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Abstract: A short-term increase in intraocular pressure (IOP) is a common side effect after intravitreal
anti-VEGF therapy, but a sustained increase in IOP with the development of secondary glaucoma has
also been reported in some studies after repeated intravitreal anti-VEGF injections. The aim of this
review is to present and discuss the possible pathophysiological mechanisms and factors contributing
to a sustained rise in IOP, as well as treatment strategies for patients at risk. Close monitoring and
adjustable IOP-lowering treatment are recommended for high-risk patients, including those with
glaucoma, angle-closure anomalies, ocular hypertension or family history of glaucoma; patients
receiving a high number of injections or at shorter intervals; and patients with capsulotomy. Strategies
are needed to identify patients at risk in a timely manner and to prevent sustained elevation of IOP.
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1. Introduction

Overproduction of vascular endothelial growth factor (VEGF) promotes angiogenesis
and induces vascular permeability, contributing to the pathogenesis of several ocular
diseases in various ischemic retinal disorders and choroidal neovascularisation (CNV) in
age-related macular degeneration (AMD) [1–3].

CNV is responsible for severe vision loss in these diseases. Inhibition of VEGF has
been proven effective in preventing vision loss and, in some cases, improving vision [2].
However, despite the significant benefits, the use of anti-VEGF drugs is not without
potential adverse effects. Over the years, several anti-VEGF drugs have been approved in
the form of intravitreal injections, including pegaptanib (Macugen, Eyetech/Pfizer, Inc.,
Manhattan, NY, USA), a ribonucleic acid aptamer; bevacizumab (Avastin, Genentech, Inc.,
San Francisco, CA, USA), a recombinant humanised monoclonal antibody; ranibizumab
(Lucentis, Genentech, Inc., San Francisco, CA, USA), a humanised monoclonal antibody
fragment; aflibercept (Eylea, Regeneron Pharmaceuticals, Inc., Tarrytown, NY, USA), a
soluble decoy receptor fusion protein; and the recently launched brolucizumab (Beovu,
Novartis, Basel, Switzerland), a humanised monoclonal single-chain variable fragment,
and faricimab-svoa (Vabysmo, Genentech, Inc., San Francisco, CA, USA), a bispecific
monoclonal antibody that targets both VEGF and angiopoietin 2 (Ang-2) [3–5].

While RCTs have reported differences in efficacy between these drugs, real-world
evidence often fails to observe such distinctions, emphasising the need to consider the
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limitations and confounders associated with both study types [6,7]. Furthermore, some
studies demonstrated nonresponse to this therapy or a loss of efficacy over time [8,9].

The safety profile of anti-VEGF agents is generally favourable, with rare sight-threat-
ening side effects [4,10]. Nevertheless, ocular and systemic adverse effects, such as car-
diovascular and renal complications, have been reported, highlighting the importance of
cautious use [11,12].

A commonly reported side effect is a transient increase in intraocular pressure (IOP),
which usually normalises within 60 min without any intervention [2,13]. In recent years,
several studies have reported a sustained elevation of IOP (SE-IOP) [14–19], and a few stud-
ies have reported the secondary development or progression of pre-existing glaucomatous
optic neuropathy (GON) [20,21].

2. Methods

We searched the literature to examine the relationship between anti-VEGF therapy
and glaucoma in terms of implications for treatment strategies.

A review was performed to summarise the relevant English-language literature on
the development or progression of secondary GON development in patients treated with
intravitreal anti-VEGF injections for AMD. The PubMed database was searched using the
following terms: “glaucoma development*” OR “glaucoma progression” AND “anti-VEGF
intravitreal injections” AND “AMD” OR “age-related macular degeneration”. Articles
published up to December 2022 were included in the review without any restrictions based
on sex, race or geographic area. Given the different aims and designs of the included
studies, a narrative review approach was adopted.

3. Literature Review

AMD and glaucoma are the most common causes of irreversible blindness world-
wide [22–24]. As the prevalence of AMD increases with age, certain populations are
expected to have a higher prevalence of the disease, which is estimated to affect 288 million
people worldwide by 2040 [4,25]. With the increasing use of anti-VEGF injections to treat
AMD, there is a possibility that the prevalence of developing secondary glaucoma and the
rate of progression of pre-existing glaucoma may increase [26].

Currently, this prevalence is unknown because the data come from small, short-term
and mostly retrospective studies. We found several studies with very different reports
on the association of anti-VEGF treatment and other factors with IOP elevation and the
development or progression of GON [3,13,26–31]. A meta-analysis of several studies on
this topic concluded that the prevalence of SE-IOP was 4.7%, even after accounting for the
effects of drug type, disease conditions, follow-up duration, and the exclusion of patients
with pre-existing glaucoma and those using corticosteroids [32]. In contrast, the most
recent network meta-analysis of eligible RCTs comparing anti-VEGF agents for different
retinal diseases found no clear evidence for SE-IOP [26]. However, the authors note that
the analysis was limited by imprecision, and no definitive conclusions can be drawn [26].

In addition, data from a large medical database demonstrate an increased risk of
initiating IOP-lowering treatment after anti-VEGF injection, although glaucoma patients,
glaucoma suspects, individuals with OHT and patients who had received an intraocular
steroid injection were excluded [21]. Although data on a direct association with the devel-
opment of secondary glaucoma and the rate of progression are insufficient [27], a recent
retrospective study showed a significant risk [30].

The pathogenesis could be multifactorial, as many variables play a role and several
theories are thought to explain the underlying mechanisms [10,17,26,27,32].

3.1. The Theory of Nitric Oxide

Nitric oxide (NO) is a crucial signalling molecule involved in various physiological and
pathological processes within ocular structures, including vasodilation, neurotransmission
and immune response [33]. The detrimental role of NO in GON has been confirmed in many
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studies that observed changes in the three isoforms of NO synthase (NOS) within ocular
structures [33–35]. In eyes with normal IOP, NOS-1 was present in astrocytes, pericytes and
nerve terminals in the walls of the central artery, and NOS-3 was present in the vascular
endothelial cells of both large and small vessels acting as physiological vasodilators in
the tissue and neuroprotecting the ONH [34–36]. In eyes with elevated IOP, no significant
changes in NOS-1 or NOS-3 levels were observed, but NOS-2 appeared in astrocytes in
the early stages. NOS-2 produces excessive levels of NO, which is thought to contribute
to the neurodestruction of RGC axons by promoting the formation of peroxynitrite and
subsequent damage to axons at the lamina cribrosa in the ONH. Furthermore, these studies
have shown that inhibition of NOS-2 activity provides protection against the loss of RGCs
and preserves their function [34–36].

