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Abstract: This study aims to report the disparity between the ideal and actual quantities of eye-
drops prescribed to individual glaucoma patients. This retrospective observational study included
676 patients receiving treatment with antiglaucoma topical medication(s) in at least one eye. These
patients had follow-up appointments scheduled at mean intervals of 3.4 ± 1.4 months and were
actively using antiglaucoma medication. The mean age was 70.4 ± 11.9 years, with 372 (55%) being
male. The over-prescription volume was 1.4 ± 1.7 bottles per month for each medication when
prescribed for both eyes. Multiple regression analysis revealed that older age (p = 0.03), hyperopic
refractive error (p < 0.0001), and the use of multiple medications (p = 0.03) were associated with a
larger over-prescription volume, while the use of unit-dose medication only (p < 0.0001) was associ-
ated with a smaller over-prescription volume. Factors such as sex, Mini-Cog cognitive function score,
best-corrected visual acuity, intraocular pressure, glaucoma type, and a history of cataract surgery
were not significantly associated. This study revealed a significant over-prescription of eyedrops
for glaucoma patients, with actual prescriptions often exceeding the theoretically ideal amount by
2.4 times, influenced by factors like age and the format of prescriptions, where unit-dose eyedrops
show promise in reducing excess.

Keywords: glaucoma medication; medication adherence; over-prescription; older age; hyperopia;
polypharmacy; unit-dose medication

1. Introduction

Glaucoma is a group of ophthalmic neurodegenerative diseases in which the optic
nerve is damaged, resulting in visual field constriction and vision loss [1]. Glaucoma
affects 76 million people worldwide and is expected to increase to 95 million by 2030 due
to an aging population and increased diagnostic opportunities [2]. Elevated intraocular
pressure (IOP) is a major risk factor for glaucoma. The only evidence-proven treatment for
glaucoma is to lower IOP through medication, laser, or incisional surgery [3,4], although
the medication applied topically is the mainstay of the treatment option in the majority of
glaucoma patients [5]. Oral medications are frequently used in fields other than ophthal-
mology. They are dispensed in single-use formulations, making it easier for both patients
and physicians to manage the number of medications. In contrast, by convention, glaucoma
topical medications are prescribed in bottles with the amount of drug used over a certain
period of time, resulting in variations in drug usage among patients. The skillful use of
glaucoma eyedrops varies among patients and is not easy to predict [6–8].

The cost of glaucoma medication therapy is the highest among all ophthalmic medica-
tion therapies [9,10]. In the USA, through Medicare Part D in 2013, the total cost attributed
to glaucoma medications accounted for 54% of the total medication cost and 72% of the
total volume [9]. In a retrospective, longitudinal cohort study conducted from 2015 through
2016 in the USA, glaucoma medications comprised 42.7% of all ophthalmic medication
expenditures, followed by dry eye medications at 29.5% [10]. In Japan, among the 100
most frequently prescribed ophthalmology medications in 2019, 32 were glaucoma med-
ications [3]. In England, by analyzing prescribing cost data held by the NHS Business
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Authority from 2000 to 2012, the number of glaucoma medication prescriptions dispensed
increased by 67% in 2012 compared to 2000, with medication costs increasing by 88% over
the same period [11]. The cost of glaucoma treatment is a significant component of visual
impairment-related costs, with medication costs contributing substantially [12]. Therefore,
understanding the actual amount of glaucoma drugs prescribed and controlling prescrip-
tions, especially if they are being over-prescribed, is a crucial concern from the perspective
of healthcare economics. In addition, prescription requirements may be influenced by
insurance plans, income, and co-payments in individual cases, which in turn may affect
treatment adherence.

In the literature, there are limited data available regarding the extent to which drug
prescriptions exceed the ‘ideal amount’ on an individual basis. This study aims to examine
the actual quantity of drugs prescribed for individual glaucoma cases and to elucidate
the variance from the standard prescribed quantity. Furthermore, we conducted statistical
analyses to identify factors associated with the disparities between these quantities.

2. Subjects and Methods
2.1. Study Design and Subjects

This retrospective study was conducted in accordance with the principles outlined in
the Declaration of Helsinki and the Ethical Guidelines for Medical and Health Research
Involving Human Subjects in Japan. The Institutional Review Board (IRB) of Shimane Uni-
versity Hospital meticulously reviewed and granted approval for this research (Approval
No. 20220616-1, issued on 21 July 2022). The IRB approval did not necessitate written
informed consent from each patient for publication. Instead, the study protocol was made
available at the study institutions, allowing participants to opt out if they wished to do
so. Subjects were recruited consecutively at the Department of Ophthalmology, Shimane
University Hospital, spanning from April 2020 to March 2022. All subjects who met the
inclusion criteria were enrolled in the study. These criteria encompassed patients receiving
treatment with antiglaucoma topical medication(s) in at least one eye, patients having
scheduled follow-up appointments with intervals of at least 2 weeks, and patients with
recorded cognitive function scores determined using the Mini-Cog assessment.

