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C
ompliance is often defined as how well patients
follow physicians’ recommendations. Recently,
this term has acquired a negative meaning that
suggests we physicians decide which medica-

tions patients should use and patients passively use them
as prescribed. This article discusses some of the terms
proposed to replace the word compliance to describe
how patients use glaucoma medication. It also presents
strategies for encouraging patients’ participation in man-
aging chronic disease.

UNTANGLING TERMINOLOGY
Recently, clinicians have substituted the less judgmen-

tal word adherence for compliance in glaucoma therapy.1,2

The former term implies that patients have some con-
trol over how they use their medications and that they
will use them willingly, either because they have an
understanding of their disease or because they simply
believe treatment is appropriate. For instance, patients
with type A personalities may be more likely to adhere
to a medical regimen if they believe it is important to
prevent glaucoma from damaging their vision. Ad-
herence also acknowledges that patients must overcome
real barriers, such as restrictions imposed by insurance
companies’ preferred formularies, to use their glaucoma
medicine effectively. 

Another way to track compliance is by measuring per-
sistence (eg, how long patients use their glaucoma eye
drops regularly without periodic discontinuation). Per-
sistence with glaucoma medications is generally consid-
ered to be poor, with studies reporting that fewer than
25% of patients use their eye drops continuously for 
12 months.3 Individual patients’ persistence may also
fluctuate over time. 

Alliance is the ultimate form of compliance. The word

suggests that patients, physicians, family members, and
everyone else involved in the management of an individ-
ual’s glaucoma collaborate to ensure the proper use of
medication.4,5

In essence, all these terms pertain to patients’ instill-
ing IOP-lowering eye drops as prescribed. For this rea-
son, and to eliminate the confusion caused by the use
of multiple terms, the remainder of this article will
describe patterns of medicine use by glaucoma patients
as compliance.

D OE S COMPLIANCE M AT TER IN 
GL AUCOM A?

Many of us believe that compliance is one of the most
significant challenges of medical glaucoma management.
It is therefore logical to assume that noncompliance is
one of the main reasons for the progression of this dis-
ease. To what degree does noncompliance affect the
treatment of glaucoma, however? Although one study
demonstrated that noncompliant patients exhibited
higher IOPs and more advanced visual field loss com-
pared with compliant patients,6 a recent review of the lit-
erature demonstrated that the effect of noncompliance
on the long-term outcomes of patients with ocular
hypertension or glaucomatous progression still is
unclear.7

Knowing whether patients are taking their medication
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regularly is important. If we do not detect patients’ poor
compliance, we may believe their current eye drops are
not effective and change their medication. Acting on this
incorrect conclusion may shake our patients’ confidence
in us if they decide we cannot choose the right medica-
tion to treat their glaucoma. 

In other instances, some patients use their eye drops
only for a few days before scheduled follow-up visits. As
a result, we may incorrectly diagnose normal-tension
glaucoma if their IOPs appear normal but their disease
has progressed since their last visit. 

Patients who completely stop using their eye drops
present a different challenge. After we prescribe all the
available medications, none of which seems to lower
their IOP, we may proceed to surgery, with its risk of
complications. 

HOW COMMON IS  NONCOMPLIANCE?  
Several published studies suggest that medical com-

pliance among glaucoma patients is poor and that
between 20% and 66% of them do not use their med-
ication as prescribed.8 The prevalence of noncompliance
may vary depending on the patient’s age, systemic and
economic conditions, level of education, understanding
of glaucomatous progression, motivation, and confi-
dence in his doctor. The complexity of the therapeutic
regimen also plays an important role in compliance.

As physicians, we need to recognize the factors that
contribute to noncompliance and discuss them with
patients. 

ME A SURING COMPLIANCE
Few of the techniques we use to assess compliance

with glaucoma treatment are reliable. Suggestions
include using patients’ own reports, distributing ques-
tionnaires,9 installing electronic monitors,10,11 and track-
ing patients’ use of medication through pharmacy
records.12 In one study, data from electronic monitors
placed in medicine bottles suggested that patients
often overreport their level of compliance to their doc-
tors.11 Another study demonstrated that electronic

monitoring devices may not record all instilled drops
accurately.10

Even if patients tell us what they believe to be the
truth about how they use their glaucoma drops, they
rarely admit to noncompliance. Others may underesti-
mate how many doses of a prescribed therapeutic regi-
men they actually used. 

CAN WE IMPROVE COMPLIANCE?
The literature describes dozens of different barriers to

compliance with glaucoma therapy as well as many
strategies for overcoming them.13,14 

Without proper education, many patients might use
IOP-lowering eye drops incorrectly. It is helpful to ask
patients to demonstrate how they instill their glaucoma
drops and, if necessary, to teach them proper techniques
such as nasolacrimal occlusion. Even advising patients to
keep their eyes closed for a few minutes after instilling
eye drops may make a difference.

Some patients may be confused by a complicated
dosing regimen or find it difficult to add topical eye
drops to a host of medications they take for systemic
diseases. Sometimes, discontinuing one of multiple
drugs may improve a patient’s compliance and result in
better controlled IOP. 

Other factors linked with noncompliance include for-
getfulness (usually the main reason)15,16 and the frequen-
cy of administration. Theoretically, a patient who needs
to use eye drops once or twice a day is less likely to miss
a dose than one who needs to use eye drops four to six
times a day. Medications that require once-daily dosing
may also offer an advantage because their IOP-lowering
effect lasts for at least 24 hours. A recent study17 de-
monstrated that skipping a dose of a prostaglandin ana-
log caused no detectable change in nocturnal IOPs and
increased IOPs by only 1.0 to 1.5 mm Hg during the day.

Low-income or uninsured patients’ abilities to pay for
expensive medications may affect their compliance with
glaucoma therapy. These patients may benefit from en-
rolling in assistance programs sponsored by pharmaceu-
tical companies. A list of programs and the medicines
they cover is available from the AGS’ Web site at
http://www.glaucomaweb.org/displaycommon.cfm?an=2. 

Finally, some older patients may have difficulty instill-
ing their eye drops properly because they cannot open
or squeeze the bottle. We can help these patients by
supplying dosing aids or by teaching patients’ family
members to administer IOP-lowering eye drops. 

We can further improve our patients’ compliance
with glaucoma therapy by adopting a friendly attitude
and building strong relationships with patients and
their relatives, caretakers, and friends. 

“It is helpful to ask patients to

demonstrate how they instill their

glaucoma drops and, if necessary, to

teach them proper techniques such as

nasolacrimal occlusion.”



CONCLUSION
When discussing compliance with our patients, we

should always choose our words wisely. If we are not
careful, the questions we ask may give patients the idea
that we automatically assume they are noncompliant.
We need to reassure patients that they can admit if they
occasionally miss doses of their glaucoma medications.
Most importantly, we need to be aware that no single
strategy will solve all problems with compliance. Instead,
we must tailor our approach to help individual patients. 

Improving compliance neither solves all the problems
associated with glaucoma therapy, nor is it equal to suc-
cessful treatment. Getting patients to use their medica-
tions as directed just helps them achieve better control
over their IOP. Even a patient who is 100% compliant still
needs careful structural and functional analysis and pos-
sible changes in the management of their glaucoma. ❏
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