The disruption of NO signalling pathways, particularly through endothelial NOS,
by anti-VEGF agents may lead to a decrease in NO levels below physiological baseline,
which is thought to be a key mechanism in the development of glaucoma and other pro-
cesses [20,33,37]. Changes in NO levels may be involved in the pathogenesis of glaucoma
through various mechanisms, leading to an increase in IOP, retinal vascular dysfunction
and RNFL thinning [23,37]. IOP elevation may be caused by increased resistance in the
outflow pathways, increased aqueous humour production in the ciliary body or increased
episcleral venous pressure [33,37,38]. Retinal vascular dysfunction could result from im-
paired vascular autoregulation [33], while RNFL could be affected by the disruption of
neuroprotective activities either directly or indirectly through changes in blood flow [38].
While the available data suggest that impaired NO signalling can contribute to glaucoma
development through vascular and mechanical mechanisms, increased IOP appears to
play a more significant role [33,37]. Several studies have confirmed significant RNFL thin-
ning [38–43] and have attributed this to the underlying AMD pathology itself [38–41] rather
than to the anti-VEGF injections [43]. Longitudinal studies over an 8-year period showed
no difference in RNFL thickness between injected and control eyes [44], and similar findings
were reported in a study involving glaucoma patients receiving anti-VEGF treatment [45].
Furthermore, the relationship between RNFL thinning and progressive visual field loss
remains unknown [27].

3.2. Mechanical Effect of Elevated Intraocular Pressure

Both short- and long-term increases in IOP appear to be causative in the development
and progression of glaucoma after anti-VEGF treatment [27,33,39]. The mechanisms respon-
sible for IOP elevation have been discussed in a few studies, and the authors agree that both
forms are caused by different mechanisms depending on the underlying pathophysiology
and/or ocular conditions [27,33,37–39].

Anti-VEGF treatment itself may affect the endogenous expression of VEGF—a paracrine
regulator of the conventional outflow pathway [46]. Many studies in humans or animal
models have shown a trend towards increased levels of VEGF-A in the aqueous humour of
patients with POAG, suggesting a possible neuroprotective role of VEGF in patients with
POAG [47].

Brief IOP spikes following anti-VEGF treatment have been attributed to the volume
of fluid injected into the eyeball, which can affect mechanical outflow pathways and
transiently block axonal transport and ocular perfusion relative to IOP levels, potentially
leading to RNFL damage and glaucomatous optic nerve damage [4,13,33,47].

In addition to alterations in the signalling pathways of vasodilatory modulators such
as NO, mechanisms thought to be responsible for the development of SE-IOP include
pharmacological blockade, damage from trauma and/or IOP spikes, drug-induced in-
flammation, protein aggregates/silicone oil debris and genomic profile [14–19,27,33,48–53].
Contributing factors, albeit with conflicting results, are considered to include the type of
anti-VEGF agent, treatment interval, number of injections, methods of handling the agent,
previous steroid use, glaucoma, angle anomalies, OHT and lens status [14–19,27,37,49–53].
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SE-IOP appears to be a dominant risk factor for retinal ganglion cell death, RNFL thinning
and glaucoma progression [46–50].

Anti-VEGFs can temporarily lower the IOP according to their half-life, either by
decreasing aqueous humour production in the ciliary body or by mechanically dilating
the outflow pathways by matrix metalloproteinase (MMP) activity. However, the IOP
may increase due to rebound swelling of the cells in the outflow pathways or a renewed
production of aqueous humour in the ciliary body [51].

3.3. The Role of Anti-VEGF Agents

Although results have been contradictory, studies have pointed to differences between
anti-VEGF agents that may be due to either molecular properties, pharmaceutical prepa-
ration, storage or method of administration. However, it is difficult to determine which
agent carries a higher risk, as patients usually receive several different agents during their
treatment. The studies have mainly looked at bevacizumab, followed by ranibizumab,
and less at aflibercept. Anti-VEGF agents can cause SE-IOP and, consequently, GON by
different mechanisms based on their properties. Bevacizumab is considered to have a
higher risk of causing SE-IOP by any mechanism.

3.3.1. Pharmacological Blockade

All molecules can accumulate in the outflow pathways and cause direct mechani-
cal obstruction or an indirect physiological change in outflow [18,51,52]. Bevacizumab
(149 kDa) is considered to have a higher risk due to its molecular weight and longer half-
life, followed by aflibercept (115 kDa), ranibizumab (48 kDa), brolucizumab (26 kDa) and
pegaptanib (20 kDa) [3,17,52]. However, some studies found no difference between the
agents [18,53] or a higher prevalence for lower-molecular-weight ranibizumab compared
to aflibercept [31,54].

3.3.2. Contamination

Outflow obstruction can result from protein aggregates and/or silicone droplets from
syringes, freezing/thawing, exposure to light, mechanical shock, improper storage or
administration of the anti-VEGF agent [50,55]. In addition, a number of other materials
may enter the protein solution, including ions, plasticisers and other organic molecules [55].
An increase in these proportions may lead to SE-IOP due to mechanical effects, toxicity or
immunity [55]. This theory is supported by the fact that in some cases, including ours, the
increase in IOP could only be controlled after filtration surgery, as was the case with silicone-
oil-induced glaucoma, and that SE-IOP was not observed when silicone-free syringes were
used [28,50]. However, in a prospective study, silicone oil droplets were not observed in
the anterior chamber [51], and no association was found between the number of injections
with protein aggregates in their packaging and SE-IOP [53]. Bevacizumab is thought to
have an increased risk because it is drawn from a larger vial, usually in multiple syringes
not designed for protein products, and frozen for a variable time compared to single-dose
vials drawn into the syringe immediately before injection [50,55]. However, the source
appears to play a greater role than the drug itself, as differences in SE-IOP were found in
eyes treated with repackaged bevacizumab from different suppliers [3,19,40,55].

