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WAEH – Macula Degeneration Drug Use [MDDUse] 2018
Background

Innovative pharmacotherapy brings the treatment of many eye diseases to a next stage with better perspectives in patient care. The implementation of these new interventions is a management challenge, also due to the high cost of drugs. 

In order to obtain a best practice in disease management and cost control the MDDUse project of the WAEH will compare the different strategies in the participating centres, focused on the use of biologicals for wet macula degeneration. The results of the inventarisation will be discussed in an expert panel of medical specialists of the participating centres. The deliverable of the project will be laid down in a white paper including recommendations for further action. Objective: to generate quality driven healthcare for AMD patients. 

Administrative queries 

	Eye Hospital: ______________TUN HUSSEIN ONN NATIONAL EYE HOSPITAL_____________________

Your name:____________PALL SINGH__________________________________

Job name: _____________CONSULTANT OPHTHALMOLOGIST______________________________________

Specialisms:_____________VITREO-RETINAL_____________________________________

e-mail address:__________pallsinghdr@gmail.com___________________________________

Telephone number: ________+60122386611______________________________________



1. What is the estimated yearly number of individual patients treated for wet AMD in your eye hospital? 
60
2. What is the estimated number (or percentage) of new wet AMD  patients (versus existing patient) per year?  
· Total number (percentage) of new patients________24____________________________________

· Number (or percentage) of treatment naïve new patients______20_________________________
· Number (or percentage) of referred patients, already treated elsewhere________________4________________ _________________________________


3. Belong the treatments (anti-VEGF, PDT) used in your eye hospital to affordable care covered by insurance in your country?


· ranibuzamab (Lucentis) 
 YES 
· bevacizumab (Avastin)  
 YES 
· aflibercept (Eylea)  
YES 
· Other biosimilar

YES / NO

· Visudyne

Yes 
4. Does the insuring party pay 

· per patient contact  no 

· per injection yes
· other health coverage system in your country / hospital?)

(explain)

self-paying or insured
1. The wet AMD process 

Introduction: It is the ambition of the WAEH to help member hospital in providing excellent eye care to their patients. 

Each hospital of the global WAEH network has of course to adhere to its own national guidelines or preferred practice patterns for the treatment of wet AMD, if they are available. Dedicated eyes hospitals however, should probably not limit themselves to the minimal required standards, but should be aspiring to do more, or smarter, to get better results. Additionally, care should be delivered as efficiently as possible, to create financial room for new initiatives and developments.

In order to discover pearls in management or novel insights present in member hospital regarding the care of AMD patients, we examined the different logistical and medical steps in the AMD treatment process, and searched in the international and national guidelines for common grounds and differences.  

We summarized this set of international and national guidelines or expert opinions published in the literature, and present you a list of questions or comments on this summary.  This summary and the questions attached could form the base a of discussion about what we, members of the WAEH would regard as excellent or essential AMD care, learn from each other, and perhaps lead to multicenter research to study questions we individually are not able to solve.

Guidelines are of course evolving over time, as expertise and published literature grows.  Older guidelines (eg ICO 2007) therefore will have obvious shortcomings that have been addressed in more recent guidelines.  The goal of this summary and questionnaire is therefore never intended as a judgment on the quality or expertise of the authors of a particular guideline, (who frequently are clinicians working in one of the WAEH hospitals).  
I hope to get you to reflect on your own guidelines when you read about practices or recommendations used in other countries, and help us all to get to even better recommendations.

