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ABSTRACT

The purpose of this nonrandomized study conducted at the Eye Clinic “Akhali Mzera”

between October 2011 and November 2022 was to evaluate the intraocular pressure
(IOP) reduction and side effects following selective laser trabeculoplasty (SLT). A total
of 867 eyes of 558 patients with early to moderate primary open-angle glaucoma
(POAG) or pseudoexfoliation glaucoma (PXG) phakic and pseudophakic were included
in the study. The patients were treated with laser as primary therapy or adjunct laser
with medication. The mean age of the study participants was 54.3 + 5.2 years (range,
40 to 78 years) and 362 (64.9%) were males. The glaucoma diagnosis was POAG in
726 (83.7%) eyes and PXG in 141 (16.3%) eyes. Diabetes mellitus in 8% and systemic
hypertension in 30% were noted. 736 eyes (84.9%) were on medications, and 130
(14.9%) eyes were treated with laser as primary therapy. Overall, the mean IOP after
SLT was 17.8 £ 3.2mmHg, 18.8 + 2.3 mmHg, and 23.4 £ 2.5 mmHg in the 12th month,
24th month, and 36th month respectively. About 20% of patients with POAG lost
efficacy in 18 months post-treatment and in these eyes, the second SLT procedure
was more effective than the first one. The number of drugs reduced from an average
of 1.3 to an average of 1.0 was statistically significant with the inter-eye correlation.
Those patients who were treated with laser as primary therapy with a baseline 10P
of 25.4 mmHg £2.9 mmHg had IOP reduction of 7.5 £ 3.1 mmHg at the last visit, and
those who were on antiglaucoma medication with baseline IOP 23.9 + 2.2 mmHg had
IOP reduction of 4.8 £ 2.8 mmHg. IOP reduction at the last visit between POAG, and
PXG was 6.5 mmHg and 7.9 mmHg, respectively. It was concluded that SLT is a safe
and innovative technology that uses lasers to target only certain cells of the trabecular
meshwork of the eye.
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laucomaischaracterized by retinal
ganglion cell (RGC) degeneration
irreversible,
[24].
The most common type primary open-

and a set of
progressive optic neuropathies
angle glaucoma (POAG) is associated
with progressive loss of RGC axons, along
with supporting glia and vasculature,
resulting in degeneration of the optic
nerve head and loss of peripheral vision
[13]. Elevated intraocular pressure (IOP)
is considered the main risk for the onset
and progression of POAG, even though
about 40% of patients present IOP values
within the normal range [20,5] suggesting
that elevated IOP is neither essential nor
sufficient [21, 3] to cause glaucoma; in
fact, the risk of unilateral blindness in
POAG patients treated to lower IOP is
estimated to be about 27% [11] indicating
that lowering IOP retards but does not
prevent RGC degeneration and blindness.
Left untreated glaucoma gradually leads
to visual field loss and severe irreversible
blindness that impacts a person’s life
personally and socially. Although research
issignificant, the pathologicalmechanisms
involved in the onset and development of
glaucoma are not understood [22]. There
are various risk factors for glaucoma.
However, intraocular pressure (IOP) is
the only modifiable risk factor for control
of the onset and progression of optic
nerve atrophy. Besides the medical and
laser

surgical therapy for glaucoma,

treatment has received considerable
attention in recent times. Commonly
practiced are argon laser trabeculoplasty
(ALT) and selective laser trabeculoplasty
(SLT) [18]. Argon laser trabeculoplasty
was introduced by Wise and Witter in

1979 for the treatment of medically

uncontrolled — open-angle glaucoma
(OAG) [25]. Soon after its introduction,
the efficacy and safety of ALT was studied
in a large multicenter prospective clinical
trial funded by NEI, Glaucoma Laser Trial
(GLT) — an investigator-initiated, grant-
supported trial designed to investigate
the efficacy and safety of ALT as an
alternative to medical treatment for
newly diagnosed POAG. The randomized
clinical trial involving 271 patients, was
designed to assess the efficacy and
safety of ALT as an alternative treatment
with topical medication for controlling
IOP in patients with newly diagnosed,
previously, untreated POAG in which eyes
receiving ALT 360 degrees were compared
with timolol monotherapy. Each patient
had one eye randomly assigned to ALT
(the laser first [LF] eye) and the other eye
assigned to timolol maleate 0.5% (the
medication first [MF] eye). Medication
was initiated or changed for either eye
according to the same stepped regimen
if the IOP was not controlled. Throughout
the 2-year follow-up, LF eyes had lower
mean IOPs than MF eyes (1-2 mmHg),
and fewer LF eyes than MF eyes required
simultaneous prescription of two or more
medications to control IOP (P less than
0.001). After 2 years of follow-up, 44% of
LF eyes were controlled by ALT, 70% were
controlled by ALT or ALT and timolol, and
89% were controlled within the stepped
medication regimen. After 2 years, 30% of
MF eyes remained controlled by timolol,
and 66%
stepped regimen. There were no major

