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enry Jampel, MD, MHS

Dr. Jampel describes his long-term research goals, his approach to the management of concurrent

cataract and glaucoma, and the influences on his life, professional and private.

What are the most challenging and rewarding parts of
your job?

The greatest challenge is juggling its many components.
Striving to be a good clinician while teaching, performing
high-quality clinical research despite an increasing volume
of patients, administrating effectively, and fulfilling my
other obligations to the ophthalmic community is difficult.
The rewards, however, are multiple. Appreciative patients
who are happy to learn that their glauco-
ma is highly unlikely to lead to blindness
and students who decide to dedicate
their careers to glaucoma or ophthalmol-
ogy are two examples of particularly sat-
isfying rewards.

What are the long-term goals of your
research?

My aim is to determine what interven-
tions are important for reducing vision
loss from glaucoma, both in individual
patients and in society. This effort in-
cludes a determination of what degree of glaucomatous
damage leads to significant decreases in quality of life and
function, how we can detect individuals at risk for this
degree of glaucomatous damage, and, once detected, what
form of management will minimize the likelihood that the
patient’s disease will worsen in a functionally important
manner. To accomplish these goals, we need better detec-
tion in the community, an improved understanding of
how glaucoma affects patients, and better treatments and
means of evaluating outcomes.

What changes would you like to see in the surgical op-
tions for glaucoma?

No one disputes that we need a better operation to
reduce the deleterious effect that the IOP has upon the
optic nerve’s function in our glaucoma patients. An honest
review of the literature reveals that our standard proce-
dure, trabeculectomy, has too many complications and
not a high enough success rate. | believe, however, that
comparisons of the progress in cataract
surgery to that in glaucoma surgery are
unfair; the problems with glaucoma sur-
gery are intrinsically more difficult. | have
faith that a better understanding of the
pathophysiology of the impairment of
aqueous outflow will ultimately lead to
more effective and safer procedures. In the
meantime, we can be proud that tra-
beculectomy is safer and more effective
than in the past, that we have demon-
strated an important role for aqueous
drainage devices, and that many smart
people are approaching Schlemm’s canal and the supra-
choroidal space as alternatives to the subconjunctival
space.

What is your preferred approach to cataract in the pres-
ence of glaucoma and why?

It is hard enough to know how best to treat one disease,
such as glaucoma. The management of concurrent disease,
such as cataract and glaucoma, is particularly difficult. A
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cardinal principle is making sure that one optimally deals
with the potentially blinding disease, glaucoma.

Because | believe that trabeculectomy alone is more
effective at lowering |OP than a combined procedure, |
will often leave a visually asymptomatic cataract and per-
form a trabeculectomy alone if maximal lowering of the
IOP is paramount. | realize that the odds of the patient’s
subsequently needing cataract extraction are high. On
the other hand, in a stable glaucoma patient with cata-
ract, | will often recommend cataract surgery alone. My
choice is buoyed by the extensive recent literature sug-
gesting that cataract surgery alone is not likely to worsen
IOP control but seems to have a mildly beneficial effect.?

“Because our surgical techniques
continue to evolve, it is unlikely
that | will have the same
philosophy in 5 years.”

The one thing that | am certain about is that, because
our surgical techniques continue to evolve, it is unlikely
that | will have the same philosophy in 5 years.

What factors have influenced your outlook on your life
inside and outside of ophthalmology?

My father, Robert Jampel, MD, provided me with my
first exposure to medicine and ophthalmology, and he has
always given me excellent advice (eg, try to do your resi-
dency at Wilmer, choose glaucoma, etc.). He continues to
be a role model as an academic ophthalmologist. My col-
leagues at Wilmer, the only ophthalmologic home that |
have known, and particularly Harry Quigley, MD, my men-
tor for the past quarter of a century, have determined the
way that | approach the mix of clinical care, research, and
service that is my job. My wife, Risa, a dermatologist, and
our three children provide a counterbalance to the de-
mands of my career, and they always help me to put
things in perspective. Finally, the unusual combination of a
lifelong pursuit of endurance athletics, including the
Ironman Triathlon World Championship, punctuated by a
nearly life-ending sudden cardiac arrest certainly influ-
ences who | am today. O
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