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ABSTRACT

Introduction: Here we report the intraocular
pressure (IOP) changes following treatment with
latanoprostene bunod (LBN) 0.024% in patients
in Canadian ophthalmology practices.

Methods: This real-world, open-label, 6-week,
observational study collected data from 59
Canadian ophthalmologists and a total of 653
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patients. Eligibility was open to all patients
treated with LBN 0.024% instilled once daily
for open-angle glaucoma or ocular hypertension.
IOP was assessed prior to initiating LBN and after
a planned 6 weeks of treatment. Patient demo-
graphics, prior treatment(s), IOP, and patient/
physician satisfaction ratings were recorded.
Subgroup analyses included (1) patients naive to
prior IOP-lowering medication (with or without
prior selective laser trabeculoplasty [SLT]) initiat-
ing LBN; (2) patients switching from a pre-exist-
ing medication to LBN; and (3) patients adding
LBN to existing medications.

Results: Of 653 patients included, 251 were
naive to previous medical antihypertensive ther-
apy, 369 were switched to LBN from a previous
medication, and 26 added LBN on top of exist-
ing medications (seven patients did not indicate
status). Mean baseline IOP was 19.5 mmHg in
the overall cohort and follow-up occurred over a
period of 37.9+7.9 days. Mean IOP was reduced
by 16.3% (95% confidence interval 14.9-17.7)
across all included patients. Overall IOP reduc-
tion from baseline was largest for naive patients
with no prior SLT (29.3%), with age and baseline
IOP key determinants of outcomes in this group.
Patient and physician satisfaction scores were
high.

Conclusion: This initial Canadian clinical
experience of LBN in diverse patient and phy-
sician populations reflected its use in a real-
world context, and demonstrated a significant
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IOP-lowering effect with LBN across patient
groups seen in routine practice. Patient and
physician satisfaction scores were high and in
notable agreement.

Keywords: Intraocular pressure; Latanoprostene

bunod; Open-angle glaucoma; Ocular
hypertension; Nitric oxide donor; Patient
satisfaction

Key Summary Points

Latanoprostene bunod (LBN) 0.024% is a
prodrug with two active metabolites, each
of which promotes aqueous humor out-
flow via independent mechanisms, giving
LBN a unique dual mechanism of action
for the control of intraocular pressure
(IOP), which is a crucial risk factor for glau-
coma progression.

This observational study assessed real-world
performance of once-daily LBN over a
median follow-up of 5 weeks in 653 Cana-
dian patients, including those new to anti-
hypertensive therapy, those switched to LBN
from other medications, and those adding
LBN onto existing treatment.

The largest IOP reductions between base-
line and 6-week follow-up were observed in
patients new to antihypertensive therapy but
mean IOP was significantly reduced across all
included patients.

This real-world assessment of LBN in a
diverse patient population demonstrated
IOP-lowering benefit across multiple clinical
settings with high satisfaction scores from
both patients and physicians.

INTRODUCTION

Glaucoma is a chronic condition and is one of
the most common causes of blindness world-
wide [1, 2]. No cure for glaucoma currently

exists, and elevated intraocular pressure (IOP)
is a crucial modifiable risk factor for the pro-
gression of glaucoma [2]. Large-scale land-
mark studies demonstrate that patients with
glaucoma experience half the risk of progres-
sion when appropriately treated with topical
antihypertensive medical therapy [3-7]. This
equates to an approximate risk reduction of
10-19% for each millimeter of mercury of IOP
reduced [8, 9]. Achieving a patient’s target
IOP might require aggressive treatment, with
frequent changes of ocular antihypertensive
medication modality, and target IOP should
be individualized and often reevaluated on
the basis of disease stage, patient risk factors,
life expectancy, and social circumstances [10].
It is common for patients to receive multiple
ocular antihypertensive approaches to main-
tain appropriate IOP control, including topical
treatments and selective laser trabeculoplasty
(SLT), but they may require one of several inci-
sional surgical interventions [11-13].