were controlled within the

differences between the two treatment
approaches with respect to changes in
visual acuity or visual field over the 2
years of follow-up [8]. The purpose of the
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study (The Glaucoma Laser Trial (GLT):
6) was to determine the differences in
visual fields during 42 months (3,5 years)
of follow-up between eyes treated with
argon laser trabeculoplasty first and
eyes treated with topical medication
first in patients with newly diagnosed
primary open-angle glaucoma. Visual
field examinations were obtained at
enrollment, three and six months, and
at six-month intervals thereafter during
follow-up of 271 patients enrolled in the
Glaucoma Laser Trial. Numeric analyses of
the examination results, including global
indices and patterns of localized changes,
as well as masked subjective clinical
impression, were used to compare the
two treatment groups. Improvement was
nearly twice as common as deterioration
on masked subjective impression in both
groups through 30 months (2,5 years).
Eyes treated with laser trabeculoplasty
first were

judged to have slightly

more improvement and slightly less
deterioration than eyes treated with
topical medication first. During follow-up,
measures of visual field status for eyes
treated with laser trabeculoplasty first
were slightly better than those for eyes
treated with topical medication first [9].
The

determine differences between the two

research was conducted to
treatment groups of the Glaucoma Laser
Trial (The Glaucoma Laser Trial (GLT): 7)
withrespecttointraocular pressure, visual
fields, optic disk cupping, and therapy
for primary open-angle glaucoma. The
Glaucoma Laser Trial Follow-up Study
was a follow-up study of 203 of the 271
patients who enrolled in the Glaucoma
Laser Trial. By the close of the Glaucoma
median

Laser Trial Follow-up Study,

duration of follow-up since diagnosis of

primary open-angle glaucoma was seven
years (maximum, nine years). Over the
course of the Glaucoma Laser Trial and
Glaucoma Laser Trial Follow-up Study, the
eyes treated initially with ALT had lower
intraocular pressure and better visual
field and optic disk status than their
fellow eyes treated initially with topical
medication. As compared to eyes initially
treated with medication, eyes initially
treated with laser trabeculoplasty had 1.2
mm Hg greater reduction in intraocular
pressure (P < .001) and 0.6 dB greater
improvement in the visual field (P < .001)
from entry into the Glaucoma Laser Trial.
The overall difference between eyes
with regard to change in ratio of optic
cup area to optic disk area from entry
into the Glaucoma Laser Trial was -0.01
(P = .005), which indicated slightly more
deterioration for eyes initially treated with
medication. Conclusions: Initial treatment
with argon laser trabeculoplasty was at
least as efficacious as initial treatment
with topical medication [10]. G. Gazzard,
E. Konstantakopoulou, D. Garway-Heath,
et al. [7]
controlled trial between 2012 and 2014
at six UK hospitals to compare the success

conducted a randomized

of treatment between eye drops that
lower intraocular pressure primary open-
angle glaucoma and ocular hypertension
with SLT — a safe, but rarely used as a
first-line treatment alternative. Randomly
allocated (web-based randomization)
718 patients with open-angle glaucoma
or ocular hypertension and no ocular
356

were randomized to the selective laser

comorbidities were enrolled:
trabeculoplasty and 362 to the eye
drops group. Over 36 months, from an
ophthalmology cost perspective, there