2.2. Measurements

The following data were collected through a comprehensive review of the subjects’
medical charts: each subject’s age, sex, cognitive function, best-corrected visual acuity
(BCVA) obtained using a decimal chart, spherical equivalent refractive error (SERE), in-
traocular pressure (IOP), glaucoma type, history of cataract surgery, number of glaucoma
medication bottles used, use of unit-dose (single-use) medications, duration until the next
visit, and volume of prescribed medication. Cognitive function was estimated using the
Mini-Cog test, with a scale ranging from 0 (poor) to 5 (good); a score of 2 or worse was
considered indicative of possible cognitive impairment [13]. Our institution routinely
administers cognitive function tests to glaucoma clinic patients. The decimal BCVA was
converted into the logarithm of the minimum angle of resolution (LogMAR). Respective
counting fingers, hand motions, light perception, and no light perception values were
considered as the decimal visual acuities of 0.0025, 0.002, 0.0016, and 0.0013 [14]. SERE
was measured via autorefractometry (TonoRef III, Nidek, Gamagori, Japan), and IOP was
measured via Goldmann applanation tonometry.

2.3. Calculation of Over-Prescription Volume

The actual prescription volume per month was determined by dividing the prescribed
volume (in bottles) by the duration until the next visit (in months). The prescribed volume
was the value recorded in the medical record. The standard prescription volume was
defined as 1 bottle per month for both eyes, which equates to 0.5 bottle for a single eye. For
unit-dose medications, 30 units were considered equivalent to 1 bottle for once-per-day
regimen medications (e.g., Tapros Mini Ophthalmic Solution, Santen Osaka, Japan, and
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Eybelis Mini Ophthalmic Solution, Santen). Similarly, 60 units were considered equivalent
to 1 bottle for twice-per-day regimen medications (e.g., Cosopt Mini Ophthalmic Solution,
Santen). The over-prescription volume was calculated by subtracting the standard prescrip-
tion volume from the actual prescription volume. A positive value for the over-prescription
indicated overprescribing. To standardize the value for both eyes, the over-prescription
volume of medications prescribed for a single eye was multiplied by 2. For patients using
multiple medications, the calculation was performed for each medication, and the mean
value was calculated for each patient. Consequently, the obtained over-prescription volume
was standardized among subjects per month, per both eyes, and per each medication.

2.4. Statistical Analysis

The data were presented as mean ± standard deviation (SD) with 95% confidence
interval (CI) ranges for continuous parameters, and in numbers and percentages for cat-
egorical parameters. For continuous parameters, the potential association with the over-
prescription volume was evaluated through linear regression analysis with Pearson’s
correlation coefficient. For categorical parameters, groups were compared concerning the
over-prescription volume using unpaired t-tests. Additionally, potential associations with
the over-prescription volume and various parameters, including age, sex, Mini-Cog score,
BCVA, SERE, IOP, glaucoma type, cataract surgery, number of medication use, and exclusive
use of unit medication, were explored through multiple regression analysis. All statistical
analyses were conducted using JMP Pro statistical software version 16.1.0 (SAS Institute,
Inc., Cary, NC, USA). A p-value of less than 0.05 was considered statistically significant.

3. Results

Demographic data for the subjects are presented in Table 1. The mean age of all
676 subjects was 70.4 ± 11.9 years, with 372 (55%) being male and 304 (45%) being female.
Cognitive function, as assessed via the Mini-Cog test, indicated that 53 subjects (7.8%) had
cognitive function impairment, defined by a Mini-Cog score of ≤2. Half of the subjects had
primary open-angle glaucoma (PG, 52.6%), while approximately one-fourth had exfoliation
glaucoma (EG, 23.8%) and other types of glaucoma (23.6%). Half of the subjects were treated
with a single anti-glaucoma medication (49.3%), while the rest used multiple medications
(50.7%). A total of 69 subjects (10.2%) were treated exclusively with unit-dose medication(s),
while the majority (89.8%) were treated solely with regular bottled medication(s) or a
combination of unit-dose and bottled medication(s). In all subjects, during the mean visit
interval of 3.4 months, the over-prescription volume (i.e., the difference between standard
prescription volume and actual prescribed volume) was calculated to be 1.4 ± 1.7 bottles
per month for each medication when prescribed for both eyes. This suggests that the actual
prescribed volume was 2.4 times greater than the standard prescription volume.

The associations between over-prescription volume and various parameters, as cal-
culated using univariate analysis, are presented in Tables 2 and 3. Among continuous
parameters, older age (p = 0.0007) and hyperopic SERE (p < 0.0001) were associated with a
larger over-prescription volume, while BCVA and IOP were not significantly associated
(Table 2). Associations between age (Figure 1a) or SERE (Figure 1b) and over-prescription
volume are illustrated in scatter plots, where most subjects required a greater volume
of medication than the standard prescription volume (i.e., plotted above the y-axis zero
line). Among categorical parameters, a history of cataract surgery (p = 0.02) and the use of
multiple medications rather than monotherapy (p = 0.006) were associated with a larger
over-prescription volume, while using unit-dose medication exclusively as opposed to
other medication regimens (p < 0.0001) was associated with a smaller over-prescription vol-
ume (Table 3). Differences in sex, Mini-Cog score, and glaucoma type were not significantly
associated with the over-prescription volume (Table 3).
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Table 1. Demographic data.

