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Abstract

Background The management of glaucoma in

a pregnant woman can pose a challenge for the

ophthalmologist. The risks and benefits to the

mother and foetus must be weighed. When it

is decided that treatment is necessary, there is

no consensus as to the safest treatment. This

study was designed to garner the experiences

and views of UK ophthalmologists with

regard to this scenario.

Methods All consultant ophthalmologists in

the UK were sent a questionnaire. They were

asked if they had previous experience treating

pregnant women with glaucoma, what

management they had used, what

management they would currently employ,

and, if they were to use medical treatment,

what would their first choice agent be.

Results A total of 282 out of 605

questionnaires were returned. Of the

respondents, 26% had previously treated

pregnant women with glaucoma. Most (71%)

had continued with the therapy that the

women were already on. In all, 34% had

observed the situation and had not needed to

treat. When asked what they would currently

do in this scenario, 31% were unsure. A total of

40% would simply continue the prepregnancy

treatment. A total of 45% of respondents, if

they were to use medical treatment, would use

beta-blockers, compared to 33% who would

use prostaglandins.

Conclusion Although it is thought to be a

relatively rare clinical situation, over a quarter

of our respondents had first hand experience

of the management of glaucoma in pregnancy.

Our results indicate some uncertainty about

the optimal strategy. It is unlikely that trials

will be performed and we suggest guidelines

be produced using current knowledge and

modified as evidence appears.
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Glaucoma management in pregnancy: a

questionnaire survey

The glaucomas are a group of diseases

characterised by excavation of the optic nerve

head and consequent visual field loss. There are

a number of risk factors for the disease but the

most common is increased intraocular pressure

(IOP). Studies have indicated that reduction of

IOP can prevent the onset of glaucomatous disc

damage1 or slow the rate of further damage

once it has occurred.2

IOP can be lowered in three ways:

1. MedicallyFeither by reducing aqueous fluid

production or by increasing its outflow.

2. SurgicallyFby creating a new outflow

channel for the aqueous.

3. LaserFeither by reducing aqueous

production or by increasing outflow.

All these treatments have risks and benefits that

need to be considered in every patient, but are

particularly difficult to assess in a pregnant

woman who has glaucoma or ocular

hypertension. Although this is not a common

occurrence, glaucoma affects less than 0.5% of

the population under 40 years of age,3 it has the

potential to pose a difficult dilemma for the

ophthalmologist.

There are, as yet, no evidence-based

guidelines on how to treat women in this

situation. As a first step in correcting this, we

conducted a national survey of current practices

and opinions of UK ophthalmologists.

Method

A postal questionnaire was sent to all consultant

ophthalmologists in UK, identified from the
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Medical Directory and internet database search

(www.specialistinfo.com). They were asked:

1. Have you ever managed a pregnant woman with

glaucoma or ocular hypertension?

2. What was your management?

3. If you were faced with a scenario in which a pregnant

woman had a level of IOP that was felt likely to cause

disease progression, which management strategies

would you consider initially?

4. If one of the answers to the above was ‘medical

treatment’, they were asked which medication would

be their first choice

The study had ethical committee approval.

Results

A total of 605 questionnaires were sent out and 306 were

returned. Of these, 282 (47%) were completed correctly.

There was an equal spread of replies across the

ophthalmology units in the UK.

Of the 282 who replied correctly, 73 (26%) consultant

ophthalmologists had previously treated pregnant

women with glaucoma. Of these (note: some

ophthalmologists treated more than one patient):

� 25 (34%) had simply observed the patient(s) that is, no

medical or surgical intervention.

� 52 (71%) had continued with medical treatment(s).

� Nine (12%) had used surgery or laser

� Two (3%) could not recall what treatment they had used.

When questioned about the scenario in which a pregnant

woman had a level of IOP which was felt likely to cause

disease progression during her pregnancy, the

management strategies that respondents would consider

were as follows:

� 17% stated they would still initially observe the

patient.

� 40% would use (or continue to use) topical treatment.

� 8% would use laser trabeculoplasty (LTP).

� 4% would choose surgery.

� 31% of the doctors were unsure of what treatment

option they would choose.

Of the 25 who would be prepared to use medical

treatment,

� 45% would use topical beta-blockers first.

� 33% would use topical prostaglandin’s first.

� 22% would use other medications first.