A direct toxic effect of anti-VEGF drugs on the outflow pathways seems unlikely [3,50].
Only bevacizumab was found to be toxic to TM cells, and only when the concentration was
four times higher than the clinical dose [3,40]. However, the toxic effect could be caused by
impurities [55].

3.3.3. Inflammation

Inflammation can obstruct aqueous humour outflow by causing scarring and the
proliferation of fibroblasts [3,52]. Theoretically, it can have different causes: subclinical
inflammation after injection related to an immunological response to monomeric anti-
bodies, especially to contaminants; chronic inflammation related to repeated injections
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and transient angle closure; or trabeculitis caused by the pharmacological molecule it-
self [15,33,49–52,55–57]. The risk of severe intraocular inflammation is increased 12-fold
with bevacizumab compared with ranibizumab, probably due to the proinflammatory Fc
component and the longer half-life of large antibodies [3,17,58]. Although many studies
failed to demonstrate anterior chamber cells, flare, synechiae or trabeculitis [17,19,51], and
some found that treatment with topical corticosteroids did not control inflammation or
lower the IOP [51], the cause could still be low-grade inflammation that cannot be detected
via slit-lamp examination [59,60].

3.4. The Role of the Number of Injections and Intervals between Them

The total number of injections and interval regimen may be considered as independent
causal factors for the pharmacological agent, as a significant correlation of SE-IOP with
the number of injections, especially if more than 20, and intervals of less than 8 weeks
has been demonstrated [10,15,16,19,30,46,51,59,61]. In studies, eyes treated with more than
20 anti-VEGF injections were found to have up to a 12% reduction in aqueous humour
outflow [46], while patients in whom the interval was increased were found to have a lower
SE-IOP score [28] and reduced need for IOP treatment [51]. The number and interval of
injections have also been associated with the risk of initiating IOP-lowering treatment for
secondary glaucoma [21] and glaucoma surgery [62]. However, no significant associations
were found in some studies [17,19,52,53].

3.5. The Role of Glaucoma, OHT and Angle Anomalies

An already compromised outflow system is thought to be a contributing factor for SE-
IOP due to the disruption of endogenous VEGF signalling involved in outflow regulation.
While a family history of glaucoma [16], compromised angles including narrow angles [20],
angle synechiae, heavy trabecular pigmentation [61] and OHT [46] are associated with
increased risk of SE-IOP, glaucoma itself appears to be an independent risk factor [17,27,32].
Studies found a significant decrease in tonographic outflow in OHT patients [17,46] and the
development of up to 50% SE-IOP after less than 10 injections in glaucoma patients [17,52].
Studies that did not find any association pointed out their inclusion of a low number of
glaucoma patients or no inclusion at all [15,16,18,19,51].

3.6. The Role of Lens Status

The relationship between lens status and the development of SE-IOP after anti-VEGF
injection appears to be complex [3]. Some studies showed no association between lens
status and SE-IOP [15,46], others suggested that phakic eyes or pseudophakic eyes may be
risk factors after capsulotomy [16,30,52,53,61], and a few studies showed a prophylactic
role of phakic lens status [18,30].

Although cataract extraction is known to lower IOP, pharmacokinetic studies of anti-
VEGF agents have shown increased diffusion into the anterior chamber and increased
clearance after lensectomy/vitrectomy [30,63–65]. In addition, disruption of the lens
capsule, anterior hyaloid or zonules allows contaminants to enter the anterior chamber,
exposing pseudophakic patients and patients undergoing laser capsulotomy to an increased
risk of developing SE-IOP [3,52]. On the other hand, the increased risk of SE-IOP and
glaucoma development in phakic patients is explained by the mechanical effect of pressure
shifting the lens–iris diaphragm anteriorly and compressing the anterior chamber volume,
leading to outflow pathway strain [30]. In pseudophakic patients, this strain can be reduced
by both faster volume equilibration and faster resolution of IOP after injection due to the
more open anterior chamber [30,45].

3.7. The Role of Steroid Treatment

Previous intravitreal steroid injection is listed among the risk factors for SE-IOP after
anti-VEGF injection, although some studies have shown no association [3]. The association
has not been studied, but it has been suggested that a common pathway is responsible [51],
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as the effect of steroids on extracellular matrix deposition in the TM, aqueous humour
dynamics and gene expression has been demonstrated [3,60]. The same effect was also
observed in patients treated with systemic and/or topical steroids who experienced a
more rapid and severe increase in intraocular pressure requiring aggressive IOP-lowering
treatment [3,60].

4. Conclusions and Management Strategies

Causal relationships regarding the development and/or progression of glaucoma
remain very difficult to study due to glaucoma’s interaction with retinal diseases [20,30]. SE-
IOP associated with anti-VEGF treatment remains the main risk factor, and its mechanical
effect seems to be more important for the pathogenesis of the disease [30,37]. However,
the effect of elevated IOP on retinal ganglion cells and RNFL damage may be exacerbated
by the ability of anti-VEGF agents to negatively affect blood flow in the retina and optic
disc [33].

The pathogenesis of SE-IOP is not clear, and there have been few studies investigating
genetic, molecular and protein alterations in the outflow pathways [3,60]. A reduction in
aqueous humour dynamics in eyes that have received a higher number of anti-VEGF injec-
tions has been confirmed [46], but further studies are needed to clarify the pathophysiology
and quantify the potential association between short- or long-term IOP elevations and the
development of secondary glaucoma or progression of pre-existing glaucoma [27,51–53].
In addition, data are limited for the newer anti-VEGF agents aflibercept, brolucizumab,
and faricimab.