There are several effective classes of topical
antihypertensive medications for glaucoma,
including prostaglandin analogues (PGAs),
B-blockers, a-adrenergic agonists, and car-
bonic anhydrase inhibitors [10]. Latanopros-
tene bunod (LBN) 0.024% is a nitric oxide-
donating PGA. As a prodrug, LBN is rapidly
activated in the ocular tissues through carboxyl
ester hydrolysis into two active metabolites: a
nitric oxide-donating metabolite and a pros-
taglandin F2a analogue metabolite [14]. Each
metabolite utilizes an independent mecha-
nism of action to promote aqueous humor
outflow, giving LBN a unique dual mechanism
of action. The prostaglandin F2a metabolite
binds to the F-prostanoid receptor in the ciliary
muscle and increases uveoscleral outflow sec-
ondary to induced extracellular matrix altera-
tions [15, 16]. The nitric oxide metabolite is
thought to increase conventional outflow by
eliciting smooth muscle cell relaxation within
the trabecular meshwork, Schlemm’s canal,
and distal outflow pathway [17]. These dis-
tinct mechanisms of action are thought to be
additive; however, the exact contribution of
each metabolite to increasing outflow through
the distinct outflow pathways remains under
investigation.
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Two similarly designed, double-masked,
phase 3 randomized studies, each with open-
label safety extension phases, established the
clinical efficacy and safety of LBN 0.024% in
patients with open-angle glaucoma (OAG) or
ocular hypertension (OHT) [18-20]. An open-
label non-comparative clinical trial demon-
strated successful IOP control over 1 year of
LBN therapy [21], and a phase 2 clinical trial
revealed significantly greater IOP-lowering
capacity, with LBN, relative to latanoprost
[20]. As a result of the LBN PGA metabolite, the
side-effect profile and adverse events associated
with LBN in these trials would be familiar to
the PGA prescribing physician.

Successful management of glaucoma
depends largely on treatment initiation and
adequate treatment continuation, as for in
many other chronic asymptomatic diseases,
however, a well-recognized barrier to success-
ful topical antihypertensive therapy is patient
adherence [22]. Among patients demonstrating
significant visual field progression after 1 year
of medical treatment, adherence rates as low
as 20% were observed; patients demonstrating
stability after 1 year approached 85% adher-
ence [23]. Factors impacting compliance have
been well studied [24, 25], and adherence to
eye drop medication decreases significantly as
the number of individual eye drops a patient is
required to administer increases [26].

Postmarketing surveillance complements
findings from clinical trials to inform thera-
peutic choice by considering data from obser-
vational cohort studies, case-control studies,
and spontaneous reporting of suspected asso-
ciated adverse events [27]. While less con-
trolled than clinical trials, postmarket patient
and physician experience studies can provide
insight and information from diverse patient
and physician populations, representative of
routine clinical practice, and contribute to
permanent, ongoing evaluation of a treatment
after its approval for use [28]. The purpose of
the present study was to observe and report
on the integration of the novel topical antihy-
pertensive agent LBN 0.024% into Canadian
ophthalmology practices.

METHODS

Study Design

This postmarketing study was a 6-week, open-
label, non-controlled, prospective, observa-
tional, multicenter study conducted among 59
ophthalmologists to evaluate changes in 10P
after initiation of LBN IOP-lowering therapy
in patients with OAG or OHT. To ensure the
data were closely reflective of routine clinical
practice, physicians maintained their normal
approach to patient assessments and follow-up
appointments.

Anonymized data, from patients who had
provided consent for their data to be used for
the research, was collected between Septem-
ber 2019 and March 2020. This work followed
the Personal Information Protection and Elec-
tronic Documents Act, the Good Clinical Prac-
tice guidelines of the Declaration of Helsinki
and was reviewed and approved by the Ethical
Review Committee of University of Toronto.

