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Déclaration d’intérets
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CAS CLINIQUES
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X2
@ M.D agé de 65 ans, DNID depuis 17 ans, ADO- NI&\%a\lw médical
irrégulier \e\\es
5 HbA1c = 8,7%, TA équilibrée R
¢4 AV OD = 34L (lettres ETDRS) &
3 Pseudophake \)o’i‘
5 FO: RDNP sévére avec PR&G%O

3 OCT OD: «o

o’
o
0\.\

> Indication IVT DEXA en@‘e?é ligne car
patient pseudopghaﬁe

sans antecgd@’nt de glaucome <
au suw\?nedlcal irrégulier g
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DEXA n°1 04/10/13
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DEXA n°4 16/12/14 (HbAlc= 8,2%

d’augmentation des
délais de récidive

5IVT en 2 ans

au suivi

régulier difficile
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LONG TERM EFFICACY OF DEXA — RELDEX STUDY

(RETINA 2017): 3 YEARS

'(
,bé

REAL-LIFE STUDY IN DIABETIC MACULAR " ain AV
EDEMA TREATED WITH & —— __
DEXAMETHASONE IMPLANT ¢ vy T sy

S 9 s
«o e
The Reldex Study o
\\(\e Results get betteréa'ser time |
(")
ARIANE MALCLES, MD,* CORINNE DOT, MD, P ICOLAS VOIRIN, PHD, * o &0\\ ’\-1-9\5(
EMILIE AGARD, MD,}+ ANNE-LAURE VIE MD.* ID BELLOCQ, MD,* PHILIPPE DENIS, M| (-l P

LAURENT KODIJIKIAN, MD, PaD* \jo
22

Purpose: To ev%ﬂ@%ﬂmacy and safety of intravitreal implant of dexamethasone
{Ozurdex) in di%e\t cular edema in real-life practice.

N\
> o .
Intervalle moyen entre les injections (mois)
[écart-type]

VA Gain (letters) and 95%

Nombre total 7,3 (6,5-8,1) qg(\ ] p <0.05 |
RS K s s A
La 1 année 5,7 4867‘\% ! ! ! !
( g 0 4 8 12 18 24 30 36
o p
La 2° annee 75 (%@% 5) Follow up (months)
La 3® année @6" (8,1-11,9)
Q‘ Mixed effect linear model with time taken
RETINA 37:753-780, 2017 YV into account on a non-parametric basis



PKEFBosnie 2012
Perte fonctionnelle sur RDP et

exsudat central PRP a compléter
PRP complete MER OG
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EXAMEN

oD 0G
AV VBLM a gom‘gtres 5/10 Ro1/4
O
PIO %@%mHg 11 mmHg
)

SEGMENT @ Calme

<0°

ANTERIEUR.~ Pas de rubéose irienne

268 pm 358 um

e
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M1 POST 3 IVT AFLIBERCEPT

O
\\
e@

oG
AV 5/10 Rol/4
P10 13 mmHg

SEGMENT Calme
ANTERIEUR Pas de_ ribéose

A%
Ameélioration angtomique (seulement)
POURSUITE IVT 4 ET 5

e
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M1 POST 5 IVT AFLIBERCEPT

0G
AV 5/10 Ro1/3 - stabolgﬂ“
PIO 12 mmHg®"

@

SEGMENT

ANTERIEUR Pgs’de rubéose
.\\?3’ irienne

PRISE EN CHARGE ?

SWITCHV¥ERS DEXA
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ASRS | 2017 Membership Survey

Retinal Vascular Disegg“éE/Diabetes
o~

o™
After how many anti-VEGl;;&ﬂ‘ithions do you @F |
consider incorporatillg\sfﬁroid therapy? o
1 g%@&@ ’e’\\eﬂefb\.
[ 23 8 o — s 14.0% Q'b'&
_t Intl 22.9% b‘(\e
oo<‘ @_ V " 325,’27.5%
,LQ»(\@ S Plysede la moitié des

US 10.7% ocfa’rients OMD sont
iy switchés vers les

Sharokd M US 5.6% 0 e
o b herapy  smmm— i 08.6% &\\‘?@ corticoides avant la
Other TSI éeme |VT Il
- -‘0% A __
0 0 20 30 40 50
©
A
27. After how many an@EGF injections do you consider incorporating n = 1070

steroid therapy?