Timely detection of SE-IOP appears to be important to delay the disease, but strategies
to identify patients at risk should be explored [27]. While literature data suggest that
lowering the IOP prior to treatment is beneficial in preventing IOP spikes, there is no
consensus on protocols to prevent SE-IOP, while the impact on the development or progres-
sion of glaucoma is unknown [20,26,27]. The available data recommend close monitoring
and prescription of medications to lower IOP in high-risk patients, including those with
glaucoma, angle anomalies, family history of glaucoma or OHT; patients receiving a high
number of injections or at shorter intervals; and patients with capsulotomy [3,19,39,46,57].
To prevent immediate postoperative elevation of IOP in glaucoma patients, the French
Glaucoma Society suggests the instillation of 1% apraclonidine or dorzolamide/timolol a
few hours before anti-VEGF injection [66], while prophylactic administration of acetazo-
lamide 60–90 min before intravitreal ranibizumab injection showed a statistically significant
but modest reduction in IOP after 30 min [67]. Currently, predicting the likelihood of a
complication in the other eye is uncertain [53], and monitoring pRNFL thickness is not
a standard procedure, although it seems reasonable to consider in eyes at risk of glau-
coma [20,27]. Switching patients to a “pro re nata” regimen, using longer-acting agents and
avoiding syringes that risk leaving particles [3,20,28,30,35,51,54,57] have been suggested
as ways to avoid SE-IOP. However, it is believed that treatment with a lower frequency
and higher potency is beneficial if the effect is actually related to the injection event rather
than pharmacological blockade [23]. Iridotomy may be an effective preventive measure
in hypermetropic eyes [30], and considerations are recommended when performing cap-
sulotomy in patients on anti-VEGF treatment [52]. Some studies recommend modifying
the injection technique [3]. Treatment of SE-IOP is required and can be performed with
topical or systemic IOP-lowering drugs, laser treatment or, rarely, filtration surgery [51,57].
It is thought that better control can be achieved with NO donors as they directly target the
pathophysiological decrease in NO [33]. Therefore, pharmacological neuroprotection by
NOS-2 inhibition, such as the use of aminoguanidine or blocking NOS-2 induction and
gene expression, may be a promising approach for the treatment of patients with glaucoma.
By protecting the axons at the level of the ONH from neurodegeneration caused by chronic,
moderately elevated IOP, NOS-2 inhibition has the potential to prevent the loss of retinal
ganglion cells [34,35].
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In some cases, IOP levels can be stabilised after switching to a “pro re nata” regimen,
suggesting that a longer interval may allow for the elimination of the drug from the
eye [51,57].

Further research is required to comprehensively understand and quantify the risk of
developing or progressing to glaucoma associated with anti-VEGF treatment. Although
a few studies have investigated the relationship between anti-VEGF treatment and the
development or progression of glaucoma using visual field analysis, pRNFL thickness
measurements and optic nerve analysis, the data available to date are inconclusive [21,27,62].

Author Contributions: Conceptualisation, Q.D. and B.C.; methodology, Q.D. and N.Š.; formal
analysis, N.Š.; investigation, T.S. and M.A.V.; resources, N.Š., T.S. and M.A.V.; data curation, N.Š., T.S.
and M.A.V.; writing—original draft preparation, Q.D. and N.Š.; writing—review and editing, B.C.,
M.K. and B.N.; visualisation, N.Š.; supervision, M.K. and B.C.; project administration, B.C.; funding
acquisition, B.C. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Ethical review and approval were waived for this study due
to the informed consent obtained from all patients undergoing anti-VEGF treatment who agreed that
data on their treatment could be further analysed, used, and published in an anonymised form.

Informed Consent Statement: Written informed consent was obtained from the patient(s) to publish
this paper.

Data Availability Statement: Not applicable.

Conflicts of Interest: M.K. is a consultant and speaker for Abbvie, Santen and Thea. M.K. receives
research support from Thea. B.C. is a consultant and speaker for Thea. The other authors declare no
conflicts of interest.

References
1. Witmer, A.N.; Vrensen, G.F.; Van Noorden, C.J.; Schlingemann, R.O. Vascular endothelial growth factors and angiogenesis in eye

disease. Prog. Retin. Eye Res. 2003, 22, 1–29. [CrossRef] [PubMed]
2. Farhood, Q.K.; Twfeeq, S.M. Short-term intraocular pressure changes after intravitreal injection of bevacizumab in diabetic

retinopathy patients. Clin. Ophthalmol. 2014, 8, 599–604. [CrossRef] [PubMed]
3. Dedania, V.S.; Bakri, S.J. Sustained Elevation of Intraocular Pressure after Intravitreal Anti-Vegf Agents. Retina 2015, 35, 841–858.

[CrossRef] [PubMed]
4. Solomon, S.D.; Lindsley, K.; Vedula, S.S.; Krzystolik, M.G.; Hawkins, B.S. Anti-vascular endothelial growth factor for neovascular

age-related macular degeneration. Cochrane Database Syst. Rev. 2019, 2019, CD005139. [CrossRef]
5. Shirley, M. Faricimab: First Approval. Drugs 2022, 82, 825–830. [CrossRef]
6. Ricci, F.; Bandello, F.; Navarra, P.; Staurenghi, G.; Stumpp, M.; Zarbin, M. Neovascular Age-Related Macular Degeneration:

Therapeutic Management and New-Upcoming Approaches. Int. J. Mol. Sci. 2020, 21, 8242. [CrossRef]
7. Rao, P.; Lum, F.; Wood, K.; Salman, C.; Burugapalli, B.; Hall, R.; Singh, S.; Parke, D.W., 2nd; Williams, G.A. Real-World Vision

in Age-Related Macular Degeneration Patients Treated with Single Anti–VEGF Drug Type for 1 Year in the IRIS Registry.
Ophthalmology 2018, 125, 522–528. [CrossRef]

8. Broadhead, G.K.; Hong, T.; Chang, A.A. Treating the untreatable patient: Current options for the management of treatment-
resistant neovascular age-related macular degeneration. Acta Ophthalmol. 2014, 92, 713–723. [CrossRef]

9. Sun, X.; Yang, S.; Zhao, J. Resistance to anti-VEGF therapy in neovascular age-related macular degeneration: A comprehensive
review. Drug Des. Dev. Ther. 2016, 10, 1857–1867. [CrossRef]

10. Kampougeris, G.; Spyropoulos, D.; Mitropoulou, A. Intraocular Pressure rise after Anti-VEGF Treatment: Prevalence, Possible
Mechanisms and Correlations. J. Curr. Glaucoma Pract. 2013, 7, 19–24. [CrossRef]

11. Fogli, S.; Del Re, M.; Rofi, E.; Posarelli, C.; Figus, M.; Danesi, R. Clinical pharmacology of intravitreal anti-VEGF drugs. Eye 2018,
32, 1010–1020. [CrossRef]

12. Hanna, R.M.; Barsoum, M.; Arman, F.; Selamet, U.; Hasnain, H.; Kurtz, I. Nephrotoxicity induced by intravitreal vascular
endothelial growth factor inhibitors: Emerging evidence. Kidney Int. 2019, 96, 572–580. [CrossRef] [PubMed]