The guidelines, preferred practice patterns, and specific recommendations of experts and insurance companies used as baseline to compare actual practice with are:


1. European guidelines (euretina), published in 2014 –BJO 2014 (98), 1144-1467

2. International council of ophthalmology, website 2007 

3. RANZCO (Australia and New Zealand) referral pathways for AMD, based on Ophthalmology, 2013 (120) 844-851

4. Guidelines for performing intravitreal therapy, Ranzco, 2017, 

5. United healthcare macula degeneration treatment procedures 2017

6. Recommendation of Greek experts, 2016, Adv Ther, 2016 (33) 715-726

7. Guidelines on injections, march 2017, Italy, Societa oftalmologica italiana

8. Age related macular degeneration guidelines, NICE, UK, 2018

9. Evidence summaries for the current Finish wet ARMD guidelines, 29-6-2016

10. Finnish national guideline for wet ARMD, ACTA ophthalmol 2017 (0), 1-9

11. American academy of ophthalmology, preferred practice pattern armd, 2014

12. Guideline ARMD, dutch ophthalmological society, 2014, revision 2015-2016.

13. Guidelines for PDT in Japan, Ophthalmology, 2005-585

Of course, there are many other local, national and international guidelines, some of which we could not access because of the language barrier, but feel free to add a link/url to a guideline we did not use: ……………………………………………………………………………………………………

Finally, the list of questions has become relatively long. Of course, feel free to skip questions that are uninteresting or superfluous in your opinion. To have a concise and interesting discussion we would like you, as a last question, to indicate the numbers of the top 10 questions you find should be addressed in a member discussion (and feel free to add other questions).  

DISCUSSION TEXT

Step 1 Recommendations regarding the referral process

Only a few guidelines get to practical recommendations on the referral process. Most limit themselves to the obvious truth that patients should be seen, diagnosed and treated, with a “minimal delay”, 

In a few guidelines, more precise recommendations are made, and quoted here.
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1. Of the new AMD patients seen in your hospitals, can you make an estimate how many are actually referred with the diagnosis of AMD, rather than “with a non-specific eye problem”?
50%
2. If you have an adequate referral diagnosis, this diagnosis is made by: 

· By GPs and Optometrists

· GPs only

· Optometrists only

(please comment if there are any restrictions of referrals made by optometrist or GPs to your hospital, or restrictions in self-referral of patients directly to your hospital)
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3. In an ideal world, patients with (a suspicion of) wet AMD should be seen:
· Immediately 

· next working day 

· within 1 week 

· within 2 weeks 

· other

4. In your hospital, the actual delay for a patient referred with (a suspicion of) wet AMD is seen:
· 0 days

· next working day

· 1 week

· 2 weeks 

· other …………………………………..

5. In your hospital, which solutions have or would you like to implement to reduce the delay for a wet AMD to be seen:  

· Specific macula or medical retina department email address

· Specific macula or medical retina department phone number

· Patients and seen on short notice by a general ophthalmic emergency service,

· and then referred to the medical retina department

· Patients seen directly in the medical retina department

· Emergency slots in the medical retina department agenda

· Emergency – free access clinic in the medical retina department

· Other solutions  ………………………………………………………….

6. Have you a formalized training course for optometrists / GPs or other health care professional to improve AMD diagnosis and reduce referral delays? Or any other Suggestion for education of 1st line health professionals?  

Step 2 History taking

Almost Every guideline mentions that the examination of a new AMD patient should a history taking regarding symptoms, past Ocular history, past medical history, medication, allergies, smoking, and questions regarding the prevalence of AMD in the patients’ family. Some guidelines address specific questions in the history taking. 
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7. Are there any additional questions you have added to this history taking? (and why?)
No
8. Are there any elements in the questions recommended by the guidelines you find unhelpful or not essential? (and why)
No
9. Have you automated history taking by a form the patient has to fill in? 