Study Population

The study enrolled men and women >18 years
of age, with elevated IOP and a diagnosis of
OAG or OHT. Included patients were on three
or fewer IOP-lowering agents and either had
not achieved their given IOP target with cur-
rent medical therapy or were well controlled but
experiencing significant side effects with current
medications. Three distinct patient groups were
enrolled: (1) patients starting LBN previously
naive to IOP-lowering medications (with or
without previous SLT); (2) patients switching to
LBN to replace an existing glaucoma medication;
and (3) patients adding LBN on top of current
IOP-lowering medications. Patients who recently
(last 6 months) enrolled in a clinical trial for
an ophthalmic active pharmaceutical ingredi-
ent prior to the baseline visit were excluded. To
reflect real-world patient populations, no exclu-
sion criteria based on surgical procedures or laser
were used for patient selection; recent ophthal-
mic surgeries, including laser, were not criteria
for exclusion.
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Treatment

At the investigator’s discretion, patients were
started on LBN as their first [OP-lowering medi-
cation, switched a pre-existing medication for
LBN, or added LBN on top of an existing IOP-
lowering medication regimen. Patients were
provided claim cards to receive the medica-
tion free of charge at their pharmacy. Instruc-
tions were provided to instill one drop once
daily in the affected eye(s), starting the evening
after the baseline visit. Patients starting LBN
in exchange for an existing glaucoma medi-
cation were instructed to discontinue one of
their previous medications at the baseline visit
and initiate LBN that evening. Patients adding
LBN to existing medications were instructed to
initiate LBN therapy the evening after the base-
line visit, continuing their other IOP-lowering
medications as originally instructed.

Data Collection and Analysis

Baseline data collected included age, sex, lens
status, diagnosis (OAG/OHT), date of diagnosis,
previous laser therapy, date of previous laser
therapy, baseline IOP, current IOP-lowering
medications, and the reason for switching
from an existing medication to LBN (if appli-
cable). Subsequent observations collected
after a planned 6 weeks of follow-up included
IOP, patient and physician satisfaction scores
(on a scale from 0 to 10, where “0” repre-
sents strongly dissatisfied and “10” represents
strongly satisfied; patients determined their
satisfaction with treatment independently of
their physician), and qualitative feedback from
both patients and physicians. Both eyes were
evaluated for each patient.

Data were analyzed using SPSS (IBM). Mean
(xstandard deviation [SD]) IOP change and IOP
percent reduction (IOPR%) between baseline
and follow-up visit were calculated for each of
the three patient groups. Subgroup analyses
were carried out to investigate potential asso-
ciations between prior laser therapy, the reason
for switching to LBN, patient/physician satis-
faction ratings, and the magnitude of IOPR%

achieved. All statistical tests were performed
as two-sided tests with an alpha set at p<0.05.

RESULTS

Demographics

A total of 653 patients were enrolled by 59 oph-
thalmologists across Canada, in the provinces
of Ontario (N=255), Quebec (N=151), Alberta
(N=98), Saskatchewan (N=7), New Brunswick
(N=10), Nova Scotia (N=49), and British Colum-
bia (N=83). Baseline characteristics of patients
by group and prior SLT status are presented in
Table 1. Among included patients, 251 (39%)
were naive to glaucoma medical therapy, 369
(57%) switched to LBN from a prior glaucoma
medication, and 26 (4%) added LBN to an exist-
ing treatment regimen. The reasons reported
for switching to LBN from a previous glaucoma
medication are presented in Table 2. Overall, the
mean (£SD) follow-up time was 37.9+7.9 days.