was a 97% probability of selective laser
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trabeculoplasty as the first treatment
being more cost-effective than eye drops.
The authors concluded that selective laser
trabeculoplasty should be offered as afirst-
line treatment for open-angle glaucoma
and ocular hypertension, supporting a
change in clinical practice [7]. Despite
these favorable results, laser therapy
did not replace medications as primary
therapy in patients with POAG partly due
introduction of more effective glaucoma
medications, namely  prostaglandin
analogues. The trabeculoplasty was used
either as an adjunctive therapy or as an
intermediate step between failed medical
therapy and surgical intervention.
Interest in laser trabeculoplasty has been
reignited in the past few years with the
introduction of SLT [2]. E. Shaw, and
P. Gupta [18] assume that ALT did not
become primary therapy in patients with
POAG because of a reduction in efficacy
over time, so it was used as an adjunctive
therapy. Laser trabeculoplasty gained
popularity with the introduction of SLT,
which appears less destructive than ALT.
However, it has been noticed that both
ALT and SLT are equally efficacious in
reducing intraocular pressure in open-
angle glaucoma [18]. R. Zhou, Y. Sun, H.
Chen, et al. [27] by searching PubMed,
EMBASE, SCOPUS,

China National Knowledge Infrastructure,

Cochrane Library,

and the Chinese Biomedical Literature
Service System for studies published
between January 1, 2000 and April 20,
2020 in systematic review and network
meta-analysis evaluated the effectiveness
of eight types of laser trabeculoplasty
(LT) in the treatment of open-angle
glaucoma: ALT, medications, 180-degree
SLT, 270-degree SLT, 360-degree SLT, new
LT, transscleral 360-degree SLT with SLT

performed without gonioscopy, and low-
energy 360-degree SLT. In total, 22 studies
were included, involving 2859 eyes of
2704 patients. The primary outcome
was the reduction of medicated and
unmedicated intraocular pressure at 6
months. Secondary outcomes included a
reduction of IOP at 12 months. In terms of
IOP reduction at 6 and 12 months, there
were no statistically significant differences
in both medicated and unmedicated
IOP between any pairs of interventions.
No severe adverse outcomes were
reported for any of the interventions. In
terms of reduction of medications, the
individuals treated with 180-degree SLT
required fewer medications than those
treated with ALT at 12 months (0.28
[95% confidence interval, 0.06-0.50]; P =
.014). No severe adverse outcomes were
reported for any of the interventions. It
was concluded that all the available types
of LT are equally effective for decreasing
IOP compared with medication-based
therapy. The 180-degree SLT was slightly
more effective than ALT in terms of
reducing the number of medications
[27].
Meier-Gibbons [23] provided an overview

needed M. Toteberg-Harms, F.
of studies on SLT from the last 12 month:s.
They pointed out that for decades,
laser trabeculoplasty has been a well-
proven therapeutic option in glaucoma
management, and more recently, it has
only gained in popularity. One reason for
such popularity is that SLT is a therapy
independent of patient adherence, which
is typically low among glaucoma patients.
Consequently, the number of studies on
SLT has multiplied throughout the past
years. Recent findings: the studies on
treatment outcome show a wide range
of success rates of SLT reaching between
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18 and 88%; however, study designs
differ and many studies are not directly
The
trabeculoplasty for open-angle glaucoma

comparable. prospective laser
and ocular hypertension (LiGHT) trial has
demonstrated good efficacy of SLT — 75%
of the eyes achieved their target pressure
without drops and 58% after a single SLT.
SLT has proven to be effective in lowering
IOP with

even after single SLT. SLT is repeatable

satisfactory success rates
independent of patient’s adherence [23].
IOP is

modifiable risk factor, current therapies

Since elevated the only
seek to lower IOP even in patients with
normal IOP in order to slow or arrest
glaucoma progression. Intraocular
pressure is determined by the balance
between aqueous humour production
and outflow, and IOP homeostasis is
primarily maintained by changes in
aqueous humour outflow resistance.
Currently, it is possible with one or more
of medications, laser treatment, or
surgery. Each treatment option, however,
has potential challenges with efficacy,
safety, compliance, and cost. Medical
therapy can lead to local and systemic
side effects and a high percentage of
patients have poor adherence (about
68%). Laser trabeculoplasty (LTP) has the
potential to decrease IOP in patients with
or at risk for open-angle glaucoma (OAG)
without systemic side effects and also to
minimize problems with compliance with
drop therapy. Argon laser trabeculoplasty
(ALT) was the first LTP procedure in the
1970s. It was subsequently utilized as an
adjunct to topical medications or as initial
treatment. ALT was successful in lowering
IOP [1,4], but it has several side effects:
-It coagulatesthe trabecular meshwork
(TM) tissue,

resulting in peripheral

anterior synechiae;

-it damages either pigment or
nonpigment cells of TM;

-repeated treatment has been shown
to be ineffective.

