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I am frequently asked by my 
patients, friends, or family mem-
bers, with a bemused smile, “Why 
eyes?” To go through all the 
hurdles of medical training and 

then limit one’s practice to such a 
small and, frankly, kind of weird organ 
seems bizarre to them. 

I usually answer by saying that 
ophthalmology is unique in its self-
sufficiency: We see our patients in 
clinic, interpret their advanced imag-
ing ourselves, make the diagnosis, per-
form the operation (if indicated), and 
longitudinally observe the patient. 

This is a long-winded answer that 
overcomplicates matters. For many of 
us, pursuing a career in ophthalmol-
ogy represents the culmination of a 
desire not only to help people but 
also to fix things. We became addict-
ed to the specialty in medical school 
after watching our first cataract 
surgery, when we saw the attending 
surgeon elegantly remove the opaci-
fied lens of a poorly sighted patient, 
improving that person’s quality of life 
in the span of a few minutes. 

For those who love to fix things, 
glaucoma can represent a daunt-
ing disease. Its chronic, progressive 
nature makes it challenging for 
both the physician and the patient 
to manage. Patients are expected 
to use one or more eye drops daily 
(or several times per day), endure 
a variety of side effects, and budget 

for the significant cost of long-term 
therapy—theoretically for a lifetime. 

Often the benefits of these efforts 
are not perceivable to the patient. 
It is no wonder that rates of compli-
ance range from low to abysmal, 
depending on the study. Furthermore, 
patients with mild to moderate glau-
coma and younger patients are less 
likely to be adherent than patients 
with severe disease and those who are 
older.1,2 

 AN EASY FIX? 
Is there an easy fix for younger 

patients who are at an earlier stage 
of glaucoma? The results of the land-
mark Laser in Glaucoma and Ocular 
Hypertension (LIGHT) trial suggests 
an answer. This large, randomized 
controlled trial of treatment-naïve 
patients with ocular hypertension or 
primary open-angle glaucoma com-
pared the efficacy of selective laser 
trabeculoplasty (SLT) to that of eye 
drops with 3 years of follow-up.3 

The LIGHT investigators found that 
most eyes (74.2%) treated with SLT 
required no additional eye drops to 
maintain their target IOP and were 
within their target IOP at 93% of 
visits. Rates of progression and need 
for glaucoma surgery were also lower 
in the SLT group, suggesting that IOP 
lowering via SLT resulted in meaning-
fully better clinical outcomes. SLT 
may provide improved control of 

diurnal variation of IOP. It can obviate 
the need for patient compliance and 
is cost-effective. Many patients may 
also find that being free of the annoy-
ance, cost, and side effects of daily 
eye drops leads to an improvement in 
quality of life. 

 PLUSES AND MINUSES 
When I started residency, my prac-

tice was initially to recommend drops 
to patients newly starting therapy. 
Usually these are people I have just 
met, and it can be difficult to take 
the time to break the news that they 
have glaucoma, educate them about 
the disease, explain why it is impor-
tant to start treatment, and at the 
same visit convince them to undergo 
a laser procedure. What’s more, once 
SLT is introduced, patients are often 
fearful that the laser will hurt, will 
threaten their vision if treatment 
is performed incorrectly, or will be 
expensive. 

In this light, starting a once-daily 
eye drop seems benign. Patients may 
not consider at first the difficulties 
of administering a drop daily, essen-
tially forever, when they elect medical 
therapy. On the physician’s side, the 
process of SLT, which includes obtain-
ing signed informed consent, instilling 
drops, moving to a laser room, per-
forming the procedure, and waiting 
for a postlaser IOP check, may eat 
away at scarce clinic time. 

OFFERING SLT: LOW RISK,  
HIGH REWARD

Selective laser trabeculoplasty can be offered as a first-line treatment for appropriate patients.
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In other words, starting a drop may 
easier for both parties in the clinic, 
but the patient may experience the 
negative consequences of that choice 
daily at home in the long term. 

 DEFUSING THE LASER ALARM 
Given the results of the LIGHT trial 

and the example set by the attending 
faculty of the glaucoma service here 
at the University of Colorado, I have 
started taking more care with how I 
present SLT as a therapeutic option 
to my treatment-naïve patients with 
ocular hypertension or primary open-
angle glacuoma. I let them know that 
we can either start drops or do what I 
describe as a “5-minute, painless treat-
ment with a gentle laser here in the 
office.” For older patients who already 
take many medications or younger 
patients who wish to avoid starting a 
daily medication, this is usually a very 
appealing option.

I take care to inform patients of 
the risks of SLT, including postlaser 

IOP rise. This is particularly impor-
tant if one is considering offering 
SLT to patients with pigmentary or 
pseudoexfoliation glaucoma. Patients 
with glaucoma related to intraocular 
inflammation often are not good can-
didates for SLT because the procedure 
can increase inflammation. I explain 
potential shortcomings, such as the 
procedure’s not working from the 
start (as seen in about 25% of eyes) or 
waning efficacy over time. I also men-
tion that, if it were my eye, I would 
choose the laser. This is a comment I 
have heard my attendings say, and I 
believe it. 

By defusing some of the alarm that 
the word laser in connection with your 
eye may cause patients, we gain the 
opportunity to offer a highly effective 
and safe treatment, one that takes 
the burden of daily medication off the 
patient’s shoulders. Although SLT will 
not solve the chronic problem of glau-
coma, it can provide the same type of 
elegant, high-yield fix as other ophthal-

mic procedures, buying patients time 
free of medication and surgery, time 
when they do not have to worry daily 
about their eyes.  n 
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“BY DEFUSING SOME OF THE ALARM THAT THE WORD L A S E R 

IN CONNECTION WITH YO U R E Y E  MAY CAUSE IN PATIENTS, WE 

GAIN THE OPPORTUNITY TO OFFER A HIGHLY EFFECTIVE AND 

SAFE TREATMENT, ONE THAT TAKES THE BURDEN OF DAILY 

MEDICATION OFF THE PATIENT’S SHOULDERS.”
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