Parameters N or Mean ± SD % or 95% CI Range

Subjects
Age, years 70.4 ± 11.9 69.5, 71.3

Sex
Male 372 55.0

Female 304 45.0

Mini-Cog score
≥3 623 92.2
≤2 53 7.8

BCVA, LogMAR 0.2 ± 0.4 0.2, 0.3
SERE, D −2.1 ± 3 −2.3, −1.8

IOP, mmHg 16.7 ± 5.5 16.3, 17.1

Glaucoma type
PG 352 52.6
EG 159 23.8

Other 158 23.6

Cataract surgery
No 285 42.2
Yes 391 57.8

Number of medication use, bottle
≤1 333 49.3
≥2 343 50.7

Unit-dose medication only
No 607 89.8
Yes 69 10.2

Visit intervals, months 3.4 ± 1.4 3.3, 3.5
Over-prescription volume (bottle/month) 1.4 ± 1.7 1.3, 1.6

SD, standard deviation; CI, confidence interval; BCVA, best-corrected visual acuity; LogMAR, logarithm of
minimal angle of resolution; SERE, spherical equivalent refractive error; D, diopter; IOP, intraocular pressure; PG,
primary open angle glaucoma; EG, exfoliation glaucoma. Over-prescription was standardized per month, per
both eyes, and per each medication.

Table 2. Possible associations between over-prescription volume and various continuous parameters
calculated via univariate analyses.

Parameter Estimate 95% CI p Value

Age, year 0.02 ± 0.01 0.06, 0.2 0.0007 *
BCVA, LogMAR 0.2 ± 0.2 −0.04, 0.1 0.3

SERE, D 0.1 ± 0.02 0.1, 0.3 <0.0001 *
IOP, mmHg −0.02 ± 0.01 −0.1, 0.02 0.1

The correlation is calculated with Pearson’s correlation coefficient. * p < 0.05. CI, confidence interval; BCVA,
best-corrected visual acuity; LogMAR, logarithm of minimal angle of resolution; SERE, spherical equivalent
refractive error; D, diopter; IOP, intraocular pressure.

Table 3. Possible associations between over-prescription volume and various categorical parameters
calculated via univariate analyses.

Parameter Mean ± SD Mean ± SD p Value

Sex Male, 1.5 ± 0.1 Female, 1.4 ± 0.1 0.5
Mini-Cog score ≥3, 1.4 ± 0.7 ≤2, 1.6 ± 0.2 0.5
Glaucoma type PG, 1.4 ± 0.09 EG, 1.7 ± 0.1 0.2

Other, 1.4 ± 0.1
Cataract surgery No, 1.3 ± 0.1 Yes, 1.6 ± 0.09 0.02 *

Number of medication use, bottle ≤1, 1.3 ± 0.1 ≥2, 1.6 ± 0.09 0.006 *
Unit-dose medication only No, 1.6 ± 0.07 Yes, 0.2 ± 0.2 <0.0001 *

p values are calculated using the unpaired t-test. * p < 0.05. SD, standard deviation; PG, primary open angle
glaucoma; EG, exfoliation glaucoma.



J. Clin. Med. 2024, 13, 184 5 of 9

J. Clin. Med. 2024, 13, x FOR PEER REVIEW 5 of 10 
 

 

Table 2. Possible associations between over-prescription volume and various continuous parame-
ters calculated via univariate analyses. 

Parameter Estimate 95% CI p Value 
Age, year 0.02 ± 0.01 0.06, 0.2 0.0007 * 

BCVA, LogMAR 0.2 ± 0.2 −0.04, 0.1 0.3 
SERE, D 0.1 ± 0.02 0.1, 0.3 <0.0001 * 

IOP, mmHg −0.02 ± 0.01 −0.1, 0.02 0.1 
The correlation is calculated with Pearson’s correlation coefficient. * p < 0.05. CI, confidence inter-
val; BCVA, best-corrected visual acuity; LogMAR, logarithm of minimal angle of resolution; SERE, 
spherical equivalent refractive error; D, diopter; IOP, intraocular pressure. 

Table 3. Possible associations between over-prescription volume and various categorical parameters 
calculated via univariate analyses. 

Parameter Mean ± SD Mean ± SD p Value 
Sex Male, 1.5 ± 0.1 Female, 1.4 ± 0.1 0.5 

Mini-Cog score ≥3, 1.4 ± 0.7 ≤2, 1.6 ± 0.2 0.5 
Glaucoma type PG, 1.4 ± 0.09 EG, 1.7 ± 0.1 0.2 

 Other, 1.4 ± 0.1   
Cataract surgery No, 1.3 ± 0.1 Yes, 1.6 ± 0.09 0.02 * 

Number of medication use, bottle ≤1, 1.3 ± 0.1 ≥2, 1.6 ± 0.09 0.006 * 
Unit-dose medication only No, 1.6 ± 0.07 Yes, 0.2 ± 0.2 <0.0001 * 

p values are calculated using the unpaired t-test. * p < 0.05. SD, standard deviation; PG, primary 
open angle glaucoma; EG, exfoliation glaucoma. 