13. Hollands, H.; Wong, J.; Bruen, R.; Campbell, R.J.; Sharma, S.; Gale, J. Short-term intraocular pressure changes after intravitreal
injection of bevacizumab. Can. J. Ophthalmol. 2007, 42, 807–811. [CrossRef] [PubMed]

14. Bakri, S.J.; Moshfeghi, D.M.; Francom, S.; Rundle, A.C.; Reshef, D.S.; Lee, P.P.; Schaeffer, C.; Rubio, R.G.; Lai, P. Intraocular
Pressure in Eyes Receiving Monthly Ranibizumab in 2 Pivotal Age-Related Macular Degeneration Clinical Trials. Ophthalmology
2014, 121, 1102–1108. [CrossRef]

https://doi.org/10.1016/S1350-9462(02)00043-5
https://www.ncbi.nlm.nih.gov/pubmed/12597922
https://doi.org/10.2147/OPTH.S58413
https://www.ncbi.nlm.nih.gov/pubmed/24707164
https://doi.org/10.1097/IAE.0000000000000520
https://www.ncbi.nlm.nih.gov/pubmed/25905784
https://doi.org/10.1002/14651858.cd005139.pub4
https://doi.org/10.1007/s40265-022-01713-3
https://doi.org/10.3390/ijms21218242
https://doi.org/10.1016/j.ophtha.2017.10.010
https://doi.org/10.1111/aos.12463
https://doi.org/10.2147/DDDT.S97653
https://doi.org/10.5005/jp-journals-10008-1132
https://doi.org/10.1038/s41433-018-0021-7
https://doi.org/10.1016/j.kint.2019.02.042
https://www.ncbi.nlm.nih.gov/pubmed/31229276
https://doi.org/10.3129/i07-172
https://www.ncbi.nlm.nih.gov/pubmed/18026202
https://doi.org/10.1016/j.ophtha.2013.11.029


J. Clin. Med. 2023, 12, 4674 8 of 10

15. Hoang, Q.V.; Mendonca, L.S.; Della Torre, K.E.; Jung, J.J.; Tsuang, A.J.; Freund, K.B. Effect on Intraocular Pressure in Patients
Receiving Unilateral Intravitreal Anti-Vascular Endothelial Growth Factor Injections. Ophthalmology 2012, 119, 321–326. [CrossRef]
[PubMed]

16. Hoang, Q.V.; Tsuang, A.J.; Gelman, R.; Mendonca, L.S.; Della Torre, K.E.; Jung, J.J.; Freund, K.B. Clinical predictors of sustained
intraocular pressure elevation due to intravitreal anti–vascular endothelial growth factor therapy. Retina 2013, 33, 179–187.
[CrossRef]

17. Good, T.J.; Kimura, A.E.; Mandava, N.; Kahook, M.Y. Sustained elevation of intraocular pressure after intravitreal injections of
anti-VEGF agents. Br. J. Ophthalmol. 2010, 95, 1111–1114. [CrossRef]

18. Adelman, R.A.; Zheng, Q.; Mayer, H.R.; Ricca, A.M.; Morshedi, R.G.; Wirostko, B.M.; Hall, L.B.; Zebardast, N.; Huang, J.J.; Tao, Y.;
et al. Persistent Ocular Hypertension Following Intravitreal Bevacizumab and Ranibizumab Injections. J. Ocul. Pharmacol. Ther.
2010, 26, 105–110. [CrossRef]

19. Mathalone, N.; Arodi-Golan, A.; Sar, S.; Wolfson, Y.; Shalem, M.; Lavi, I.; Geyer, O. Sustained elevation of intraocular pressure
after intravitreal injections of bevacizumab in eyes with neovascular age-related macular degeneration. Graefe’s Arch. Clin. Exp.
Ophthalmol. 2012, 250, 1435–1440. [CrossRef]

20. Levin, A.M.; Chaya, C.J.; Kahook, M.Y.; Wirostko, B.M. Intraocular Pressure Elevation Following Intravitreal Anti-VEGF Injections:
Short- and Long-term Considerations. Eur. J. Gastroenterol. Hepatol. 2021, 30, 1019–1026. [CrossRef]

21. Cui, Q.N.; Gray, I.N.; Yu, Y.; VanderBeek, B.L. Repeated intravitreal injections of antivascular endothelial growth factors and risk
of intraocular pressure medication use. Graefe’s Arch. Clin. Exp. Ophthalmol. 2019, 257, 1931–1939. [CrossRef] [PubMed]

22. Flaxman, S.R.; Bourne, R.R.A.; Resnikoff, S.; Ackland, P.; Braithwaite, T.; Cicinelli, M.V.; Das, A.; Jonas, J.B.; Keeffe, J.; Kempen,
J.H.; et al. Global causes of blindness and distance vision impairment 1990–2020: A systematic review and meta-analysis. Lancet
Glob. Health 2017, 5, e1221–e1234. [CrossRef] [PubMed]

23. Tham, Y.-C.; Li, X.; Wong, T.Y.; Quigley, H.A.; Aung, T.; Cheng, C.-Y. Global Prevalence of Glaucoma and Projections of Glaucoma
Burden through 2040: A systematic review and meta-analysis. Ophthalmology 2014, 121, 2081–2090. [CrossRef]

24. Daka, Q.M.; Mustafa, R.; Neziri, B.M.; Virgili, G.M.; Azuara-Blanco, A.M. Home-Based Perimetry for Glaucoma: Where Are We
Now? Eur. J. Gastroenterol. Hepatol. 2022, 31, 361–374. [CrossRef] [PubMed]

25. Wong, W.L.; Su, X.; Li, X.; Cheung, C.M.G.; Klein, R.; Cheng, C.Y.; Wong, T.Y. Global prevalence of age-related macular
degeneration and disease burden projection for 2020 and 2040: A systematic review and meta-analysis. Lancet Glob. Health 2014,
2, e106–e116. [CrossRef]

26. Nanji, K.; Sarohia, G.S.; Kennedy, K.; Ceyhan, T.; McKechnie, T.; Phillips, M.; Devji, T.; Thabane, L.; Kaiser, P.; Sarraf, D.; et al.
The 12- and 24-Month Effects of Intravitreal Ranibizumab, Aflibercept, and Bevacizumab on Intraocular Pressure: A Network
Meta-Analysis. Ophthalmology 2021, 129, 498–508. [CrossRef] [PubMed]