Selective laser trabeculoplasty (SLT)
was developed in 1995 by Latina and
Park as an alternative to ALT [14]. To
investigate the safety and efficacy of a
new laser procedure to lower intraocular
pressure in patients with open-angle
glaucoma 30 eyes of 30 patients with
uncontrolled OAG (OAG group) and 23
eyes of 23 patients with uncontrolled
OAG treated previously with argon
laser trabeculoplasty (ALT group) were
observed for 4 to 26 weeks. Forty-four
of the 53 eyes were observed for 26
weeks. Both the OAG and ALT groups
showed similar IOP reductions over time.
Seventy percent of patients in each group
responded to treatment with an |OP
reduction of least 3 mmHg. At 26 weeks
of follow-up, mean IOP reduction was
5.8 mmHg (23,5%, P < 0.001) for the OAG
groupand 6.0 mmHg(24,2%, P <0.001) for
the ALT group. The untreated eye showed
a 9.7% (P < 0.001) reduction of IOP at
26 weeks. However, the IOP difference
between the treated and untreated eyes
was statistically significant at P < 0.003.
Transient IOP elevation of 5 mmHg or
greater was seen in 24% of patients. The
selective laser trabeculoplasty appears
to be a safe and effective method to
lower IOP in patients with OAG and
patients treated previously with ALT
[15]. SLT is a noninvasive procedure
that delivers energy to pigmented cells
of the trabecular meshwork, resulting
in the disruption of the pigmented TM
endothelial cells, as seen by electron
microscopy [12]. Several investigations
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have shown that these two techniques
are equally effective. However, SLT, has
the benefit of not leaving a scar on the
trabeculum and being repeatable [15, 12,
17, 19, 26, 27]. In addition to biological
believed that this
cellular damage results in an enhanced

alterations, it is

inflammatory response, which in turn
causes an increase in aqueous outflow via
the TM [6,16]. Intraocular pressure spikes
and ocular pain might occur as a result
of the inflammatory response and early
pigment dispersion, among other things
[26]. SLT has a very short pulse duration
(3 ns), which is shorter than the thermal
relaxation time of melanin, allowing for
selective photo thermolysis. Because SLT
selectively targets the pigmented TM cells
and has an energy level < 1% of ALT, it is a
gentle laser than ALT with no or minimal
histologic scarring or coagulative damage
to the TM. That is why SLT has been shown
to be potentially repeatable in patients
who have failed previous SLT as well as
previous ALT. Furthermore, SLT has been
utilized as a primary treatment option in
a variety of OAG patients including those
who cannot tolerate or are noncompliant
with their glaucoma medications.

The purpose of this study was to
evaluate the pattern of IOP reduction
and side effects following SLT treatment
and retreatment (in 1-3 years after the
first procedure) for OAG patients and
long-term results of SLT treatment, when
it used as first-line the pattern of IOP
reduction and side effects following SLT in
treated OAG patients.

Method and Patients. This was the
nonrandomized study conducted at Eye
Clinic “AkhaliMzera” between October
2011 and November 2022. Patients
(range, 40 to 78 vyears) with early to

Difference between ALT and SLT

Spot’s 50

size MICRONS

Energy 500-1000 mJ

Duration 0.1 sec

Fluency 60000 mJ/
cm2

moderate primary open-angle glaucoma
(POAG) or pseudoexfoliation glaucoma
(PXG) Phakic and pseudophakic were
included in the study. IOP between 19and
27 mmHg measured on at least two visits
up to 1-3 years after SLT treatment or in
non-treated (in “virgin”) eyes. Baseline
IOP was taken using the Goldmann
applanation tonometer. The average of
3 measurements was taken before the
SLT decision on different follow-up visits.
Central corneal thickness was measured
using a pachymeter (DGH Technology INC,
Pachette, USA). Gonioscopy examination
was performed using Posner diagnostic
and surgical four-mirror gonio lens to
determine the extent of angle opening
and the level of angle pigmentation.
Dilated fundus examination under SLM
using 78D lens was used to assess the
retina and optic nerve head.