Mean baseline IOP was considered low at
19.5 mmHg in the overall cohort, which could
reflect the IOP-lowering effect of prior treatment
in 382/653 enrolled patients (N=369 for the
switch group and N=13 for the add-on group).
The naive patient group had a baseline 10P of
21.4 mmHg; the switch and add-on groups had
baseline IOPs of 18.6 and 18.1 mmHg, respec-
tively. There was a significant difference between
the naive and switch treatment groups in follow-
up time and baseline IOP; however, the clini-
cal significance of these baseline differences is
likely negligible. All patients were followed up
for more than 1 week.

Study Outcomes

IOP changes and IOPR% from baseline to
the 6-week follow-up visit among the entire
study population and each subgroup are pre-
sented in Table 3. For all studied patients, over
a mean (SD) follow-up period of 37.9 (7.9) days,
there was a mean (SD) reduction in IOP of 3.6
(0.9) mmHg. Patient and physician satisfaction
scores were high, with mean (SD) scores of 7.8
(2.3) and 7.8 (2.1), respectively (Fig. 1a, b). No
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Table 2 Prior medication and reasons for switching to
LBN in the 369 (57%) patients who switched therapy

Switch

(N=369)

%

Prior medication
Vistitan 22
Latanoprost 21
Travoprost 13
Izba 7
Alphagan 5
Brimonidine 5
Lumigan RC 3
Timoptic XE 2
Travatan 2
Trusopt 2
Alphagan P 1
Monoprost 1
Pilocarpine 0
Timolol 0
Reasons for switching

Suboptimal IOP control 67
Other 8
Ocular pain/discomfort 10
Hyperemia 10
Ocular allergy 4
Suspected non-compliance 1
Economic reasons 1

IOP intraocular pressure, LBN latanoprostene bunod

patients discontinued treatment during the fol-
low-up period for any reason. Among the differ-
ent administration groups, follow-up IOPs were
significantly reduced from baseline in the naive
and switch patient groups (Fig. 1¢). Mean 1OPs
in the add-on group were lower than the over-
all program baseline; however, the difference, a
mean (95% confidence interval [CI]) IOPR% of

-14.8% (-20.2%, —9.5%), was not statistically
significant. For all included patients, final IOPR%
was statistically significant relative to baseline,
and the naive patient group showed a significant
difference in IOPR% versus the switch and add-
on subgroups (Fig. 1d). Further analysis on the
medication-naive patient population was under-
taken to determine if prior SLT had a significant
effect on patient outcomes.

Naive Patients

Patients naive to IOP-lowering medication (with
or without prior SLT) demonstrated a mean (95%
CI) IOPR% of —25.6% (-37.0%, —18.0%) and a
linear model analysis was performed to determine
if prior SLT status had an impact on IOP change
from baseline. A total of 251 participants were
identified in the database as naive and of these,
43 patients were removed from the analysis; 31
were removed because they had unknown SLT sta-
tus, one patient was removed as the criterion for
selection was mild-to-moderate IOP and this par-
ticipant was identified as having severe IOP, and
11 patients were removed because of missing data.
Of the 208 participants included in the analysis,
171 did not report prior SLT and 37 reported prior
SLT. These patients were followed for a period of
between 1 and 6 weeks, with a median follow-up
of 5 weeks.

Naive Patients Without Previous SLT

The results in medication-naive patients
without prior SLT demonstrated the greatest
(N=171) IOPR% of 29.3% (21.9-15.4 mmHg).
The results showed that the higher the baseline
IOP, the greater the magnitude of IOP reduction
achieved. Naive patients without SLT and base-
line IOP>21 mmHg (N=98) had an IOP reduc-
tion of 34.3% (mean baseline IOP 25.8 mmHg,
mean follow-up IOP 16.9 mmHg) compared with
those with a baseline IOP of <21 mmHg (N=73;
mean baseline IOP 16.63 mmHg, mean follow-up
IOP 13.44 mmHg), who had an IOP reduction of
19.2% (-3.19 mmHg).

