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s defined by the US Centers for Disease Control and with the necessary treatment duration, lack of knowledge
Prevention, health disparities are preventable differ- about the permanency of glaucoma-induced vision loss, and
ences in the burden of disease, injury, or opportuni- the perception that it is not important to attend all follow-up
ties to achieve optimal health that are experienced visits.” Many of these factors relate to patient communication.
by socially disadvantaged populations. Overall, health On the physician side, several factors are associated with
care accounts for less than 20% of a patient’s health; the decreased monitoring of glaucoma.' A study by Elam et
other 80% is made up of socioeconomic factors (40%), physi- al" showed that patients with Medicaid were 234% more
cal environment (10%), and health behaviors (30%)." Health likely not to receive any glaucoma testing in the 15 months
disparities are driven by social and economic inequities, after initial diagnosis compared to patients with com-
including economic stability, food, education, and the health mercial health insurance. Both White patients and Black
care system itself, and they affect the health and well-being patients with Medicaid had higher odds of no testing than
of our patients with glaucoma. patients with commercial health insurance—198% higher

DISPARITIES IN GLAUCOMA AND GLAUCOMA CARE
Prevalence. Glaucoma is six times more prevalent and
begins about 10 years earlier in Black patients versus White

patients, as shown in the Baltimore Eye Survey.? A recent
investigation by Kang et al* showed that Black patients are
six times more likely to have advanced visual field loss (for
more on these findings, see pg 58). The Los Angeles Latino
Eye Study (LALES)* showed a high proportion of previously
undiagnosed glaucoma (75%) among the study’s partici-

pants, and Hispanic men are predicted to be the largest Department/Practice
demographic group with glaucoma by 2050. Additionally,
lower socioeconomic status is associated with a higher preva- Interpersonal

lence of glaucoma and more advanced disease.

The differences in glaucoma prevalence are multifacto-
rial.>® Rates of glaucoma surgery vary among races; for exam-
ple, fewer argon laser trabeculoplasties and trabeculectomies
are performed in Black Medicare beneficiaries compared
with White Medicare beneficiaries. Regional differences in
the diagnosis of primary open-angle glaucoma and angle-
closure glaucoma among Medicare beneficiaries also exist
(both over- and underdiagnosis).

Care utilization. Disparities in follow-up care exist on both
the patient side and the provider side. On the patient side,
several factors are independently associated with inconsistent
follow-up, including Black race, Latino ethnicity, unfamiliarity Figure. Health care disparities must be addressed at multiple levels.
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DISPARITIES IN VISION HEALTH

odds among White patients and 291%
higher odds among Black patients."
Additionally, wide regional variability
exists in visual field testing, fundus
photography, and other ocular imag-
ing, with some communities dem-
onstrating less than 60% of patients
undergoing appropriate testing."

Medication adherence, one of the
greatest challenges in glaucoma care,
is affected by several factors, including
social determinants of health, health
literacy, patient forgetfulness, and
difficulty with medication administra-
tion or scheduling.”' Black race was
shown to be negatively associated
with correct daily eye drop usage
and with whether the patient used
of 80% or more of prescribed doses.”
Additionally, non-Hispanic African-
American patients and Hispanic
patients are more likely to report
an inability to afford their glaucoma
medications than their White coun-
terparts.'® Unfortunately, a recent
study showed that adherence to
ocular hypotensive medications has
worsened during the COVID-19 pan-
demic, and rates of adherence were
significantly worse in Black patients
than in White patients."”

Disparities in surgical care are also
affected by several factors, including
age, region, provider type, and distance
from provider. Rates of surgery have
been reported to be higher among
Black patients, potentially due to
underdiagnosis, later presentation, or
both.™ Higher rates of surgical failure
have also been reported among Black
patients compared to White patients."

STEPS T0 ADDRESS DISPARITIES

Three key steps to eliminating health
disparities have been proposed.?’ The
first step is to detect health disparities,
which entails defining the disparities,
identifying vulnerable populations,
and measuring the disparities in these
vulnerable populations. The second
step is to understand health dis-
parities, which means identifying the

56 GLAUCOMA TODAY | JANUARY/FEBRUARY 2023

A COLLABORATIVE COMMUNICATION METHOD THAT INCLUDES
ASKING PATIENTS OPEN-ENDED QUESTIONS AND ASSESSING
THEIR KNOWLEDGE BEFORE SHARING INFORMATION

determinants of health at the levels of
the patient/individual, provider, clini-
cal encounter, and health care system.
The third step is to reduce health
disparities, which involves developing
interventions to address the disparities,
evaluating these interventions, trans-
lating and disseminating them, and
then changing policy.

The process of reducing disparities is
complex, and an ecological framework
is helpful in outlining the different
levels at which this work can be done
(Figure). At the individual level, we can
provide and participate in education
on implicit bias and cultural humility.
At the interpersonal level, we can lis-
ten to and learn from patients. At the
department or practice level, we can
ensure that resources are available to
address social determinants of health.
At the community level, we can better
utilize community-based participatory
research. At the structural level, we can
prioritize advocacy and policy on local,
state, and national scales.

Gelb et al*" described three physi-
cian attitudes toward medication
adherence among patients with glauco-
ma. As they noted, the reactives are less
proactive about discussing adherence
with their patients. The skeptics are less
likely to believe they can change their
patients’ adherence even if discussed.
The idealists—which represent only
16% of the physician population sur-
veyed—actually believe that they can
improve adherence and consistently
address it with patients. Regardless
of our individual mindsets, we can all
strive to provide more patient-centered

communication, using open-ended
questions (the ask-tell-ask model).
Ultimately, physician behaviors matter,
SO we must strive to ensure equitable
practices in testing and follow-up care.
Several community-based
participatory research efforts are being
undertaken. In particular, Angela Elam,
MD, has launched the Community-
Based Treatment for Glaucoma
Program (ComBAT) to address the
public health gap between guidelines
for detecting and treating glaucoma
and studies that document applica-
tions of these guidelines. Paula Anne
Newman-Casey, MD, has initiated
the Screening and Intervention for
Glaucoma and Eye Health through
Telemedicine (SIGHT) program, a
telemedicine-based glaucoma screen-
ing program in trusted community
clinics. Elevating the voices of the com-
munities we serve is an integral step on
the path to achieving health equity.

[CONCLUSION |

Most physicians are comfortable rec-
ognizing that health disparities exist.
It can be harder, however, to acknowl-
edge the systemic racism, xenophobia,
and other belief structures that perpet-
uate these differences. As we look to
address the disparities in glaucoma and
glaucoma care, it may be helpful to
keep in mind the differences between
inequality, equality, equity, and justice.
Inequality is unequal access to resourc-
es. Equality is an even distribution of
tools and assistance but not universal
access to them. Equity means having
custom tools to address inequality.



Justice means fixing the system to offer
equal access to both tools and opportu-
nities. Let us collectively strive for justice
as we work to make health disparities in
glaucoma a problem of the past. =
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