Procedure. Before to laser Pilocarpine
1% single drop was used to keep the
pupil constricted and prevent peripheral-
iris crowding 60 min before SLT. Topical
anesthesia (tetracaine 0.5%) was applied
1 to 2 minutes before the procedure. The
procedure the
Solo SLT Laser and a Latina SLT Gonio
Lens (Ocular Instruments, WD, USA).

laser involved Ellex

400 MICRONS

0.8-1mJ

3 nsec

600mJ/cm2
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Treatment was realized in two stages at
1-month intervals. During one procedure
| placed 150-190 contiguous spots along
180° of the TM.Immediately, after the
completion of the procedure brimonidine
0.2% drop was applied and IOP was
measured after an hour. All patients were
prescribed topical diclofenac sodium
0.1% for 10 days 3-4 times a day after
laser treatment.

Operational Definition. Success was
defined when an IOP reduction of >20%
was achieved from the baseline without
repeat SLT. Intraocular pressure spike was
defined as a transient IOP increase of at
least 4-5 mm Hg 1-hour post-SLT, but not
always.

Results. A total of 867 eyes of 558
patients were involved in the study.
The mean age of the study participants
was 54.3+5.2 years (range, 40 to 78
years) and 362 (64,9%) were males. The
glaucoma diagnosis was POAG in 726
(83,7%) eyes and PXG in 141 (16,3%) eyes.
Diabetes mellitus in 8% and systemic
hypertension in 30% were noted. 736
eyes (84,9%) were on medications, and
130
laser as primary therapy. Pre-SLT baseline
IOP was 24.3 +2.5 mmHg (range, 19 to
32 mmHg), and pre-SLT mean number of

(14,9%) eyes were treated with

antiglaucoma drugs used was 1.9 + 1.01.
Overall, the mean IOP after SLT was
17.8£3.2mmHg, 18.8+2.3 mmHg, and
23.4+2.5 mmHg in the 12th month, 24th
month, and 36th month respectively. So,
in 2 years the overall percentage of I0P
reduction from the baseline was 22,9%.
In 3 years after the first SLT procedure,
the majority of patients were retreated.
In 1-2 months after repeated treatment
IOP reduction was the same as after first
SLT (in 10% of cases even more effective).

About 20% of patients with POAG lost
efficacy in 18 months post-treatment and
in these eyes, the second SLT procedure
was more effective than the first one.
The number of drugs reduced from an
average of 1.3 to an average of 1.0 was
statistically significant with the inter-eye
correlation. Those patients who were
treated with laser as primary therapy with
a baseline IOP of 25.4 mmHg +2.9 mmHg
had I0OP reduction of 7.5%3.1 mmHg
at the last visit, and those who were on
antiglaucoma medication with baseline
IOP 23.9 £2.2 mmHg had IOP reduction
of 4.8+ 1.8 mmHg. IOP reduction at the
last visit between POAG, and PXG was 6.5
mmHg and 7.9 mmHg, respectively.

CONCLUSION:

¢ SLT is a safe and innovative technology
that uses lasers to target only certain
cells of the trabecular meshwork of
the eye, leaving the tissue surrounding
these cells untouched.

e In our study, the patients were treated
with laser as primary therapy or adjunct
laser with medication. The overall IOP
reduction was 27.7%, and the success
rate was 75% at 1 year and 53% at 2
years.

¢ |OP reduction was similar in POAG and
PXG . Overall IOP reduction at different
follow-up visit ranges from 4.5% to
28.2% with the highest IOP reduction
noted at 18th month follow-up period.

e We concluded that SLT appears to be
repeatable in eyes with OAG and PXG
that have previously been successfully
treated.

e We have found that it is more effective
to begin treatment at closer to about 0.8
mJ (if the TM has 1 to 2-plus pigment)
and titrate by 0.1 mJ increments. The
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energy level is titrated to the targeted
response looking for bubbles forming in
the anterior chamber. Once bubbles are
visualized, titration is not decreased.

SLT is most effective in a virgin eye that
has not received any medications yet. If
the patient drops maximal medications,

SLT usually has less effect. Drops
suppressed aqueous production and
enhanced outflow so much, that the
additive effect of SLT is reduced. We
should be offering it to our patients first
line because it’s so safe that they have

practically nothing to lose.
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PE3IOME

CENEKTUBHAA NA3EPHAA TPABEKYNTIOMNNACTUKA
— METOA, NEPBON INHUW NEYEHUA
OTKPbITOYIO/IbHOW [MTAYKOMbI ?!

