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Glaucoma is a strange beast. On one hand, the leading global cause of irreversible blindness and visual disability and on the other 
hand, a benign disease where the patient’s largest problem is not the disease itself but rather the side effects of the treatment. 
This poses enormous challenges for physicians in ophthalmic healthcare as they must navigate between the large group of 
patients with mild disease where the risk of over-monitoring and overtreatment is higher and the small group of patients with 
high progression rates where risk of undertreatment and delayed care are high. 

both a beauty 
and a beast  

The only available treatment for 
glaucoma is lowering the intraocular 
pressure (IOP). As a matter of fact, last 
year we celebrated the 150th anniversary 
of medical IOP lowering treatment 
for glaucoma as pilocarpine was first 
introduced back in 1875. 150 years is a 
long time and all this time we’ve been 
using the same principle in glaucoma 
treatment – lowering the IOP. Fortunately, 
our alternatives to reduce the IOP have 
improved immensely in this time with 
numerous new medical compounds as well 
as various laser and surgical options. But 
still, the treatment in principle is the same 
as it was in the 1800s. 
Are the current treatment options 

sufficient? Published data on blindness at 
the end of life amongst treated Swedish 
glaucoma patients showed that over 
40% were blind in one eye and more 
than 15% were blind in both eyes.1 Thus, 
there is clearly room for improvement in 
how we currently treat glaucoma. This 
improvement can be accomplished through 
three propositions:

a)	 Use the tools differently – change 
clinical routines 
b)	 Introduction of new 
neuroprotective treatment alternatives
c)	 Better prioritization by health care 
professionals

Use the tools differently – change 
clinical routines?
Let’s start with the lowest hanging fruit 

of using the tools we have differently by 
changing our current clinical routines. It is 
widely accepted in glaucoma care that one 
should start with monotherapy and then 
increase treatment in a stepwise manner 
depending on the level of a guesstimated 
target IOP based on various risk factors. 
After a considerable period of time, when 
several visual fields have been acquired, 
the rate of deterioration becomes the 
most important factor deciding treatment 
intensity. Two recent randomized controlled 
trials have challenged this stepwise 
approach and rather suggested that a more 
aggressive initial treatment from the start 
might be more favorable.2,3 
The Glaucoma Intensive Treatment 

Study (GITS) compared traditional stepwise 
treatment to initial intensive treatment with 
three IOP lowering substances together 
with laser trabeculoplasty, irrespective 
of the initial untreated IOP level.2 Newly-
diagnosed, untreated glaucoma patients 
with mild to moderate visual field damage 
were included and followed for five years. 
The results showed that the progression 
rate was highly depended on the initial IOP 
where patients with higher untreated IOP 
benefited from intensive treatment whereas 
those with lower IOPs did not. Similarly, the 
Treatment of Advanced Glaucoma Study 
(TAGS) compared primary trabeculectomy 
to a stepwise increase in topical medical 
treatment as a primary intervention in 
untreated glaucoma patients.3 After five 
years of follow-up, the authors concluded 

that primary trabeculectomy was more 
effective in lowering IOP and preventing 
disease progression than initial stepwise 
medical treatment in patients with 
advanced glaucoma. Both GITS and TAGS 
showed that there is room for a potential 
change in practice for glaucoma care with a 
more forceful approach from the beginning, 
with intensive treatment in glaucoma 
patients with high initial IOP as well as 
early surgical intervention in advanced 
glaucoma. 

New neuroprotective treatment 
alternatives
Given the fact that a considerable 

portion of our glaucoma patients continue 
to progress despite very low IOPs, there 
is a great need for alternative treatment 
through directly preventing or slowing 
neuronal damage independent of IOP. The 
field of neuroprotection in glaucoma has 
gained increased interest in recent years 
and there are now several neuroprotective 
approaches being tested in pre-clinical and 
clinical studies throughout the world. 
Two likely neuroprotective candidates 

to reach clinical practice are nicotinamide 
and citicoline. Nicotinamide is a form of 
vitamin B3 and a promising neuroprotective 
agent. Metabolic decline might be a 
critical pathogenic factor in glaucoma 
and nicotinamide treatment may increase 
neuronal survival through improved 
mitochondrial function. Nicotinamide 
has been shown to have a robust 
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neuroprotective effect in pre-clinical 
glaucoma animal models and positive 
findings have furthermore been reported 
from pilot clinical studies on glaucoma 
patients.4-6 There is not yet sufficient 
evidence to state that nicotinamide can 
halt visual field progression in glaucoma 
patients, but large ongoing clinical trials will 
provide the answer soon.
Citicoline is another neuroprotective 

molecule that is thought to have 
a multifactorial mechanism of 
neuroprotective action. It has been 
shown to be beneficial in central 
neurodegenerative diseases, but there are 
conflicting results on whether it is clinically 
effective in glaucoma.7 A multicenter trial is 
ongoing which will determine the potential 
efficacy of citicoline in glaucoma. 

Better prioritization by health care 
professionals
Nordic health care systems are under 

increased pressure as the costs increase 
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Oftalmolog congratulates

Jette Lautrup Frederiksen
Jette Lautrup Frederiksen awarded Monrad-Krohn Prize
The Monrad-Krohn Prize is awarded annually to an individual who has 

conducted outstanding neurological research, primarily within clinical neurology. 
This year, the prize went to Jette Lautrup Frederiksen, Professor and Head of the 
Clinic for Optic Neuritis at the Department of Neurology at Copenhagen University 
Hospital / Rigshospitalet.
The prize is awarded by the Norwegian Neurological Association, which 

highlights, among other things, Jette Lautrup Frederiksen’s extensive and long-
standing contributions to clinical neurological research in multiple sclerosis and 
optic neuritis. Her substantial scientific output, extensive supervisory experience, 
and significant international role are also emphasized in the award. Jette Lautrup 
Frederiksen’s efforts have had a significant impact on the entire field, and thus this 
year’s award recipient is fully in line with the purpose of the Monrad-Krohn Award.

from the aging population, increasing 
treatment options, and the introduction 
of expensive new drugs. The citizens’ 
expectations have also increased, with 
them wanting the best available care almost 
free of charge. At the same time, many 
citizens in Sweden start working later in 
life,8 live longer after retirement,9 and wish 
to work fewer hours per week during their 
active working life,10 all of which contributes 
to less income to the welfare state. Taken 
together, it is clear that the sour cocktail of 
more costs, higher expectations and less 
income is not sustainable, and something 
has to change. 
It is therefore of utmost importance that 

the clinicians of today and tomorrow adapt 
a “good enough” mentality for the low-risk 
majority of patients to ensure that sufficient 
resources are left to treat the smaller portion 
of high-risk patients who are seriously ill. 
Health care professionals constantly need 
to ask themselves whether the patient in 
front of them really needs the treatment 

or follow-up that is planned. I believe this 
thinking should be adopted throughout 
medicine. When it comes to glaucoma 
therapy, a discussion is needed about the 
need for follow-up of low-risk patients and 
extending follow-up intervals of ocular 
hypertension and stable glaucoma. 

Conclusion
While we are faced with serious 

challenges in glaucoma care, we also 
have the means to tackle them. Recently 
published research has shed light on how 
we can improve clinical practice by using 
our existing tools differently. Hopefully, 
ongoing neuroprotective studies will 
provide us with completely new treatment 
modalities. In addition, if we can get our 
clinical prioritization straight and move 
from a one-size-fits-all mentality to a more 
personalized approach, I believe the future 
of glaucoma care is bright. 