A\ Adis



Ophthalmol Ther (2025) 14:1311-1323

1317

Table 3 Study outcomes by administration group and prior SLT status

Patient group (z) IOP (mmHg)
interval

IOPR% with 95% confidence

Satisfaction scores (1-10)

Baseline SD Follow-up SD Change (%) Upper (%) Lower (%) Physician SD Patient SD

All patients (653) 19.5 5.3 159 43 -163
SLT (234) 186 48 164 47 -106
NoSLT (339) 199 59 156 40 -194
NSSLT (80) 192 55 155 50 —16.7
Naive (251%) 214 55 153 42 =275
SLT (43) 186 38 147 31 —19.9
NoSLT (176) 220 57 154 43 -293
NSSLT (31) 214 61 165 42 -264
Switch (369) 186 46 159 43 -167
SLT (177) 183 47 162 48 —112
NoSLT (147) 204 S8 158 40 -197
NoSLT (45) 186 53 155 44 -154
Add-on (26) 181 47 157 48 —148
SLT (13) 181 36 158 32 -138
No SLT (9) 182 58 155 62 —160
NS SLT(4) 164 45 135 45 —174

-17.7 -14.9 7.8 23 78 2.1
-12.9 -83 7.2 25 7.8 2.1
-21.1 -17.7 8.1 21 7.8 22
—-26.4 -36 82 29 72 2.4
-37.0 —-18.0 7.6 25 7.8 2.1
=275 -11.5 6.7 2.8 7.8 2.1
-38.0 -20.0 8.0 22 78 22
-30.6 -93 7.6 22 78 2.8
-18.6 —-14.9 7.9 22 7.8 2.2
-13.9 -83 7.5 23 7.7 2.2
-22.0 -17.3 8.1 21 738 22
—26.2 -64 7.1 27 7.1 24
-20.2 -95 8.1 20 8.0 1.7
-22.1 =55 7.7 24 8.1 1.6
=239 -82 8.6 15 79 2.0
=292 -113 4.0 - 60 -

IOP intraocular pressure, JOPR% IOP percent reduction, SD standard deviation, SLT selective laser trabeculoplasty,

NS SLT SLT status not stated

*One patient excluded by criteria of severe IOP

Naive Patients with Previous SLT

Medication-naive patients with a history of
SLT (N=37) demonstrated a smaller IOPR% of
19.9% at follow-up compared with medication-
naive patients without a history of SLT (N=171)
IOPR% of 29.3% (SD 15.2; p<0.001). A formal
analysis was carried out using a linear model
with IOP change from baseline comparing both
groups matched for covariates such as age, sex,
glaucoma diagnosis, ocular hypertension diag-
nosis, other diagnosis, time since diagnosis,
and baseline IOP and the patient’s SLT status as
the main factor. The results demonstrated that
there is no statistically significant difference in

the change in IOP between patients with simi-
lar baseline IOP with prior SLT and those with-
out prior SLT among medication-naive patients.
Among the selected covariates, only age, where
older patients tended to have a greater reduction
in IOP, and the baseline IOP, where patients with
a higher baseline IOP tended to have a greater
reduction in IOP, were considered significant at
the 5% level in determining the change in 10P
(Fig. 2).

Physician satisfaction scores were signifi-
cantly lower for patients with prior SLT relative
to patients naive to SLT. However, no signifi-
cant difference was found in patient satisfac-
tion scores between these two groups.
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Switch Patients

Patients switching from another glaucoma
medication made up the largest group of
patients (N=369), and this group of patients
also experienced an important IOPR% with a
mean (95% CI) of -16.7% (- 18.6%, —14.9%).
The most common reason for switching ther-
apies (Table 2) was suboptimal IOP control
(67%), followed by ocular pain and discomfort
(10%), hyperemia (10%), “other” (8%), ocular
allergy (4%), economic reasons (1%), and sus-
pected non-compliance with current therapy
(1%).
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lute IOP change from baseline to follow-up visit by study
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DISCUSSION