Asanu M. /1. *2, Tanpungawsunun H. 4. %, Nanasa M. B.3,

Byuykypw E. M. %, 3anuHsaH M. N.2

TOUAUCCKMIA rOCYAaPCTBEHHBIN MeAMLMHCKUIA yHUBepcuTeT, Téunucw, Mpysus;
’[nasHas KAMHWKa “Axanun msepa”, Téuamcw, Mpysus;

3KnuHuka um.®.U. Toaya, Téunucu, Mpysus;

4 Centre hospitalier de I'Europe Port Marly, France;

Llenb HepaHAOMM3MPOBAHHOMO UCCNAEA0BAHUSA, NPOBEAEHHOTO B INAa3HON KANMHUKE
“Axanun M3epa” B nepunog c oktabpa 2011 no Hoabpb 2022 roga — oueHKa xapakTepa
CHUXEHUA BHYTpUIrNasHoro AasneHua (BrA) n nobouHbix apdeKToB nocne neyeHus ce-
NeKTUBHOW NasepHoit Tpabekynonnactukoi (C/IT). B nccneposaHune 66ia1 BKAOYEHDI
B 06buwen cnoxHocTn 867 rnas 558 naumMeHToB (M3 HUX MyXKUMH 362), C NepBUUYHOIM OT-
KpbITOyronbHow rnaykomolii (MOYT) HayanbHOM U pa3BUTOMN CTaauKM UK NCEBAOIKCHO-
NmatuBHoOM rnaykomoi (M3T) dakmnyeckoro u ncesaodaknyeckoro Tmna. MayneHtam
NPOBOAWUAWN NA3EPHYI0 TEPaNUIO B KaYeCcTBE OCHOBHOMO MeTOAa JIeYEHMA UAWN KOM-
OMHMPOBAHHYIO Nla3ePHYI0 TEPANUIO B COYETAaHUU C MEANKAMEHTO3HbIM JIeYEHUEM.
CpegHuin BO3pacT y4acTHMKOB MccnenoBaHma coctaBun 54.3 + 5.2 roga (ot 40 po 78
net). MNepBUYHaA OTKPbITOYro/ibHas rnaykoma bbina guarHocTupoBaHa y 726 (83,7%)
rnas, ncesgoakcdonmatmeHan rnaykoma (M3M) y 141 (16,3%) rnasa. Y 8% 6bin otmeyeH
caxapHbln gnabet; y 30% — apTepuanocHan runeptoHuna. 736 rmas (84,9%) nonydanu
MeauKameHTo3Hoe nedveHme, a 130 (14,9%) rnas 6b1am 06paboTaHbl N1a3epom B Kaue-
CTBE NepBUYHOIM Tepanuu. B uenom, cpeaHee B nocne C/1T coctasmno 17.8 £ 3.2 mm
pT.CT., 18.8 £ 2.3 MM pT.CT. 1 23.4 £ 2.5 MM pPT.CT. Ha 12-m mecaue, 24-m mecaue 1 36-m
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mecALe cooTBeTCTBEHHO. OKo10 20% naumneHTos ¢ NOYI noTepann adppeKTUBHOCTDL Ye-
pe3 18 mecAaueB Noc/e e4YeHunsn, U B 3TUX rnasax BTopas npoueaypa C/T 6bina 6onee
addeKTMBHOM, Yem Nepsas. YMeHbLLUEHME KOANYECTBA JIEKApCTB, B cpegHem ¢ 1.3 go
1.0 66110 CTAaTUCTUYECKM 3HAYMMBIM. Y MALMEHTOB, NOMYYaBLUMX Na3epHOe ievyeHne
B KayecTBe NepBMYHOM Tepanuu ¢ ncxogHbim Br 25.4 £2.9 mm pT.cT., Ha nociegHem
BM3UTE HabNAANoCh CHUXeHne BI Ha 7.5 + 3.1 mm pT.CT,, @ Yy TeX, KTO NPUHMManN
AHTUINAYKOMHbIe nNpenapaTtbl ¢ ucxogHbim B4 23.9 £ 2.2 mm pT. CT., CHUXKeHue BI/,
coctaBuno 4.8 £ 1.8 mm pT. cT. [lenaeTcs BbIBOA, YTO CE/IEKTUBHAA NasepHasn Tpabeky-
JionnactuKka 6esonacHbii, 3GGEKTUBHBIN U LWAAALMK METoA, KOTOPbIN BO3AENCTBYET
TONIbKO Ha onpeaenieHHble KNEeTKN TPabeKynapHOM CETU I1a3a, COXPAHAET apXUTEKTYpY
LUEeMMOBa KaHana, He BbI3blBaeT BOCMANUTE/NbHbIX NPOLLECCOB, YTO MO3BONAET NPO-
BeAeHMe MOBTOPHbIX NpoLeayp.