  

(a) (b) 

Figure 1. Effects of age (a) or refractive error (b) on over-prescription. Regression equations are ob-
tained via linear regression analysis. SERE, spherical equivalent refractive error. 

A multiple regression analysis was conducted to further explore the possible associ-
ations between over-prescription volume and the parameters (Table 4). The analysis indi-
cated that, once again, older age (p = 0.03), hyperopic SERE (p < 0.0001), the use of multiple 
medications (p = 0.03) was associated with a larger over-prescription volume, while using 
unit-dose medication exclusively (p < 0.0001) was associated with a smaller over-prescrip-
tion volume. Notably, a history of cataract surgery was not associated with over-prescrip-
tion volume in the multivariate analysis (p = 0.5), suggesting that the significant associa-
tion observed in univariate analysis was a result of age-related covariate effects (i.e., older 

20 40 60 80 100

-2

0

2

4

6

8
O ver prescription: Y  =0.07 + 0.019*A ge

O
v
er
 p
re
sc
ri
p
ti
o
n
 (
b
o
tt
le
/m

o
n
th
)

8

6

4

2

0

-2

20 40 60 80 100
A ge (year)

-15 -10 -5 0 5

-2

0

2

4

6

8

SER E (D )

O ver prescription: Y =1.68 + 0.11*SER E

O
v
er
 p
re
sc
ri
p
ti
o
n
 (
b
o
tt
le
/m

o
n
th
)

8

6

4

2

0

-2

-15 5-10 -5 0

Figure 1. Effects of age (a) or refractive error (b) on over-prescription. Regression equations are
obtained via linear regression analysis. SERE, spherical equivalent refractive error.

A multiple regression analysis was conducted to further explore the possible asso-
ciations between over-prescription volume and the parameters (Table 4). The analysis
indicated that, once again, older age (p = 0.03), hyperopic SERE (p < 0.0001), the use of
multiple medications (p = 0.03) was associated with a larger over-prescription volume,
while using unit-dose medication exclusively (p < 0.0001) was associated with a smaller
over-prescription volume. Notably, a history of cataract surgery was not associated with
over-prescription volume in the multivariate analysis (p = 0.5), suggesting that the sig-
nificant association observed in univariate analysis was a result of age-related covariate
effects (i.e., older subjects were more likely to have a history of cataract surgery than
younger subjects). Scatter plots (Figure 2a) demonstrate the association between age and
over-prescription volume in groups stratified by the number of medication used, showing
that over-prescription volume increased with age in both groups. Similarly, scatter plots
(Figure 2b) illustrate that the effect of age on over-prescription volume was evident in
subjects using bottled medications but was virtually absent in subjects using unit-dose
medication exclusively.

Table 4. Possible associations among over-prescription volume and various parameters analyzed
using a multiple regression model.

Parameter Estimate 95% CI p Value

Age, year 0.02 0.002, 0.03 0.03 *
Sex, female/male −0.01 −0.1, 0.1 0.9

Mini-Cog score, ≤2/≥3 0.1 −0.4, 0.6 0.6
BCVA, LogMAR 0.2 −0.2, 0.5 0.3

SERE, D 0.1 0.05, 0.2 <0.0001 *
IOP, mmHg −0.01 −0.04, 0.01 0.3

Glaucoma type
PG/EG + other 0.02 −0.2, 0.2 0.8
EG/PG + other 0.1 −0.1,0.3 0.3

Cataract surgery, yes/no −0.04 −0.2, 0.1 0.5
Number of medication use, ≥2 bottle/1 bottle 0.1 0.02, 0.3 0.03 *

Unit-dose medication only, yes/no −0.7 −1,−0.5 <0.0001 *
p values are calculated using a multiple regression model. * p < 0.05. BCVA, best-corrected visual acuity; LogMAR,
logarithm of minimal angle of resolution; SERE, spherical equivalent refractive error; D, diopter; IOP, intraocular
pressure; PG, primary open angle glaucoma; EG, exfoliation glaucoma.



J. Clin. Med. 2024, 13, 184 6 of 9

J. Clin. Med. 2024, 13, x FOR PEER REVIEW 6 of 10 
 

 

subjects were more likely to have a history of cataract surgery than younger subjects). 
Scatter plots (Figure 2a) demonstrate the association between age and over-prescription 
volume in groups stratified by the number of medication used, showing that over-pre-
scription volume increased with age in both groups. Similarly, scatter plots (Figure 2b) 
illustrate that the effect of age on over-prescription volume was evident in subjects using 
bottled medications but was virtually absent in subjects using unit-dose medication ex-
clusively. 

Table 4. Possible associations among over-prescription volume and various parameters analyzed 
using a multiple regression model. 