Discussion

The essential problem in treating pregnant women with

glaucoma is balancing the risks of treatment to the

mother and baby with the danger of the glaucoma

progressing during the pregnancy. Our results indicate

that this is not such an uncommon dilemma, with 26% of

our respondents previously encountering this scenario.

All glaucoma medications present potential hazards to

the foetus,4–7 as do local or general anaesthetics.

Therefore, ideally it is best to avoid any interventions in

pregnant women. Despite the fact that the woman may

already be on treatment for high IOP, this strategy may

still be possible. A number of studies have shown that

there is often a spontaneous decrease in IOP during

pregnancy.8–10 This is believed to be because of a

combination of increased uveoscleral outflow (postulated

to be a result of hormonal changes), decreased episcleral

pressure secondary to general decrease of venous

pressure in upper extremities and the acidosis of

pregnancy.8–10 This is consistent with the fact that 34% of

our respondents had previously not needed to intervene

during the pregnancy and 17% would currently use this

as a first-line strategyFeven if glaucomatous damage

was already present.

Unfortunately, in a proportion of woman,

glaucomatous damage may be so severe (or the IOP so

high) that the risk of further visual field progression

during the pregnancy is too high. In this situation, the

IOP needs to be lowered, and our results show (as does

the literature) that there is some uncertainty as to the

optimum method to achieve this.

Our survey indicated that 71% of the respondents, who

had previously treated pregnant women, had continued

their medical therapy during the pregnancies (most

pregnant women with glaucoma are already diagnosed,

and development of the disease in pregnancy is very

rare7). A total of 40% would use this as their initial

strategy in the future. The majority of medical treatments

to reduce IOP have been shown to be potentially

hazardous to the foetus.6

When asked which topical antihypertensive they were

happiest to use in pregnant women, 45% named topical

beta-blockers. This is despite the fact that

ophthalmologists are increasingly using topical

prostaglandin agonists as their first-line drug for

lowering IOP.11 It is likely that there is a perception that

beta-blockers are safer in pregnant woman than

prostaglandinsFperhaps because of the well-known use

of prostaglandins in the termination of pregnancy.

Despite this latter point, 25% would be willing to use

topical prostaglandins in pregnant women.

Some respondents (12%) had previously used laser or

surgery, and 8% would be happy to use this again if

necessary. Surgical treatment requires local or general

anaesthetic, both of which pose hazards to the mother

and foetus.7 LTP has been considered as an alternative to

medical therapy but the effects may be temporary and
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other medications required.7 Cyclodiode laser has also

been used.12

There are a number of potential biases in this study.

Postal questionnaires often have a low response rate; our

response rate of nearly 50% is reasonably good for

surveys such as this.13 It may be surmised that

nonrespondents were less likely to have encountered this

scenario (so they did not reply), and it may therefore be

that this condition is encountered less often than our

results suggest (26%). The results should also be

interpreted in the light of the possible recall bias of the

respondentsFit may have been some time since they

had treated the patient(s).

Perhaps the most notable result of our survey is the

uncertainty of ophthalmologists faced with a pregnant

woman who has glaucomaF34% reported being unsure

of how they would manage the situation. To date, there

are no guidelines for the management of glaucoma in

pregnant women; this is presumably because they

represent a small number of patients in whom it is

difficult to do clinical trials. It is often in this scenario that

consensus guidelines are most useful to the practitioner.

However, as a first step we would suggest that there

should be an attempt to gauge how often this situation

occurs nationally and to attempt to monitor any adverse

outcomes (from treatment or lack of treatment). This

would perhaps be best carried out by a system that can

pick up relatively rare events, such as the British

Ophthalmic Surveillance Unit (BOSU).

In conclusion, although glaucoma is relatively

uncommon in women of child-bearing age, one in four of

our respondents had had to deal with it in pregnant

women. As always in pregnancy, treatment can be

challenging, with the risks of damage to the mother and/

or foetus needing to be balanced with the risks of disease

progression during the pregnancy. It may be possible to

stop treatment during pregnancy because of the

physiological drop in IOP. If this is not enough, all IOP-

lowering options have potential hazards. Our survey

indicates that there is a general level of uncertainty

among ophthalmologist about this situation. We suggest

that in the short term, some attempt be made to produce

consensus guidelines that can be modified in the light of

future research into this challenging situation.
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