Kniouesble cnosa: nepBM‘-IHaﬂ OTKPbITOYroN1bHaA rnaykoma, Ce/IeKTUBHaA Na3epHan Tpa6eKynonnachKa,
HCGBA03KC¢O}1M3TMBHBH rnaykoma
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2011 Bemob mg@mddfnesb 2022 Brmol bmgddmsdwg mgomalb 3mnbogsdn
»oboma ddgMs” Ro@omgdyma sMoMabom3ndamgdmmo 33mg30L doDobo aym
boergd@oa®o eodyhgero GMHodggamm3mabogel (ST) 3gegase omgdy-
mo mgamdoes b6g30L d93(306980b bomabbob o g39M©0mn 3mgmgbgdals dg-
3obgds. 33emg39dn hammyma ngm 558 35(3096@ 0L (doo dmeal 362 3o3s3o(30)
867 mgomon, Mm3gmmss 90 bndbgdmemom  ©abobynbn s gobgzomemgdyman
LEowonm 3oMgzgmomn M0d39cbosba amomimds (POAG) s xbgzomygdbeggm-
m0d(3099M0 gag3mds (PXG). 33mgg0olb dmbobommgms badmamm sbszo ngm 54.3
* 5.2 bgemo (40-0056 78 bmodwg). POAG oanbeos 726 (83, 7%) ogomda, PXG
141 (16,3%) ogomda. 8%-b 3dmbs dogfMnsbn ©0sdg@n; 30%-L, s@gmammo
3039M&96bns. ma30830M39m0 33Mbammds msdgmom Ro@omes 130 (14,9%)
ngomdg, bonenm 736 (84,9%) ;mgomo b3 3n@mbomgdo agm 39000353968 9d00.
ngomdos 66g3s SLT 3 396bsemmdnsb badgsmme 12, 24 ©s 36 oz0b dgdwgg
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0ym dgbodsdabo 17.8 + 3.2 mmHg, 18.8 £ 2.3 mmHg s 23.4 £ 2.5 mmHg. POAG-
b dJmbyg 35(3096@ 0L asbmmgdam 20%-3d0 msbgFMema 3 3MAbsrmmdnsb 18
®30b 399maa 33mMbarmmdanl dgmgan 5330600 s a563gmMgdama Lgmagd@o-
@0 @bgENmo §Medg3nmm3mabdozs YBMm g539d@&meo s0dmhbos, 300M g
30M39m0. 39000353568900L Mom@gbmds 3mbEmabgfmnem 3gMommadn dgd30-
9, badgomme 1,3-sb 1,0-dwg, Mo3 LEGLEZPHs© LaMbanbm aym. 3s(30-
968908L, BMImgdbas modgfom 339Mbommdmbgb 3nfMzgmamaw, 339Mbamm-
30b obygdedog mgamdows bbg3s ngm 25.4 % 2.9 mmHg, dmmm 30b0@nbomgals
66535 dgd3060m 7.5 £ 3.1 mmHg-0m; beenm, dom, Gm3mgda(3 000gdbgb o6-
G0a o 3m3oGmbdyM 3 g30c0@qdl o ©sbabyolbdn mgsmadows b6g3s 3Jmb-
om 23.9 £ 2.2 mmHg, 66535 dgdzomsm 4.8 £ 1.8 mmHg-om. sb¢) SLT 36,
989J&NM05 5615603 3Ebomgd Mmzombyg. ©abggbs: Lymgd@onEn madbgmmo
B89 3mmm3mab@ogs ool YbogMmbm, g539d@&nco s sddmazgmn 3gom-
0, Mmdgmos 3o3mgbsl sbgblb mgsmal §Msdg3nmuma Jumgamal dbmemme
39633999 YROJJddg, 0bsmhnbgdl demadol oMbol oo gd@neob s of
0b393L sbngdam (33mamgdgdl, Gocs dgbadmgdgmb brob go63gmEmgdaocn 3Gm-
(3909690l RoGomgdsb.

La3356dm bagygzgdo: 30MgzgmoEo 0s3Mbosbo gmom3mds, bgmgd&onco madgGmmo GMs-
6339@m3rab@oge, bgzrmydbgmeasgogfo aemogmds.

12