Parameter Estimate 95% CI p Value 
Age, year 0.02 0.002, 0.03 0.03 * 

Sex, female/male −0.01 −0.1, 0.1 0.9 
Mini-Cog score, ≤2/≥3 0.1 −0.4, 0.6 0.6 

BCVA, LogMAR 0.2 −0.2, 0.5 0.3 
SERE, D 0.1 0.05, 0.2 <0.0001 * 

IOP, mmHg −0.01 −0.04, 0.01 0.3 
Glaucoma type    
PG/EG + other 0.02 −0.2, 0.2 0.8 
EG/PG + other 0.1 −0.1,0.3 0.3 

Cataract surgery, yes/no −0.04 −0.2, 0.1 0.5 
Number of medication use, ≥2 bottle/1 bottle 0.1 0.02, 0.3 0.03 * 

Unit-dose medication only, yes/no −0.7 −1,−0.5 <0.0001 * 
p values are calculated using a multiple regression model. * p < 0.05. BCVA, best-corrected visual 
acuity; LogMAR, logarithm of minimal angle of resolution; SERE, spherical equivalent refractive 
error; D, diopter; IOP, intraocular pressure; PG, primary open angle glaucoma; EG, exfoliation 
glaucoma. 

  

(a) (b) 

Figure 2. Effects of age on over-prescription in groups stratified by number of medication (a) or 
use of unit-dose medication (b). Regression equations are obtained via linear regression 
analysis. SERE, spherical equivalent refractive error. 

  

20 40 60 80 100

-2

0

2

4

6

8

O
v
er
 p
re
sc
ri
p
ti
o
n
 (
b
o
tt
le
/m

o
n
th
) N o. of m edication, ≥2 m eds: Y  = 0.04 + 0.023*A ge

N o. of m edication, 1 m ed : Y = −0.57 + 0.025*A ge8

6

4

2

0

-2

20 40 60 80 100
A ge (year)

20 40 60 80 100

-2

0

2

4

6

8

U nit dose m edication, Yes : Y = −0.68 + 0.012*A ge
U nit dose m edication, N o: Y = −0.27 + 0.026*A ge

O
v
er
 p
re
sc
ri
p
ti
o
n
 (
b
o
tt
le
/m

o
n
th
)

20 40 60 80 100
A ge (year)

8

6

4

2

0

-2

Figure 2. Effects of age on over-prescription in groups stratified by number of medication (a) or use
of unit-dose medication (b). Regression equations are obtained via linear regression analysis. SERE,
spherical equivalent refractive error.

4. Discussion

In this study, we calculated the over-prescription amount (difference between the
standard prescription amount and the actual prescription amount) when prescribed for
both eyes to be 1.4 ± 1.7 per month for each medication, with the actual prescription amount
being 2.4 times the standard or ideal prescription amount. It was also found that older
age, less myopic SERE, and multiple drug use resulted in larger over-prescription amounts,
while the use of only unit-dose medications resulted in smaller over-prescription amounts.

While patient backgrounds, survey methodologies, and definitions of failure varied,
it has been observed that between 10% and 90% of patients struggle with the correct
application of eyedrops [15]. Prior studies [7,15–22] have identified key factors contributing
to this challenge, including the need for multiple applications, inadvertent contact between
the bottle tip and eye or surrounding areas, and difficulties in targeting the conjunctival
sac. Notably, patients who inaccurately placed eyedrops outside the eye tended to require
more prescription bottles monthly compared to those adept at eyedrop application [23].
Furthermore, the practice of applying multiple drops in a single session not only led to
wastage, but also increased healthcare expenses [24]. A notable trend observed was the
higher mean age in the group failing to use eyedrops correctly, especially in a sitting
position, compared to those who succeeded [25]. Factors previously identified as increasing
the risk of failure in eyedrop application include older age, female gender, coexisting
arthritis, significant visual impairment, lower visual acuity even after correction, reduced
self-efficacy, limited educational background, and the absence of proper training in eyedrop
administration [15,18,26]. Consequently, as patients age, their declining physiological and
motor abilities reasonably heighten the need for more prescribed medications [18].

In our previous study, 56% of glaucoma patients failed eyedrop instillation by sub-
jective assessment with video recordings [7]. In that study, older age, a lower cognitive
function score, less myopic objective refractive error, and a lower visual field foveal thresh-
old were the factors in failures [7]. In earlier studies, factors such as poorer corrected VA
and inferior VF defects were linked to difficulties in administering eyedrops [26]. This was
primarily due to patients’ challenges in visualizing the tip of the medication bottle. When
using topical eyedrops, it is necessary to remove glasses, which may make it difficult for
individuals with hyperopia to see the tip of the eyedrop bottle. The difficulty in seeing
the tip of the eyedrop bottle may explain the reason for the association between hyperopic
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SRER and over-prescription. A device to improve visibility, such as changing the color of
the tip of the eyedrop bottle, may be an effective measure to reduce over-prescription.

