandable to
aid decision making at different levels of health care. In addition, it is crucial to
confirm that we measure, report and compare the same aspects of care using the
same metrics and methods. These steps offer platforms for adapting trial designs
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using real-world data for multiple purposes. They require collaboration of clinicians
with deep practice experience and questioning minds working closely together.
The digital platform of the Master Protocol is planned to work as a searchlight for
scanning the similarly structured RWD data sets between clinics in peer-to-peer
benchmarking. Both detected differences and similarities in data sets and outcomes
may be valuable and guide to deeper understanding of care practices, including
their impacts on outcomes.

Screening for Glaucoma: Where Are We Today?

The benefits of screening should out-weigh any harms (such as under- and over-
care, false positive, negative and uncertain findings) and be cost-effective. Systems
outcome matter also in screening, not just test performance which ignores the
steps that follow after the test. It is these steps that actually determine how much
benefit and harms screening would bring.

For example, evaluation of fundus pictures by artificial intelligence (Al) is time-effi-
cient compared to human evaluation. However, obviously Al, neither e.g., genetic
testing, cannot guarantee high enough attendance to screening which has reported
to be just above 10% even when screening for targeted high-risk glaucoma popula-
tions. In addition, when also Western health care systems are already suffocating
with the current patient overflows, it does not seem justified to refer even more
patients for their follow-up. However, even when the evidence does not support
systematic screening (as is currently the case in glaucoma), screening may be inter-
preted justified as ‘at least we are doing something’.

A long list of questions still remains to be answered related to high-risk case find-
ing/screening in order to balance between over and under referral and care, how to
set a ‘good enough’ referral threshold, how to define test intervals, how to utilize
and optimize the already existing systems, and how to deal with social-econom-

ic-cultural barriers preventing implementation.
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