· Yes

· If Yes, are you willing to provide the WAEH with a template of this AMD questionnaire 
· No           

10.  Who is doing the history taking? 
· Nurse

· Nurse practioner

· Physician assistant

· Resident

· Ophthalmologist 

· Somebody else (please explain): ____________________________________

Step 3.  The initial examination

As can be seen in this table, recommendations on the initial examination are more or less unanimous.
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11. Regarding this recommendation of performing BCVA measurement, biomicroscopic examination of the macula, OCT (mainly SD OCT) and fluorescein angiography (FA), do you always do these examination (obviously, FA is not performed is there are serious doubts about allergic reactions to the administrated dye).
· Yes

· No

12. Do you routinely add an ICG to this initial examination, or only in specific cases:

· ICg routinely done

· ICG only in specific cases

· Never in initial examinations

13. you routinely determine lesion type (occult, minimally classic, predominantly classic, classic only, polypoidal vasculopathy Do, RAP) based on FA? 

· Yes

· No

13b. Has this lesion type an influence on the actual initial treatment you chose or not?
· Yes

· No

14. Do you routinely determine lesion size (surface on FA, largest lesion diameter on FA)? 

· Yes 

· No

13b. Has this lesion size an influence on the actual initial treatment you chose or not?

No
15. Do you routinely determine lesion volume of retinal thickness on OCT? 

· Yes

· No

15b. Has OCT volume an influence on the actual initial treatment you chose or not? 
· Yes

· No

15c. Has OCT thickness an influence on the actual initial treatment you chose or not?
· Yes

· No

16. Would you agree with the suggestion by the Finnish national guideline, that in fact FA is not always necessary to start treatment in wet AMD patients, if the Oct and biomicroscopic examination are already obvious enough to make the diagnosis of AMD?
· Yes

· No

17. Do you consider the extra information obtained by a fluorescein angiography mandatory for a center of excellence eye hospital? 

· Yes

· No

18. Are you routinely using angio – OCT in the initial examination of wet AMD patients?
· Yes

· No

19. If you are routinely using angio-OCT in your department, has it replaced fluorescein angiography in the initial examination?

· Used additionally to FA

· Used as a replacement of FA

20. Has the use of angio OCT in the initial examination changed the initial treatment of wet AMD patients?


· Yes

· No
21. Are you routinely doing additional examinations other than ICg or angio-OCT? 

· No

· Yes:

· autofluorescence imaging

· IR imaging

· Microperimetry

· near reading vision

· contrast sensitivity

· electrophysiology

· other …………

22. The Dutch guidelines recommend a fluorescein angiogram in the initial examination of wet AMD, but state it should be performed at least within 1 week after the start of the treatment. What is the recommendation in your country? None


22a. If the recommendation to perform a fluorescein angiogram would delay the start of treatment, would you follow the Finnish recommendation that treatment can be started based on OcT and macula examination alone, or would you, as the Dutch guideline suggests, start treatment and still try to perform a post-treatment fluorescein angiography within the first week after injection.  


· Finnish solution

· Dutch solution

22b. Do you have experience with Fluorescein angiograms performed in the first week after the initial anti-VEGF injection? No
22c. Do you have an opinion on the sensitivity or value (lesion type and size determination) of such an early post-injection fluorescein angiography? 

· Yes, my opinion is ………………No
Step 4. Initial treatment

Choice of anti-VEGF

When reading the guidelines, most guidelines do not make recommendations regarding the choice of anti-VEGF agent, but most guidelines point out the concerns about the off-label character and lack of registration safety data regarding intravitreal use of bevacizumab.
There are a few exceptions 
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23.  Is bevacizumab therapy for wet ARMD allowed in your country? 

· Yes

· No

24. Is bevacizumab therapy allowed for initial use in wet ARMD (some national laws only permit off label use of drugs if registered therapies have failed)?
· Yes

· No

25.  What is currently the first line treatment of wet AMD in your eye hospital?
· ranibuzamab (Lucentis) Percentage? …………………2%……………..
· aflibercept (Eylea) Percentage? ………………18%………………..

· bevacizumab (Avastin) Percentage? …………………80%………………..

· Lucentis-biosimilar Percentage? …………………………………..
· VEGF-trap-biosimilar Percentage? …………………………………..
· Other biosimilar_ Percentage? …………………………………..
· If so, what kind of biosimilar?.......................................................