The use of multiple medication was associated with a larger over-prescription volume
in this study. In our previous video-assessed study, 17% of glaucomatous eyes even failed
to instill eyedrops into the conjunctival sac [7]. The failure to properly instill medication
into the conjunctival sac might pose a greater risk in the treatment of glaucoma compared
to other causes of instillation failure [17,22]. This issue often results in not achieving the
targeted IOP, necessitating the prescription of additional medications. Usually, the second
and third medications were prescribed because of insufficient efficacy of the initial medica-
tion. In such patients, there is a high likelihood that some of them were prescribed multiple
medications because of the inability of the first medication use. Under these circumstances,
even without sufficient reduction in IOP, patients may face increased burdens, including
higher medical costs and a greater risk of adverse events associated with the use of addi-
tional medications. To avoid unnecessary over-prescription, it is required to establish a
system that verifies the appropriateness of eyedrop instillation techniques before adding
additional medications. This study found that the use of unit-dose medication is an effec-
tive way to reduce the over-prescription of glaucoma medications. This strategy seemed
even more effective in older patients. Each unit-dose medication is sufficient in terms of
volume, as one unit can contain at least six drops. As with oral medications, unit-dose
eyedrops can be easily counted and may be useful in maintaining adherence. Unit-dose
medication is generally more expensive than bottled medication but not twice as expensive.
It is important to note that unit-dose medication has other problems such as more plastic
waste and a difficulty to squeeze the bottles for some patients. The number of commercially
available unit-dose ophthalmic solutions is still few, with only three ophthalmic solutions
available in Japan. The development of unit-dose eyedrops should be promoted for the
sake of adherence and the medical economy.

In the United States, data from the American Academy of Ophthalmology’s Intelligent
Research in Sight Registry revealed a significant rise in the number of annual minimally
invasive glaucoma surgery (MIGS) procedures during the study period, increasing from
7586 in 2013 to 39,677 in 2018 [27]. Concurrently, there was a modest decline in the number
of standard glaucoma surgeries, from 16,215 in 2013 to 13,701 in 2018 [27]. In Japan, in
nationwide trends in glaucoma surgical procedures assessed by using the NDB Open
Data, incisional and laser glaucoma surgeries increased 180% and 111%, respectively, from
2014 to 2020 [4]. In Germany, by analyzing the quality report of hospitals, the number
of glaucoma procedures performed increased by 75% from 27,811 in 2006 to 48,794 in
2018 [28]. Recent research has underscored the safety and effectiveness of SLT as an initial
treatment option for glaucoma [29,30]. The European Glaucoma Society now recognizes
SLT as either a primary or supplementary treatment for open-angle glaucoma and ocular
hypertension, highlighting its clinical importance [31,32]. In Australia, while glaucoma
medication prescriptions reached their highest in 2015, there was a subsequent decrease
of 14.9% by 2017 [33]. This decrease coincided with a marked increase in glaucoma laser
therapies, drainage device implantations, and trabecular microbypass surgeries during
the same timeframe [33]. Therefore, in patients with risk factors for over-prescription,
IOP-lowering therapy that does not depend on adherence, such as MIGS or SLT, may be a
promising treatment option not only for IOP reduction, but also for economic aspects.

This study had several limitations. Like other retrospective studies, this study should
include patient selection bias. The study cite was a tertiary care center to which patients
were referred for surgery after inadequate IOP reduction with eyedrops. In addition, this
study was conducted in an area of Japan with a particularly aged population. For these
reasons, this study might have overestimated the amount of over-prescription compared to
the general glaucoma population. In this study, we set the shortest visit intervals at two
weeks. Given that the minimum prescription unit is one bottle, cases with visit intervals of
less than one month may potentially overestimate over-prescription. However, as there
were only two cases with visit intervals of less than one month, we believe that the overall
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impact on the study results is minimal. In Japan, under the public insurance, the burden
rate for prescribed medications was lower in children and older patients. Thus, at least in
part, a lower out-of-pocket cost might explain the larger over-prescription in older patients.
Therefore, the present results may differ in regions with different insurance systems.

5. Conclusions

This study revealed that glaucoma patients were prescribed an excess of 1.4 bottles
(2.4 times) of eyedrops per month compared to the theoretical prescription amount. In
addition to patient factors such as older age and hyperopia, the prescription form of
eyedrops is a factor affecting the difference in prescription volume. Single-drug therapy
using fixed-dose combination or single-use formulations may be useful in reducing the
excessive number of eyedrops prescribed.

Author Contributions: Conceptualization, M.T.; methodology, E.T., A.I. and M.T.; formal analysis,
E.T. and M.T.; investigation, E.T., A.I. and M.T.; data curation, E.T., E.T. and M.T.; writing—original
draft preparation, E.T. and M.T.; writing—review and editing, A.I. All authors have read and agreed
to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study adhered to the tenets of the Declaration of Helsinki;
the institutional review board (IRB) of Shimane University Hospital reviewed and approved the
research (study no. 20220616-1, issued on 21 July 2022).

Informed Consent Statement: IRB approval did not require that each patient provide written
informed consent for publication; instead, the study protocol was posted at the study institutions to
notify participants about the study.