27. Hoguet, A.; Chen, P.P.; Junk, A.K.; Mruthyunjaya, P.; Nouri-Mahdavi, K.; Radhakrishnan, S.; Takusagawa, H.L.; Chen, T.C. The
Effect of Anti-Vascular Endothelial Growth Factor Agents on Intraocular Pressure and Glaucoma: A Report by the American
Academy of Ophthalmology. Ophthalmology 2018, 126, 611–622. [CrossRef]

28. Wehrli, S.J.; Tawse, K.; Levin, M.H.; Zaidi, A.; Pistilli, M.M.; Brucker, A.J. A lack of delayed intraocular pressure elevation in
patients treated with intravitreal injection of bevacizumab and ranibizumab. Retina 2012, 32, 1295–1301. [CrossRef]

29. Kim, D.; Nam, W.H.; Kim, H.K.; Yi, K. Does Intravitreal Injections of Bevacizumab for Age-related Macular Degeneration Affect
Long-term Intraocular Pressure? Eur. J. Gastroenterol. Hepatol. 2014, 23, 446–448. [CrossRef]

30. Wingard, J.B.; AP Delzell, D.; Houlihan, N.; Lin, J.; Gieser, J.P. Incidence of Glaucoma or Ocular Hypertension After Repeated
Anti-Vascular Endothelial Growth Factor Injections for Macular Degeneration. Clin. Ophthalmol. 2019, 13, 2563–2572. [CrossRef]

31. Rusu, I.M.; Deobhakta, A.; Yoon, D.B.; Lee, M.B.; Slakter, J.S.; Klancnik, J.M.; Thompson, D.; Freund, K.B. Intraocular pressure
in patients with neovascular age-related macular degeneration switched to aflibercept injection after previous anti-vascular
endothelial growth factor treatments. Retina 2014, 34, 2161–2166. [CrossRef]

32. Zhou, Y.; Zhou, M.; Xia, S.; Jing, Q.; Gao, L. Sustained Elevation of Intraocular Pressure Associated with Intravitreal Administration
of Anti-vascular Endothelial Growth Factor: A Systematic Review and Meta-Analysis. Sci. Rep. 2016, 6, 39301. [CrossRef]

33. Ricca, A.M.; Morshedi, R.G.; Wirostko, B.M. High Intraocular Pressure Following Anti-Vascular Endothelial Growth Factor
Therapy: Proposed Pathophysiology due to Altered Nitric Oxide Metabolism. J. Ocul. Pharmacol. Ther. 2015, 31, 2–10. [CrossRef]
[PubMed]

34. Neufeld, A.H.; Sawada, A.; Becker, B. Inhibition of nitric-oxide synthase 2 by aminoguanidine provides neuroprotection of retinal
ganglion cells in a rat model of chronic glaucoma. Proc. Natl. Acad. Sci. USA 1999, 96, 9944–9948. [CrossRef] [PubMed]

35. Shareef, S.; Sawada, A.; Neufeld, A.H. Isoforms of nitric oxide synthase in the optic nerves of rat eyes with chronic moderately
elevated intraocular pressure. Investig. Opthalmology Vis. Sci. 1999, 40, 2884–2891.

36. Husain, S.; Abdul, Y.; Singh, S.; Ahmad, A.; Husain, M. Regulation of Nitric Oxide Production by δ-Opioid Receptors during
Glaucomatous Injury. PLoS ONE 2014, 9, e110397. [CrossRef]

37. Morshedi, R.G.; Ricca, A.M.; Wirostko, B.M. Ocular Hypertension Following Intravitreal Antivascular Endothelial Growth Factor
Therapy: Review of the Literature and Possible Role of Nitric Oxide. Eur. J. Gastroenterol. Hepatol. 2016, 25, 291–300. [CrossRef]

38. Cavet, M.E.; Vittitow, J.L.; Impagnatiello, F.; Ongini, E.; Bastia, E. Nitric Oxide (NO): An Emerging Target for the Treatment of
Glaucoma. Investig. Opthalmology Vis. Sci. 2014, 55, 5005–5015. [CrossRef]

https://doi.org/10.1016/j.ophtha.2011.08.011
https://www.ncbi.nlm.nih.gov/pubmed/22054994
https://doi.org/10.1097/IAE.0b013e318261a6f7
https://doi.org/10.1136/bjo.2010.180729
https://doi.org/10.1089/jop.2009.0076
https://doi.org/10.1007/s00417-012-1981-0
https://doi.org/10.1097/IJG.0000000000001894
https://doi.org/10.1007/s00417-019-04362-7
https://www.ncbi.nlm.nih.gov/pubmed/31152311
https://doi.org/10.1016/S2214-109X(17)30393-5
https://www.ncbi.nlm.nih.gov/pubmed/29032195
https://doi.org/10.1016/j.ophtha.2014.05.013
https://doi.org/10.1097/IJG.0000000000002022
https://www.ncbi.nlm.nih.gov/pubmed/35394454
https://doi.org/10.1016/S2214-109X(13)70145-1
https://doi.org/10.1016/j.ophtha.2021.11.024
https://www.ncbi.nlm.nih.gov/pubmed/34871637
https://doi.org/10.1016/j.ophtha.2018.11.019
https://doi.org/10.1097/IAE.0b013e31823f0c95
https://doi.org/10.1097/IJG.0b013e3182946505
https://doi.org/10.2147/OPTH.S232548
https://doi.org/10.1097/IAE.0000000000000264
https://doi.org/10.1038/srep39301
https://doi.org/10.1089/jop.2014.0062
https://www.ncbi.nlm.nih.gov/pubmed/25369256
https://doi.org/10.1073/pnas.96.17.9944
https://www.ncbi.nlm.nih.gov/pubmed/10449799
https://doi.org/10.1371/journal.pone.0110397
https://doi.org/10.1097/IJG.0000000000000173
https://doi.org/10.1167/iovs.14-14515


J. Clin. Med. 2023, 12, 4674 9 of 10

39. de Vries, V.A.; Bassil, F.L.; Ramdas, W.D. The effects of intravitreal injections on intraocular pressure and retinal nerve fiber layer:
A systematic review and meta-analysis. Sci. Rep. 2020, 10, 13248. [CrossRef]