· Other drugs, percentage

· Is so, which drug(s) …………………………………………….

· PDT (visudyne) with or without anti-VEGF agents …………………………………..

· Laser (n 532) with or without anti VEGF agents ……………………………………..
26. If costs were not involved, (ideal world setting) which anti-VEGF agents would you prefer for initial treatment of wet ARMD?
· Bevacizumab

· Ranibizumab

· aflibercept 

· another anti-VEGF (name) ……………..  

· I have no preference, they all have more or less the same efficacy

27. If costs are involved in the real world though, which anti-VEGF would you consider the most cost effective

Bevacizumab …….. Ranibizumab ……….. Aflibercept ………… another anti-VEGF (name) ……………………………..
28.  In the initial treatment of a 2nd eye of a patient, would you:  

a. use the standard initial drug

b. directly the drug that has shown the most effect in the first eye with wet AMD of the patient
Initial treatment (continued) there are guidelines restressing timing of first treatment traject of anti-VEGF drugs
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28b. Do you adhere to the general recommendation that the time between patient’s presentation in the first line care and actual first treatment should be less than 2 weeks?Yes

  

29. Do you audit / monitor the time between symptoms, referral, diagnosis and first treatment in the ARMD process to be able to identify the hurdles in this process, do you only monitor time between first presentation in the eye hospital and first treatment, only monitor time between first presentation in the medical retina service and first treatment or do you not monitor the process at all?

· Whole delay time monitoring

· Hospital delay time monitoring

· Department time monitoring

· No monitoring

30. Should delay (of lack of delay) in the AMD process be a quality label item?

Yes
31. Which time delay measurement would you advocate as a quality of care item? (which would mean that you should take action in external causes of delay for improvement, or adjust entrance to clinics in order to get these quality targets’’? 

· Time between 1st visit GP/optometrist and first treatment

· Time between 1st visit eye hospital and first treatment
· Time between 1st visit medical retina dpt and first treatment
· No delay monitoring 

Initial treatment (continued)
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Regarding the initial treatment strategy, many guidelines advocate at least 3 monthly injections of an anti-VEGF, before changing to another strategy or another frequency.  

32. Do you agree on this concept of a loading phase of anti-VEGF (3 or 4 injections every month), or do you use another initial treatment strategy (e.g. directly PRN or directly treat and extend)? 
· Loading phase concept

· Directly PRN 

· Directly treat and extend concept

33. Do you have structural (sub)groups of patients where you do not adhere to this loading phase concept (if you use it)? 

· NO

· Yes, in patients with very low visual prognosis (1-time compassionate use)

· Yes, in patients with important subfoveal hemorrhages at presentation
· Yes, in patients with central macula fibrosis

· Yes, in …………….

33b. If you are using a loading phase strategy in (most) patients, do you think BCVA, OCT, fundoscopy are necessary during this first 3 (4) months, or do you only repeat the examination after the 3rd (4th) examination (of course or if patients have complaints)? 
a. Examination after each injection

Examination only after the complete series of 3 (4) initial injections 

Initial treatment (continued)
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Several guidelines mention contra-indications for start treatment with anti-VEGFs.

34.  In practice, do you apply the recommendation not to treat with BCVA < 0.05/ 0.06?


· Yes, we do not treat patients with BCVA less than 0.05 / 0.06

· No, we do not use initial vision as a treatment criterium

· No, we treat all eyes with 3 monthly injections

· No, we treat all eyes with at least 1 injection

· No, we treat all only seeing eyes with 3 monthly injections

· No, we treat all only seeing eyes with at least 1 injection

Initial treatment (continued)

Use of PDT in the initial treatment
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35. Do you use PDT in the initial treatment of AMD?