Data Availability Statement: Data are fully available upon reasonable request to the correspond-
ing author.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Heijl, A. Glaucoma treatment: By the highest level of evidence. Lancet 2015, 385, 1264–1266. [CrossRef]
2. 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]
3. Tanito, M. Nation-Wide Analysis of Glaucoma Medication Prescription in Fiscal Year of 2019 in Japan. J. Pers. Med. 2022, 12, 956.

[CrossRef]
4. Tanito, M. Nationwide Analysis of Glaucoma Surgeries in Fiscal Years of 2014 and 2020 in Japan. J. Pers. Med. 2023, 13, 1047.

[CrossRef]
5. Kass, M.A.; Heuer, D.K.; Higginbotham, E.J.; Johnson, C.A.; Keltner, J.L.; Miller, J.P.; Parrish, R.K., 2nd; Wilson, M.R.; Gordon, M.O.

The Ocular Hypertension Treatment Study: A randomized trial determines that topical ocular hypotensive medication delays or
prevents the onset of primary open-angle glaucoma. Arch. Ophthalmol. 2002, 120, 701–713; discussion 829–830. [CrossRef]

6. Hein, A.M.; Rosdahl, J.A.; Bosworth, H.B.; Woolson, S.L.; Olsen, M.K.; Kirshner, M.A.; Muir, K.W. The Relationship of Self-Report
and Medication Possession with Glaucoma Medication Administration Success. J. Glaucoma 2019, 28, e46–e48. [CrossRef]

7. Tanito, M.; Mochiji, M.; Tsutsui, A.; Harano, A.; Ichioka, S.; Takayanagi, Y.; Kataoka, Y.; Takagi, Y.; Shii, D. Factors Associated with
Topical Medication Instillation Failure in Glaucoma: VRAMS-QPiG Study. Adv. Ther. 2023, 40, 4907–4918. [CrossRef]

8. Usgaonkar, U.; Zambaulicar, V.; Shetty, A. Subjective and objective assessment of the eye drop instillation technique: A hospital-
based cross-sectional study. Indian J. Ophthalmol. 2021, 69, 2638–2642. [CrossRef]

9. Newman-Casey, P.A.; Woodward, M.A.; Niziol, L.M.; Lee, P.P.; De Lott, L.B. Brand Medications and Medicare Part D: How Eye
Care Providers’ Prescribing Patterns Influence Costs. Ophthalmology 2018, 125, 332–339. [CrossRef]

10. Chen, E.M.; Kombo, N.; Teng, C.C.; Mruthyunjaya, P.; Nwanyanwu, K.; Parikh, R. Ophthalmic Medication Expenditures and
Out-of-Pocket Spending: An Analysis of United States Prescriptions from 2007 through 2016. Ophthalmology 2020, 127, 1292–1302.
[CrossRef]

11. Connor, A.J.; Fraser, S.G. Glaucoma prescribing trends in England 2000 to 2012. Eye 2014, 28, 863–869. [CrossRef]
12. Marques, A.P.; Ramke, J.; Cairns, J.; Butt, T.; Zhang, J.H.; Jones, I.; Jovic, M.; Nandakumar, A.; Faal, H.; Taylor, H.; et al. The

economics of vision impairment and its leading causes: A systematic review. EClinicalMedicine 2022, 46, 101354. [CrossRef]
[PubMed]

https://doi.org/10.1016/S0140-6736(14)62347-3
https://doi.org/10.1016/j.ophtha.2014.05.013
https://doi.org/10.3390/jpm12060956
https://doi.org/10.3390/jpm13071047
https://doi.org/10.1001/archopht.120.6.701
https://doi.org/10.1097/IJG.0000000000001136
https://doi.org/10.1007/s12325-023-02646-3
https://doi.org/10.4103/ijo.IJO_3333_20
https://doi.org/10.1016/j.ophtha.2017.05.024
https://doi.org/10.1016/j.ophtha.2020.04.037
https://doi.org/10.1038/eye.2014.114
https://doi.org/10.1016/j.eclinm.2022.101354
https://www.ncbi.nlm.nih.gov/pubmed/35340626


J. Clin. Med. 2024, 13, 184 9 of 9

13. Borson, S.; Scanlan, J.M.; Chen, P.; Ganguli, M. The Mini-Cog as a screen for dementia: Validation in a population-based sample.
J. Am. Geriatr. Soc. 2003, 51, 1451–1454. [CrossRef] [PubMed]

14. Grover, S.; Fishman, G.A.; Anderson, R.J.; Tozatti, M.S.; Heckenlively, J.R.; Weleber, R.G.; Edwards, A.O.; Brown, J., Jr. Visual
acuity impairment in patients with retinitis pigmentosa at age 45 years or older. Ophthalmology 1999, 106, 1780–1785. [CrossRef]
[PubMed]

15. Davis, S.A.; Sleath, B.; Carpenter, D.M.; Blalock, S.J.; Muir, K.W.; Budenz, D.L. Drop instillation and glaucoma. Curr. Opin.
Ophthalmol. 2018, 29, 171–177. [CrossRef] [PubMed]

16. Davies, I.; Williams, A.M.; Muir, K.W. Aids for eye drop administration. Surv. Ophthalmol. 2017, 62, 332–345. [CrossRef] [PubMed]
17. Gupta, R.; Patil, B.; Shah, B.M.; Bali, S.J.; Mishra, S.K.; Dada, T. Evaluating eye drop instillation technique in glaucoma patients. J.