()

Pourguol switcher.2

REVIEW ARTICLE QQ&
<
Diabetic Retinopathy and Diabetic «\"?fo
Macvular Edema &
Pathophysiology, screening, and novel therapies 06\)0
Tuonss A, Crowua, wo” Diabetes Care. 2003 Sep;26(9): 265@9 )
BER\'ARD ZINMAN, MDCM, FRCP(C), FACP® \' 6\\9
'\° (\*@‘
- +de 2 lignes d A,M‘perdues par > 50% des patients dangeﬁes 2 annees
gui suivent Ig@ﬂagnostlc <°°
*0 QQ
\V e(o

2

> Propgﬁﬂ)n Importante de non-répondeur du ga?t d’une composante
ngﬂé?nmatmre importante en cas d’'OMD ‘oé"
*@&

- L'obstination n’est pas un gage dgfkucces du traitement, au contraire
car le retard thérapeutique eg.«ﬁ‘ne perte de chance

b
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En effet, le pourcentage de non-répondeurs fonctionnels

varie peu dans le temps et donc peu dépendant du

nombre d’injections !
f«\
* Protocol I: 28% at 1 year, ~31&6‘ at 2 years, =~ 30% at 3 years

* Restore (rani 0.5): 35% @t“?[ year, 34% at 2 and 3 years &

>
\0\'

 Boreal-OMD: 43%@&? 3 months, 39% at 6 months, 4Q\e/,@ at 1 year
o° QQ&\\
{e" v &

. Protg\@é’l |: autant d’'IVT dans groupe repo@ﬁdeurs et non-repondeurs
(fonctlonnels et anatomiques, Bress\te?et al Arch Ophthalmol 2012)

00

 Luminous OMD naifs: AV f&\&Te équivalente si5a 7 IVT versus 8
S

b

Hop/raux de Lyon

IVT ou plus &




EARLY-STUDY: The relationship between early and long-term responses
to ranibizumak

e There is a relationship between early and I@(o@%eatment response

e ‘Poor’ initial responders gained apprg&@ﬁwately 3 letters from baseline at Week 52
and maintained this until Week %
Post-h@e analysis

== <5 Letters 00 5—9 Letters =Cm =10 Letters X
at 12 Weeks (n = 13g/ at 12 Weeks (n = 79) at 12 Weeks (n = 126) é{\@‘p protocol |
20 40% at Ma,e“ ©
& 1165
® 15.2 )
= 15
a o
I:DI!EI 00(\
E © 8.2
10
g7 e r 11117 P <001
o V.11 | [LTI1
E ; 1 L I L]
5 T_p1lTee
< T T T TN AT
111
8 0 Ja-j/ til1]
-0.3
r— i BL121620242832354044485200(\0-’ 68 84 104 120 136 156 PR
(AR Time (weeks) &
\Ye)) Lyon 1 ‘19'\'\

~BQVA, best-corrected visual acuity.

Restore (rani 0,5) : non-répondeurs (< 5 lettres) 35% a 1 an, 34% a 2 et 3 ans
~ Gonzalez VH et al. Am J Ophthalmol. 2016; 172: 72-79 , S



EARLY-STUDY :

Long-term BCVA outcomes in patients gainisig <5 letters at Week 12

Q
e _ .
BCVA improvement from baseline in patients « BCVA improvement from baseline in
gaining <5 letters at Week 12 . patients gaining > 10 letters at Week 12
&
100% 6\) 100%
23,0 22,2 90%
80% 80%
70%
60% - 60%
50%
30%
0f -
20% 20%
10% <
0% o\;&
24 weeks 52 weeks 104 weeks 156 weeks 09N
\00 12 weeks 24 weeks 156 weeks
<5 letter gain ®m5-9 letter gain =210 letter gau'\QJa m> 10 lettres ®5 2309 lettres m< 5 lettres

o
Patients with a poor initial response m@)%\tlll go

on to achieve clinically- ygmﬁca@‘wsual
outcomes in the |OR@ rm

Patients with a good initial response may still
present VA impairment in the long-term

- NN -
—H CVA, best-corrected visual acuity. v R _‘\——J
“__Gonzalez VH et al. Am J Ophthalmol. 2016; 172: 72—79 Hépitaux de Lyon
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Ne pas tarder pour switcher ... ou fraiter
d'emblée méme ...

ETDRS LETTERS

20
10
0 ‘19’\

Y & o
10,0 < Q C
&

& A
& , o &
i) {.\@, . 00 {:&
N . \'\ N

EaseQ@%ette rs)  MVA gain (letters)
J*

°
\
.09

Udaondo P et al. Poster PO213 [s&&esemation] presented at AAO, New PREDIAMEX, Kodjikian L et al. Slides presentation SFO, France; 2017.

