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“My Goldmann pressures
are never above 14 mmHg
on a Friday afternoon!”
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Cost of Device

Service/calibration (annual)

Disposable Prism/Tip
Anaesthetic Drop

Fluorescein Strip

Patients per week

Patients annually

One Year

Cost per unit

Cost of Disposable items

Cost of Disposable items
Total cost*

*Labour costs not included

Reichert
ORA G3
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£0
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£8.,900
£49.500
£58,400

https://www.graftonoptical.com/ora
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Total costs over 10 years®

Reichert ORA G3 Reichert 7CR
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Reichert 7CR
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Moorfields costs (e van
iCare GAT

* Probes - £90 for 100 * Disposable tips - £59.50 for 100
* Fluorescein minims - £9.86 for 20
* Proxy minims - £13.28 for 20
* Total (1 pt/minim) = £175.20 for 100
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Purrose. Central corneal thickness (CCT) may be biologically related to glaucoma or
observed as associated with glaucoma simply due to its effect on intraocular pressure
(I0P) measurement. We aimed to determine if the previously reported CCT-glaucoma
associations, in which the analyses were adjusted for 10P or participants were selected
on 10P, could be explained by collider bias.

MEerHons. We simulated datasets mimicking a longitudinal population-based study (Los
Angeles Latino Eye Study) and a trial (Ocular Hypertension Treatment Study) such that:
(i) CCT was not truly associated with glaucoma, (ii) CCT and true IOP both contribute to
measured IOF, and (iii) true IOP contributes to glaucoma risk. We then tested whether an
association between CCT and glaucoma could be spuriously induced simply by adjusting
for or selecting on measured 10P.

Resvrts. A thinner CCT was significantly associated with higher glaucoma incidence in the
simulated longitudinal population-based study when adjusted for measured 10OP, but not
crudely (unadjusted). A thinner CCT was crudely associated with glaucoma incidence in
the simulated trial in which the participants were selected for high measured 10OP. Effect
sizes in the simulations were similar to those observed in the original studies.

Coxncrusions. Our findings question whether CCT is biologically associated with glaucoma
and suggest that current evidence may be due to collider bias. This indicates that CCT
alone cannot be used as a factor to identify people at high risk of glaucoma in the general
population. Using CCT in combination with IOPF may be superior to using I1OP alone.




Ocular Response Analyzer'®
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Latanoprost for open-angle glaucoma (UKGTS):
a randomised, multicentre, placebo-controlled trial

David F Garway-Heath, David P Crabb, Catey Bunce, Gerassimos Lascaratos, Francesca Amalfitane, Nitin Anand, Avgusto Azvara-Blance,
Rupert R Bourne, David C Broadweay, lan A Cunliffe, Jeremy P Diamend, Scott G Fraser, Tuan A He, Keith R Martin, Andrew | McNaught, Anil Negi,
Krishna Patel, Richard A Russell, Ameet Shah, Paul G Spry, Katsuyposhi Suzuki, Edward T White, Richard P Wormald, Wen Xing, Thierry G Zeyen

www.thelancet.com Published online December 19, 2014 http://dx.doi.org/10.1016/50140-6736(14)62111-5
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Best predictor of progression in UKGTS?

 FREE]
ARVO Annual Meeting Abstract | April 2014

° 1 .
Intraocular pressure (IOP) measured with Best predlctor was.

the Ocular Response Analyzer is a better *|OPcc alone
predictor of glaucoma progression than o .
Goldmann IOP in the United Kingdom Next best was:

Glaucoma Treatment Study (UKGTS). * GAT + CH

Gerassimos Lascaratos; David F Garway-Heath; Richard A Russell; David Paul Crabb; Haogang Zhu;
Cornelia Hirn; Aachal Kotecha; Katsuyoshi Suzuki; UKGTS Investigators



Summary

Disadvantages Advantages

* Very affected by corneal artefact * Are there any?

* Need drops * Our historic measures, just like
* Difficult; needs training VFs

* Squeezers / narrow palp. app.
* No quality metric

* Poor reproducibility

* Plastic waste

* Expensive
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