Glaucoma 2012, 21, 189–192. [CrossRef]
18. Kashiwagi, K.; Matsuda, Y.; Ito, Y.; Kawate, H.; Sakamoto, M.; Obi, S.; Haro, H. Investigation of visual and physical factors

associated with inadequate instillation of eyedrops among patients with glaucoma. PLoS ONE 2021, 16, e0251699. [CrossRef]
19. Schwartz, G.F.; Hollander, D.A.; Williams, J.M. Evaluation of eye drop administration technique in patients with glaucoma or

ocular hypertension. Curr. Med. Res. Opin. 2013, 29, 1515–1522. [CrossRef]
20. Shu, Y.H.; Wu, J.; Luong, T.; Mattox, C.; Fang, E.N.; Lee, B.L.; Jones, J.P.; Campbell, J.; Shih, V.; Zhao, C.; et al. Topical Medication

Adherence and Visual Field Progression in Open-angle Glaucoma: Analysis of a Large US Health Care System. J. Glaucoma 2021,
30, 1047–1055. [CrossRef]

21. Sleath, B.; Blalock, S.; Covert, D.; Stone, J.L.; Skinner, A.C.; Muir, K.; Robin, A.L. The relationship between glaucoma medication
adherence, eye drop technique, and visual field defect severity. Ophthalmology 2011, 118, 2398–2402. [CrossRef] [PubMed]

22. Stone, J.L.; Robin, A.L.; Novack, G.D.; Covert, D.W.; Cagle, G.D. An objective evaluation of eyedrop instillation in patients with
glaucoma. Arch. Ophthalmol. 2009, 127, 732–736. [CrossRef] [PubMed]

23. Kawai-Tsuboi, N.; Kawai, M.; Minami, Y.; Yoshida, A. A study of the association between patterns of eye drop prescription and
medication usage in glaucoma subjects. J. Glaucoma 2015, 24, 202–206. [CrossRef] [PubMed]

24. Hennessy, A.L.; Katz, J.; Covert, D.; Protzko, C.; Robin, A.L. Videotaped evaluation of eyedrop instillation in glaucoma patients
with visual impairment or moderate to severe visual field loss. Ophthalmology 2010, 117, 2345–2352. [CrossRef] [PubMed]

25. Naito, T.; Yoshikawa, K.; Namiguchi, K.; Mizoue, S.; Shiraishi, A.; Ichikawa, Y.; Fujiwara, M.; Miki, T.; Araki, R.; Umeda, Y.; et al.
Comparison of success rates in eye drop instillation between sitting position and supine position. PLoS ONE 2018, 13, e0204363.
[CrossRef] [PubMed]

26. Naito, T.; Namiguchi, K.; Yoshikawa, K.; Miyamoto, K.; Mizoue, S.; Kawashima, Y.; Shiraishi, A.; Shiraga, F. Factors affecting eye
drop instillation in glaucoma patients with visual field defect. PLoS ONE 2017, 12, e0185874. [CrossRef] [PubMed]

27. Yang, S.A.; Mitchell, W.; Hall, N.; Elze, T.; Lorch, A.C.; Miller, J.W.; Zebardast, N. Trends and Usage Patterns of Minimally Invasive
Glaucoma Surgery in the United States: IRIS® Registry Analysis 2013–2018. Ophthalmol. Glaucoma 2021, 4, 558–568. [CrossRef]
[PubMed]

28. Luebke, J.; Boehringer, D.; Anton, A.; Daniel, M.; Reinhard, T.; Lang, S. Trends in Surgical Glaucoma Treatment in Germany
between 2006 and 2018. Clin. Epidemiol. 2021, 13, 581–592. [CrossRef]

29. Garg, A.; Vickerstaff, V.; Nathwani, N.; Garway-Heath, D.; Konstantakopoulou, E.; Ambler, G.; Bunce, C.; Wormald, R.; Barton,
K.; Gazzard, G. Primary Selective Laser Trabeculoplasty for Open-Angle Glaucoma and Ocular Hypertension: Clinical Outcomes,
Predictors of Success, and Safety from the Laser in Glaucoma and Ocular Hypertension Trial. Ophthalmology 2019, 126, 1238–1248.
[CrossRef]

30. Gazzard, G.; Konstantakopoulou, E.; Garway-Heath, D.; Garg, A.; Vickerstaff, V.; Hunter, R.; Ambler, G.; Bunce, C.; Wormald, R.;
Nathwani, N.; et al. Selective laser trabeculoplasty versus eye drops for first-line treatment of ocular hypertension and glaucoma
(LiGHT): A multicentre randomised controlled trial. Lancet 2019, 393, 1505–1516. [CrossRef]

31. Spaeth, G.L. European Glaucoma Society Terminology and Guidelines for Glaucoma, 5th Edition. Br. J. Ophthalmol. 2021, 105,
1–169.
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