· No

· Yes, in IPCV

· Yes, in RAP

· Yes, in CNV + CSC

36.  Do you use PDT as initial monotherapy treatment (no anti-VEGF) in IPCV? 

· No

· Yes

37. Do you agree with NICE that PDT should only be used in trials, including later in the treatment process, if anti-VEGF has an unsatisfactory result, as there is no good study to advocate its use?

· No

· Yes 

Initial treatment (continued)

Surgery 
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38.  Do you use surgery or pneumatic displacement therapy in cases of important subfoveal haemorrhages at presentation?

· Yes

· No 


39. If yes, do you use any fixed criterium to do so ? (eg Dutch guidelines: haem on OCT > 250 um)

· Yes 

· If yes - which one?

· Thickness on OCT

· Disk diameters on fundusimaging

· Visual acuity
· No

40. If yes, do you use a fixed time period to do this intervention?  

· No

· Only if delay < 2 weeks
· Only if delay < 4 weeks 

· Only if delay……………………………….

Initial treatment (continued)
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41. Regarding extrafoveal or peripapillary CNV, to which school to you adhere?

· School 1: clinician’s decision

· School 2: only laser if anti VEGF and PDT fail

· School 3: only laser or PDT if anti-VEGF fails

STEP 5: follow up, once treatment has started

All guidelines recommend self-monitoring by patients
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42. How do you instruct patients on self-monitoring for AMD?


· Physician during visit

· Nurse during visit

· Somebody else

· Video / instruction movie 

· Information leaflet

· Other …………………………………………

43. If the patient has complaints during follow-up, do you use any quality of care standard monitoring delays?

44. Do you agree with a maximal visit delay of 3 days as a good quality of care standard?
Yes
Step 5 follow up

Clinical visits after start of treatment
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45. Do you use the NICE recommendation that fundus examination in follow up visits is only necessary if the OCT is stable but BCVA is declining or patient has symptoms? (this means no fundus examination if the OCT is unstable, and no fundus examination if OCT and BCVA are stable). 

No
46. The Greek expert panel on ARMD stresses the point of the variability of BCVA measurements in a clinical setting versus the importance of this measurement in our clinical decision making. They suggest considering the use of ETDRS charts and protocols in ARMD clinics.

· Do you use ETDRS charts and protocol in the ARMD clinics?

· Do you use a modified ETDRS protocol to improve reliability of BCVA mesurements?

· Do you use ETDRS charts if patients have reached a certain degree of low vision?

Step 6. Continued treatment after the initial phase

There is no definite answer whether fixed treatment schedules, PRN schedules or treat-and-extend schedules are better.   

47. Do you have a strategy?


· Yes, fixed injection schedules

· Yes, PRN injection schedules

· Yes, treat-and-extend schedules

· No, individual decisions for individual eyes
FIXED STRATEGY 

48. If you are using fixed injection schedules: 

a. how long is a treatment series of injections?

· 1 year

· 2 years

48.b How often do you monitor patients in a fixed treatment injection schedules?

· 1x/ year

· Every 6 months

· Every 3 months

· Every 8 weeks

· Every 6 weeks

· Every 4 weeks

· After every 3rd injection

· After every injection

PRN 
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49.  If you are using PRN schedules:
 

· How long is the average monitor schedule?

· 4 weekly

· 6 weekly
· 8 weekly

· Depends on drug used

· Do you use prn periods longer than 8 weeks in selected patients? 

· Yes

· No 

· Do you switch to a fixed schedule after a period of PRN?
· Yes

· No

· If you switch to a fixed schedule after a period of PRN, how long is the ‘frequency finding period’:
· 3 months

· 6 months

· 1 year

50. If you are using prn schedules: when do your retreat?
· Do you follow option 1 

· option 2 

· option 3

Treat and extend
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51. If you are using treat-and-extend schedules:  

· Is your decision to extend or decrease intervals based on: 

· Injection per injection results

· Response per series of 3 injections
· Do you monitor patients (BCVA/OCT) at each injection visit?
· Ye

· No

· Only check if interval has been extended 
· Do you agree with a maximal interval of:

· 8 weeks

· 10 weeks

· 12 weeks

· 16 weeks

· longer
· Do you consider haemorrhages a mandatory sign to decide on:

· extending intervals 
· decreasing intervals

(= do you decide on extending interval solely based on OCT and BCVA?) 