In this postmarket surveillance study, LBN ther-
apy elicited a significant IOP-lowering effect in
patients with OAG or OHT. Patients previously
naive to IOP-lowering medical therapy experi-
enced the greatest reduction in IOP from base-
line to follow-up, and the reduction was statis-
tically significant. A more modest reduction in
IOP was observed in patients who were switched
from a previous ocular antihypertensive to LBN
as well as patients who added LBN to an exist-
ing regimen of ocular antihypertensive medica-
tions. Overall, patients who underwent SLT prior
to initiating LBN had a lower baseline IOP and
experienced smaller IOP reductions, with age
and baseline IOP key determinants of outcomes
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analysis of variance with multiple comparisons indicated in
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in this group. This was reflected in the reported
physician satisfaction scores, which were gener-
ally very high but significantly lower for patients
with a history of SLT prior to initiating LBN.
Patient scores, however, were unaffected by SLT
history and were generally quite high.

No studies have previously compared the I0P-
lowering effects of LBN 0.024% to placebo; how-
ever, a recent network meta-analysis estimated
that latanoprost alone induced in a 3.1 mmHg
mean reduction in IOP over a 3-month period
compared with placebo. That same network
meta-analysis reported that LBN achieved a
1.23 mmHg greater reduction in IOP compared
with latanoprost alone [29]. Data from the pre-
sent study are in line with these previous esti-
mates of IOP-lowering capacity and demon-
strate IOP reductions of 4.3 mmHg in patients
without a history of SLT. Those with a history of
SLT demonstrated an approximate reduction of
2.2 mmHg from baseline.

Many studies show that previous topical
antihypertensive therapy does not impact
the efficacy of subsequent SLT [30-32], with a

Change IOP vs Baseline IOP

i

Change in IOP (mmHg)
[23
=

= Yes

\” No

=

10 20 30
Baseline Average IOP (mmHg)

Fig.2 Naive patients change in IOP vs. the baseline
IOP by SLT status (no previous SLT =“No”; previous
SLT ="“Yes”). The trends are estimated using the locally
estimated weighted scatterplot smoothing (LOWESS).
The plot indicates that the baseline IOP range of par-
ticipants without SLT is larger (11.0-46.5 mmHg) than
for participants with SLT (10.5-25.5 mmHg), and that
the trends in the overlapping base IOP region in the two
groups are similar. JOP intraocular pressure, SLT selective
laser trabeculoplasty

few notable exceptions [33, 34]. However, the
impact of SLT on subsequently initiated medi-
cal therapy is much less studied. With recent
interest in positioning SLT as a first-line ocular
antihypertensive therapy from the LiGHT trial
[35], more research is required to understand the
potential impact of primary SLT on downstream
ocular antihypertensive therapeutic options. It
has been suggested that LBN may have lower
efficacy after SLT because of the impact of SLT
on the trabecular meshwork cells. SLT elicits
morphological changes, disrupting intercellu-
lar junctions and cytoskeletal processes to ulti-
mately increase outflow capacity [36]. Trabecular
meshwork-cell smooth muscle relaxation, as is
induced by the nitric oxide-donating metabolite
of LBN, may require well-functioning cytoskel-
etal machinery to increase outflow capac-
ity. Thus, it has been hypothesized that prior
SLT cellular alterations may impair the magni-
tude of cellular relaxation achieved through the
nitric oxide-donating metabolite. However, this
observational study, based on the linear model
analysis conducted between naive patients with
or without prior SLT, demonstrated that when
matched for baseline IOP and other covariates,
there was no statistical difference in IOP reduc-
tion between the two groups.