40. Parlak, M.; Oner, F.H.; Saatci, A.O. The long-term effect of intravitreal ranibizumab on retinal nerve fiber layer thickness in
exudative age-related macular degeneration. Int. Ophthalmol. 2014, 35, 473–480. [CrossRef]

41. Jo, Y.-J.; Kim, W.-J.; Shin, I.-H.; Kim, J.-Y. Longitudinal Changes in Retinal Nerve Fiber Layer Thickness after Intravitreal
Anti-vascular Endothelial Growth Factor Therapy. Korean J. Ophthalmol. 2016, 30, 114–120. [CrossRef] [PubMed]

42. Entezari, M.; Ramezani, A.; Yaseri, M. Changes in retinal nerve fiber layer thickness after two intravitreal bevacizumab injections
for wet type age-related macular degeneration. J. Ophthalmic Vis. Res. 2014, 9, 449–452. [CrossRef] [PubMed]

43. Martinez-De-La-Casa, J.M.; Ruiz-Calvo, A.; Saenz-Frances, F.; Reche-Frutos, J.; Calvo-Gonzalez, C.; Donate-Lopez, J.; Garcia-
Feijoo, J. Retinal Nerve Fiber Layer Thickness Changes in Patients with Age-Related Macular Degeneration Treated with
Intravitreal Ranibizumab. Investig. Opthalmology Vis. Sci. 2012, 53, 6214–6218. [CrossRef]

44. Valverde-Megías, A.; Ruiz-Calvo, A.; Murciano-Cespedosa, A.; Hernández-Ruiz, S.; Martínez-De-La-Casa, J.M.; García-Feijoo,
J. Long-term effect of intravitreal ranibizumab therapy on retinal nerve fiber layer in eyes with exudative age-related macular
degeneration. Graefe's Arch. Clin. Exp. Ophthalmol. 2019, 257, 1459–1466. [CrossRef]

45. Swaminathan, S.S.; Kunkler, A.L.; Quan, A.V.; Medert, C.M.; Vanner, E.A.; Feuer, W.; Chang, T.C. Rates of RNFL Thinning
in Patients with Suspected or Confirmed Glaucoma Receiving Unilateral Intravitreal Injections for Exudative AMD. Am. J.
Ophthalmol. 2021, 226, 206–216. [CrossRef]

46. Wen, J.C.; Reina-Torres, E.; Sherwood, J.M.; Challa, P.; Liu, K.C.; Li, G.; Chang, J.Y.H.; Cousins, S.W.; Schuman, S.G.; Mettu, P.S.;
et al. Intravitreal Anti-VEGF Injections Reduce Aqueous Outflow Facility in Patients with Neovascular Age-Related Macular
Degeneration. Investig. Opthalmology Vis. Sci. 2017, 58, 1893–1898. [CrossRef]

47. Dimtsas, G.S.; Tsiogka, A.; Moschos, M.M. VEGF levels in the aqueous humor of patients with primary open angle glaucoma:
A systematic review and a meta-analysis. Eur. J. Ophthalmol. 2023, 11206721231168146. [CrossRef]

48. Barash, A.; Chui, T.Y.P.; Garcia, P.; Rosen, R.B. Acute macular and peripapillary angiographic changes with intravitreal injections.
Retina 2020, 40, 648–656. [CrossRef] [PubMed]

49. Sniegowski, M. Sustained Intraocular Pressure Elevation After Intravitreal Injection of Bevacizumab and Ranibizumab Associated
with Trabeculitis. Open Ophthalmol. J. 2010, 4, 28–29. [CrossRef]

50. Liu, L.; Ammar, D.A.; Ross, L.A.; Mandava, N.; Kahook, M.Y.; Carpenter, J.F. Silicone Oil Microdroplets and Protein Aggregates
in Repackaged Bevacizumab and Ranibizumab: Effects of Long-term Storage and Product Mishandling. Investig. Opthalmol. Vis.
Sci. 2011, 52, 1023–1034. [CrossRef]

51. Tseng, J.J.; Vance, S.K.; Della Torre, K.E.; Mendonca, L.S.; Cooney, M.J.; Klancnik, J.M.; Sorenson, J.A.; Freund, K.B. Sustained
Increased Intraocular Pressure Related to Intravitreal Antivascular Endothelial Growth Factor Therapy for Neovascular Age-
related Macular Degeneration. Eur. J. Gastroenterol. Hepatol. 2012, 21, 241–247. [CrossRef] [PubMed]

52. Sternfeld, A.; Ehrlich, R.; Weinberger, D.; Dotan, A. Effect of different lens status on intraocular pressure elevation in patients
treated with anti-vascular endothelial growth factor injections. Int. J. Ophthalmol. 2020, 13, 79–84. [CrossRef]

53. Choi, D.Y.B.; Ortube, M.C.; A Mccannel, C.; Sarraf, D.; Hubschman, J.-P.; Mccannel, T.A.; Gorin, M.B. Sustained elevated
intraocular pressures after intravitreal injection of bevacizumab, ranibizumab, and pegaptanib. Retina 2011, 31, 1028–1035.
[CrossRef]

54. Freund, K.B.; Hoang, Q.V.; Saroj, N.; Thompson, D. Intraocular Pressure in Patients with Neovascular Age-Related Macular
Degeneration Receiving Intravitreal Aflibercept or Ranibizumab. Ophthalmology 2015, 122, 1802–1810. [CrossRef]

55. Kahook, M.Y.; Liu, L.; Ruzycki, P.B.; Mandava, N.; Carpenter, J.F.; Petrash, J.M.; Ammar, D.A. High-molecular-weight aggregates
in repackaged bevacizumab. Retina 2010, 30, 887–892. [CrossRef] [PubMed]

56. Georgopoulos, M.; Polak, K.; Prager, F.; Prunte, C.; Schmidt-Erfurth, U. Characteristics of severe intraocular inflammation
following intravitreal injection of bevacizumab (Avastin). Br. J. Ophthalmol. 2008, 93, 457–462. [CrossRef]

57. Leleu, I.; Penaud, B.; Blumen-Ohana, E.; Rodallec, T.; Adam, R.; Laplace, O.; Akesbi, J.; Nordmann, J.-P. Late and sustained
intraocular pressure elevation related to intravitreal anti-VEGF injections: Cases requiring filtering surgery (French translation of
the article). J. Fr. Ophtalmol. 2018, 41, 789–801. [CrossRef]