7. When to switch anti-VEGF medication
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52. How in your work process on switching anti-VEGF?
1. Direct decision in clinic, based on experience

2. Decision based on strict criteria / protocol

3. Delayed decision after clinic, after detailed analysis of all imaging, BCVA and notes from presentation

4. Only after a new fluorescein angiogram (and/or ICG angiogram)

5. Other……………………………….

53.  Do you believe tachyphylaxia to an anti-VEGF agent exist?
· No

· Yes


If yes: what are your criteria to determine tachyphylaxia? 

7. When to switch anti-VEGF medication

Two examples of more strict guidelines-recommendation for switching medication are illustrated here.

Note that there is great similarity to the criteria to shorten treatment intervals in Treat-and-Extend strategies.
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54. Both these recommendations only consider switching anti-VEGF drugs if non-responder criteria are met under a strict 4-weekly injection strategy. Do you agree that switching (if not for allergies or TASS) is only allowed if the patient is under 4-weekly therapy?
· Yes

· No

· If No. Should non-response be defined differently?

55. Would you do additional imaging before switching therapy?
 

· Yes, Fluorescein angiogram

· Yes, Fluorescein angiogram and ICG angiogram

· Yes, ……………………………….

· No, switch based on OCT, BCVA and fundoscopy only

56. If you consider doing angiography in a patient under anti –VEGF therapy, how many weeks do you wait since the last injection?

· No delay

· At least 4 weeks after the last injection

· At least 6 weeks after the last injection

· At least 8 weeks after the last injection

57. Do you consider a drop in visual acuity a good criterium for non-response, i.e. switching therapy?

· Yes

· No

58. If yes, this BCVA drop is (all that apply, eg 3 sudden lines or 1 confirmed line):


· 1 snellen line in a single visit

· 2 snellen lines in a single visit

· 3 snellen lines in a single visit

· 1 snellen lines on 2 or more consecutive visits

· 2 snellen lines on 2 or more consecutive visits

· 3 snellen lines on 2 or more consecutive visits

· 1 snellen lines per 12 months,

· 2 snellen lines per 12 months

· 3 snellen lines per 12 months

59. What is your reference for this drop in BCVA that qualifies for switching therapy?


· Baseline

· Highest BCVA measurement during follow

· Highest BCVA in at least 2 consecutive visits during follow up

60. Non-response criteria on OCT: which do you consider critera for non-response? 

· Absence of ´dry state´ after 4-weekly injections

· Absence of reduction of Macula oedema after 4 weekly injections

· Absence of reduction of subretinal fluid after 4 weekly injections

· Absence of reduction of PED after 4-weekly injections

· Increase of macula oedema after 4-weekly injections

· Increase of subretinal fluid after 4-weekly injections

· Increase of PED after 4-weekly injecions

· Other:…………

61. Do you determine non-response; do you compare your Oct criteria with:


· Baseline findings

· The best Oct during follow up

· The previous OCT

· All OCT acquired during follow up

62. Do you have an automated system to follow BCVA and OCT imaging during follow up? 
· No, I have to go through the patients record an imaging at each visit

· Yes, I have a graphical/table based overview of BCVA during follow up

· Yes, I have an imaging systems automatically showing all OCT since baseline

· Yes, I have a graphical-table based overview of CFT and/or Volumes on OCTs

· Yes, I have baseline BCVA and OCT values/imaging stored at a convenient place in the patients record for quick reference

· Yes, I have a system implemented, tracking BCVA, imaging (quantitative/qualitative) and treatment /treatment response during follow up