The effect of baseline IOP on medication effi-
cacy has been demonstrated in a wide body of
literature on all IOP-lowering medication and
is further supported by the results of this trial,
in a real-world population with a relatively
low baseline IOP (mean 19.5 mmHg). In LEEP,
naive patients without prior SLT with baseline
[OP>21 mmHg had a greater reduction in IOP
than those with a baseline IOP<21 mmHg. In
JUPITER, the study population also included
patients with normal-tension glaucoma and
the majority of eyes had a baseline IOP between
15 and 21 mmHg. At week 52 of daily treat-
ment with LBN, the percent reduction in IOP in
study eyes was 26.3%, in line with the 19.18%
reduction seen in the IOP<21 mmHg group
of patients in LEEP [21]. The VOYAGER trial
included patients with IOP>22 mmHg and
reported reductions in IOP of 34.6% (26.0 to
17.0 mmHg) [20], which were consistent with
the observations from LEEP of a reduction in
IOP of 34.3% (25.8 to 16.9 mmHg) among
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naive patients without prior SLT with baseline
IOP>221 mmHg.

Patient satisfaction with medical therapy sig-
nificantly influences their compliance, suggest-
ing that patient dissatisfaction can increase the
risk of visual field progression [22]. Data from
the present study revealed high patient satis-
faction scores comparable to those previously
reported for PGA or PGA fixed-combination
antihypertensive agents [37, 38]. Considering
the reports of moderate hyperemia associated
with LBN therapy, these data are reassuring.

Data from this postmarketing physician and
patient experience study are strengthened by the
large number of ophthalmologists that partici-
pated across Canada, capturing a wide diversity
of ophthalmologists, glaucoma specialists, and
their patient populations. A broad set of inclu-
sion criteria permitted the evaluation of LBN
therapy in several distinct real-world patient
types: those naive to previous ocular antihy-
pertensive medications, those switching to LBN
from a previous medication, and those adding
LBN on to an existing medication regimen.
Patients with and without a history of SLT were
also analyzed.

Limitations of the current study are those
inherent to non-controlled observational stud-
ies, including differences in approach between
clinics and physicians (including clinic-specific
differences in IOP measurement protocols and
approaches to timing of follow-up appoint-
ments, reflecting routine practice), and any
missing data due to patients lost to or missing
follow-up visits. The frequency at which miss-
ing data occurred, and in which subgroup, is
unknown and reflects routine practice, mak-
ing it a further inherent limitation of the
study design. The impact of any missing data
points would be more pronounced in smaller
subgroups in terms of reducing statistical
power and weakening generalizability. Selec-
tion bias at the time of enrollment is also a
possibility—physicians are less likely to alter
the therapeutic regimens of patients whose
IOPs are the most stable—thus, the enrolled
patients may have less of an inherent capacity
to respond to topical antihypertensive agents.
Further, there was no washout period in the
present study, meaning medication received

before switching to LBN may have continued
to impact IOP values (latanoprost specifically
is known to elicit lasting IOP reductions for up
to 5 weeks after cessation of topical therapy),
and making longer-term treatment with LBN
of interest [39]. It is a distinct possibility that
the IOP-lowering data reported in the present
study are confounded by the lasting effects of
patients’ prior ocular antihypertensive medica-
tions. This is especially relevant when compazr-
ing IOP-lowering data between patients naive
to previous therapy and patients switching to
LBN from a prior ocular antihypertensive agent
or adding it on to existing medications.

CONCLUSIONS

In a real-world population, LBN 0.024% sig-
nificantly reduced mean IOP between baseline
and follow-up study visits across the entire
study population. Of note, prior SLT did not
significantly reduce the expected IOP-lower-
ing efficacy of LBN when matched for baseline
IOP, and the overall magnitude of IOP reduc-
tion achieved was in the therapeutic range
and in line with previous estimates of LBN
efficacy. No discontinuations of therapy for
any reason were reported, and high satisfac-
tion scores were reported by both patients and
physicians. LBN 0.024% integrated well within
the practices of the 59 participating Canadian
ophthalmologists and is an additional option
for medical therapy for patients with OAG or
OHT, regardless of prior medical or surgical
treatment for the condition.
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