— Orleans, USA; 2013. () DIMENSION, Akesbi J et al. Slides presentation SFO, France; 2017

N Medeiros MD et al. Ophtﬂ&gica 2013;231:141-146. Malclés A et al. Retina. 2017 Apr;37(4):753-760

Escobar-Barranco JJ 9‘. phthalmologica 2015;233(3-4):176-85. Callanan DG et al. Ophthalmology. 2013 Sep;120(9):1843-51.
Guigou Setal. JE NJ thalmol 2014;37:480-485. Callanan DG et al. Graefes Arch Clin Exp Ophthalmol. 2017 Mar;255(3):463-
Aknin | et al. O mologica 2016;235(4):187-8. 473.
Chhablani et al. Bye (Lond). 2016 Mar;30(3):426-30. Boyer DS et al. Ophthalmology. 2014 Oct;121(10):1904-14. S—
Matonti F et al. Eur J Ophthalmol. 2016 Aug 4;26(5):454-9. Fraser-Bell S et al. Ophthalmology. 2016 Jun;123(6):1399-401. HépifGUX de Lyon

INVICTUS, Matonti F et al. Slides presentation SFO, France; 2017.



M2 POST IVT DEXA 1

(\
\\
e@

oG

SEGMENT e!me
ANTERIEUR Pasede rubéose

irienne

TRAITEMENT LOCAL BITHERAPIE e’i“‘e TRAITEMENT GENERAL pour 1 semaine
INHIBITEUR ANHYDRASE CARBONIQUE &\& ACETAZOLAMIDE X 3
BETABLOQUANT Y CHLORURE DE POTASSIUM X3
)
.eg
o)
o®
©

=
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M4 POST IVT DEXA 1+

o
2

AV 7/10 Ro1/3

20 mnHg

PO SOSOPT

SEGMENT Calme
ANTERIEUR .«%Pas de rubéose irienne
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DEXA & HYPERTONIE

>
Q
.
SAFETY OF INTRAVITREAL TOLERANCE:OF INTRAVITREAL Dexamethasone
DEXAMETHASONE IMPLANT (OZURDEX) DEXA ASONE IMPLANTS IN

The SAFODEX study. Incidence and Risk Factors o

PA S WITH OCULAR Implant Position in
Ocular Hypertension gg&RTENSION OR OPEN-ANGLE situ and Ocular
LA
\\d

UCOMA Hypertenesjon

Intraocular

ARIANE MALCLES, MD,* CORINNE DOT, MD, PuD,t} NICOLAS VOIRIN, PuD,*
ANNE-LAURE VIE, MD,* EMILIE AGARD, MD,} DAVID BELLOCQ, MD,* PHILIPPE DENIS, MD, P ANNE-LAURE VIE, MD,* LAURENT KODJIKIAN, MD, PuD,* ARIANE MALCLES, MD, } S U d h Q& r’
LAURENT KODIJIKIAN, MD, PuD* ;‘O EMILIE AGARD, MD,+ NICOLAS VOIRIN, PuD,# HUSSAM EL CHEHAB, MD,+
s ANH-MINH NGUYEN, MD,* CORINNE DOT, MD, PuD} (@ Ian et al
Purpose: To analyze the incidence, risk factors, and time course of intraocular press@
elevation after intravitreal dexamethasone implant (Ozurdex). b Q Purpose: Evaluate the pressure tolerance of dexamethasone implants in open-angle . .
Methods: The medical charts of 421 consecutive eyes (361 patients) 5 N’\ or glaucoma (OAG+) patients and ocular hypertensicn (OHT+) patients compared with non- &Cce pted |n Ret| na_
more Ozurdex implant between October 2010 and February 2015 were revj rospec- glaucomatous and nonhypertensive patients. e h
tively. Ocular hypertension was defined as intraocular pressure of at t mHg or an Methods: Retrospective observational 2-center, controlled study including 100 patients ,\\
increase of at least 10 mmHg from baseline. The main indications, ent were retinal treated with intravitreal injections of dexamethasone, divided into 2 groups: Group 1, ‘\‘J
vein occlusion (34%), diabetic macular edema (30%), postsurgi ular edema (17%), OAG+/OHT+ (n = 50), and Group 2, CAG—/OHT - (n = 50), matched for age and disease. é‘ 20 l 7
uveitis (14%), and other etiologies (5%). Intraocular pressure (IOP) and hypu_lensl\(etrealmenl were eva\ualted initially, ag 8 days, a 0
Results: Among 1,000 intravitreal Injections, ocular hy) jon was recorded for 28.5% every month for 6 months after intravitreal treatment. The primary endpoint was

increase greater than 10 mmHg.

of injected eyes over a mean follow-up period of 1§.8 s (3-55). Intraocular pressure-
lowering medication was required for 31% of eyes, O eyes with preexisting glaucoma
required filtering surgery to manage postinject raocular pressure elevation. Early retreat-
ment between the third and fourth montf

Results: Thirty-four percent of glaucomatous patients experienced g.ti

rﬁbﬂ IoP
increase greater than 10 mmHg versus 16% in the OAG—IOHT—&G = 0.06).