58. Kahook, M.Y.; Kimura, A.E.; Wong, L.J.; Ammar, D.A.; Maycotte, M.A.; Mandava, N. Sustained Elevation in Intraocular Pressure
Associated with Intravitreal Bevacizumab Injections. Ophthalmic Surg. Lasers Imaging Retin. 2009, 40, 293–295. [CrossRef]
[PubMed]

59. Menke, M.N.; Salam, A.; Framme, C.; Wolf, S. Long-Term Intraocular Pressure Changes in Patients with Neovascular Age-Related
Macular Degeneration Treated with Ranibizumab. Ophthalmologica 2013, 229, 168–172. [CrossRef]

60. Bakri, S.J.; McCannel, C.A.; Edwards, A.O.; Moshfeghi, D.M. Persisent ocular hypertension following intravitreal ranibizumab.
Graefe’s Arch. Clin. Exp. Ophthalmol. 2008, 246, 955–958. [CrossRef] [PubMed]

61. Pershing, S.; Bakri, S.J.; Moshfeghi, D.M. Ocular Hypertension and Intraocular Pressure Asymmetry After Intravitreal Injection of
Anti–Vascular Endothelial Growth Factor Agents. Ophthalmic Surg. Lasers Imaging Retin. 2013, 44, 460–464. [CrossRef] [PubMed]

62. Eadie, B.D.; Etminan, M.; Carleton, B.; Maberley, D.A.; Mikelberg, F.S. Association of Repeated Intravitreous Bevacizumab
Injections with Risk for Glaucoma Surgery. JAMA Ophthalmol 2017, 135, 363–368. [CrossRef] [PubMed]

https://doi.org/10.1038/s41598-020-70269-7
https://doi.org/10.1007/s10792-014-9972-2
https://doi.org/10.3341/kjo.2016.30.2.114
https://www.ncbi.nlm.nih.gov/pubmed/27051259
https://doi.org/10.4103/2008-322X.150815
https://www.ncbi.nlm.nih.gov/pubmed/25709770
https://doi.org/10.1167/iovs.12-9875
https://doi.org/10.1007/s00417-019-04325-y
https://doi.org/10.1016/j.ajo.2020.12.016
https://doi.org/10.1167/iovs.16-20786
https://doi.org/10.1177/11206721231168146
https://doi.org/10.1097/IAE.0000000000002433
https://www.ncbi.nlm.nih.gov/pubmed/30762649
https://doi.org/10.2174/1874364101004010028
https://doi.org/10.1167/iovs.10-6431
https://doi.org/10.1097/IJG.0b013e31820d7d19
https://www.ncbi.nlm.nih.gov/pubmed/21423038
https://doi.org/10.18240/ijo.2020.01.12
https://doi.org/10.1097/IAE.0b013e318217ffde
https://doi.org/10.1016/j.ophtha.2015.04.018
https://doi.org/10.1097/IAE.0b013e3181d50cea
https://www.ncbi.nlm.nih.gov/pubmed/20458261
https://doi.org/10.1136/bjo.2008.138479
https://doi.org/10.1016/j.jfo.2018.03.014
https://doi.org/10.3928/15428877-20090430-12
https://www.ncbi.nlm.nih.gov/pubmed/19485295
https://doi.org/10.1159/000346397
https://doi.org/10.1007/s00417-008-0819-2
https://www.ncbi.nlm.nih.gov/pubmed/18425523
https://doi.org/10.3928/23258160-20130909-07
https://www.ncbi.nlm.nih.gov/pubmed/24044708
https://doi.org/10.1001/jamaophthalmol.2017.0059
https://www.ncbi.nlm.nih.gov/pubmed/28301639


J. Clin. Med. 2023, 12, 4674 10 of 10

63. Niwa, Y.; Kakinoki, M.; Sawada, T.; Wang, X.; Ohji, M. Ranibizumab and Aflibercept: Intraocular Pharmacokinetics and Their
Effects on Aqueous VEGF Level in Vitrectomized and Nonvitrectomized Macaque Eyes. Investig. Opthalmology Vis. Sci. 2015, 56,
6501–6505. [CrossRef]

64. Edington, M.; Connolly, J.; Chong, N.V. Pharmacokinetics of intravitreal anti-VEGF drugs in vitrectomized versus non-
vitrectomized eyes. Expert Opin. Drug Metab. Toxicol. 2017, 13, 1217–1224. [CrossRef] [PubMed]

65. Christoforidis, J.B.; Williams, M.M.M.; Wang, J.B.; Jiang, A.; Pratt, C.D.; Abdel-Rasoul, M.; Hinkle, G.H.R.; Knopp, M.V. Anatomic
and pharmacokinetic properties of intravitreal bevacizumab and ranibizumab after vitrectomy and lensectomy. Retina 2013, 33,
946–952. [CrossRef]

66. Poli, M.; Denis, P.; Dot, C.; Nordmann, J.-P. Ocular hypertension after intravitreal injection: Screening and management. J. Fr.
Ophtalmol. 2017, 40, e77–e82. [CrossRef]

67. Murray, C.D.; Wood, D.; Allgar, V.; Walters, G.; Gale, R.P. Short-term intraocular pressure trends following intravitreal ranibizumab
injections for neovascular age-related macular degeneration—The role of oral acetazolamide in protecting glaucoma patients. Eye
2014, 28, 1218–1222. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1167/iovs.15-17279
https://doi.org/10.1080/17425255.2017.1404987
https://www.ncbi.nlm.nih.gov/pubmed/29134820
https://doi.org/10.1097/IAE.0b013e3182753b12
https://doi.org/10.1016/j.jfo.2017.01.003
https://doi.org/10.1038/eye.2014.180

	Introduction 
	Methods 
	Literature Review 
	The Theory of Nitric Oxide 
	Mechanical Effect of Elevated Intraocular Pressure 
	The Role of Anti-VEGF Agents 
	Pharmacological Blockade 
	Contamination 
	Inflammation 

	The Role of the Number of Injections and Intervals between Them 
	The Role of Glaucoma, OHT and Angle Anomalies 
	The Role of Lens Status 
	The Role of Steroid Treatment 

	Conclusions and Management Strategies 
	References