63. If you suspect non-response, for how long do you continue a 4-weekly injection interval before switching:


· 3 injections

· 6 injections

· Longer: …………………

· I do not return to 4-weekly intervals do decide on non-response for a given drug

64. Do you consider macular haem as a sign of non-response (I e therapy switch)

· Yes, it is an immediate sign of non-response
· Yes, it is a sign of non-response if it persists for 3 injections

· Yes, it is a sign of non-response if it persists for 3 consecutive 4 weekly injections

· Yes, but only if Fluorescein/ICG angiogram confirms active leakage at the subretinal level

65. Do you consider Intraretinal haem also as a sign of non-response, (in the absence of hypertension, DRP or a macular pucker)? 


· Yes

· No, only subretinal haem counts as a criterium for non-response
66. When do you determine success of a new treatment? 
· After 3 - 4-weekly injections

· After 1 injection

67.  Do you have criteria for switching back to a previous treatment?

· Yes:
· ……………………………
· No

8. When to stop treatment (intermittent stop)

Sometimes, comorbidities force the patient to stop attending the medical retina department. Some patients indicate they want to stop treatment or follow up altogether.  

Are there any medical reason to halt treatment for a longer period?
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68. Do you have patients with wet AMD you are just following, not treating?


· No

· Yes, with 4-6-8 weekly intervals (= as in PRN)

· Yes, maximum interval 3 months

· Yes, maximum interval 4 months

· Yes, maximum interval 6 months

· Yes, longer intervals: ………………..

69. Do you consider discharge after 6 months without injections a viable option in selected patients?  

· Yes

· If Yes, other than that the eye has not needed injections for 6 months, are there special criteria patients-eyes to select these patients?

· No


· No – yes


(occult only, classic only, have an unaffected other eye, logistic reasons, …………………………………………)

8. When to stop permanently

In some patients, with low vision, continued treatment evolves in therapeutic obstinacy unless clear stopping criteria are used.
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70. Do you agree stopping injections permanently if the BCVA is less than 0,05?


· Yes

· Yes, if the other eye sees more than 0,05
· No

9. Nutrional supplements and other advices in wet AMD patient
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71. Do you actively ask your wet ARMD patients the following: 


· To use AREDS/other supplements 

· To take care of a balanced diet

· Both

· No, I do discuss diet/supplements only if the patient has questions about it

72.  Do you actively inform your patient about the genetic aspects of (wet) ARMD?

· Yes

· No, I only explain it if the patients asks questions about hereditary-genetic aspects of ARMD

73. Do you recommend patients that their relatives-siblings should be checked for AMD?

· No

· No, only if they have eye symptoms as metamorhopsia, or visual acuity drop

· Yes, once, from a certain age 

· Yes, routinely, from a certain age

10. Additional questions

In a discussion panel, I would like to have following questions discussed

1
11
21
31
41
51
61
71

2
12
22
32
42
52
62
72

3
13
23
33
43
53
63
73
4
14
24
34
44
54
64

5
15
25
35
45
55
65

6
16
26
36
46
56
66

7
17
27
37
47
57
67

8
18
28
38
48
58
68

9
19
29
39
49
59
69

10
20
30
40
50
60
70


I would like to add following questions

1. ………………………………………………………………………………………………………………………

2. ………………………………………………………………………………………………………………………

3. ……………………………………………………………………………………………………………………..

4. ………………………………………………………………………………………………………………………..

Concluding remarks

1. Reviewing all the above, will you or someone from your hospital be interested to attend the annual meeting and be part of the project group to analyse / to discuss the outcomes of the above inventarisation? 

Yes
2. Any other questions / remarks? 

Nil
3.  Are there any other eye hospitals you would still like to include in this project? 

Nil
Date: ________28/5/2018____

Name: ___Dr Pall Singh_______

Please send your answers to Maaike van Zuilen, Global Coordinator of the WAEH: maaike.vanzuilen@waeh.org 
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