Intraocular pressure greater than 25 mmHg was recorded early on

: - ; in 6% of the H
£ not increase the risk of ‘”"“‘“’C““’f pressure OAG+ patients versus 2% of the OAG— patients. Fifty-four percentof the glaucoma Eval U a.tlo n Of

elevation. Younger age, male sex, T tes, preexisting glaucorna treated with dual or patients increased their treatment, and hypotensive treatm initiated in 38% of
triple therapy, and a history of iﬂml occlusion or uveitis were significant risk factors for the OAG— patients (P = 0.1). Filtering surgery was only regls n the OAG+/OHT+ group ﬁ d
ocular hypertension after d ne implant injection (P < 0.05 for all the above). (6% versus 0%), particularly in dual-therapy and triple-| patients, who had a higher e IcaCy an

Conclusion: Episod, ocular hypertension after Ozurdex implant were generally risk of filtering surgery (P = 0.008)
transient and succedsfi anaged with topical treatment. An analysis of the risk factors Conclusion: Half of the OAG+ and OHT+ needed an add-on treatment, with Safety of
may help to T & the risk-benefit ratio for individual patients treated with dexa- early onset beginning on Day 8 in 6%. ;@ﬂﬁ\zwme need for IOF menitoring during
methasonas nts. treatment, especially for OAG+/OHT+

RETINA 50-1359, 2017 RETINA 37:173-178, 2017 (e dexameth asone

XS . .
4‘0\‘ intravitreal

Gracfes Arch Clin Exp Ophthalmol 7/ @ CrossMark im P lants before
DOI 10.1007/500417-017-3773-2 ‘ .{\00 and after
LETTER TO THE EDITOR Q&"

vitrectomy in a
real-life study
Rezkallah,
Kodjikian et al
e @ , L o Accepted in Acta
Rezkallah Amina - Waodjikian Laurent " - Malclés Ariane” - Dot Corinne .
-(\'\'\ Ophthalmologica
s 2017

&
DEX implant intravitr qgjection, sustained intraocular

hypertension, and sgg'mld-induced glaucoma in patients with no
risk factors o(\()

on




Est-ce-que I'HTIO est fréquente ?

o SAFETY OF INTRAVITREAL
DEXAMETHASONE IMPLANT (OZURDEX)

e 421 yeux — 1000 DEXA - toutes L((e@?cations S
— 28,5% ont PIO > 25 mmHgdgcbfou gain > 10 mmHg
— 20% de P10 > 25 mmI—LgeQ

e Prévalence varie sglon les indications
— Risque le plgﬁqfalble statistiquement pour OMD (/Q{@\\/R & uveltes)
- 11% dgﬂo > 25 mmHg @e«‘

éﬁﬁ(\e hauts-répondeurs (gain > 15 mmt\gg»f
. Pﬁ%valence varie selon le statut glakm?mateux

— HTIO a baseline : 0% de hauts- sepondeurs

\\0
— GCAO sous monotheraplg;aq‘%aselme 5% de hauts-répondeurs

— Sous bi- ou tri- thera}@ré 50 a 100% de hauts-répondeurs !!!
o

@ _ o R@@@W@ﬁ?ﬂ@[ﬁ]@]@ﬁﬂ@[ﬁ]@ SEOISEG 2017

b

Hop/raux de Lyon




Est-ce-que I’HTIO est facilement.controlable ?

(e
e Parminos 120 cas d’hypertonie «°* DEXAMETHASONE IMPLANT (OZURDEX)
‘(\ The SAFODEX stu(.ly. Incidence and Risk Factors of|
— Besoin d’ajouter un hypotoms‘é\nt 1/3 Ocular Hypertension

ARIANE MALCLES, MD,* CORINNE DOT, MD, PxD, 3 NICOLAS VOIRIN, PxD,*
ANNE-LAURE VIE, MD,* EMILIE AGARD MD, 1 DAVID BELLOCQ MD,* PHILIPPE DENIS, MD, PxD,*
LAURENT KODJIKIAN,

— 97% de ces patients on’@‘te controlés par
un traitement toplqﬁe

— 0,7% de chlrU(gd% filtrante
*o(\ &eqmﬁms’;‘;;i
()
o Peut-o((gd%-mjecter un patient qui a prese(wf une HTIO sous

DEXA’? &

@Q
— OUI, si HTIO controblée et patlenk&%le ou moyen répondeur (gain

PIO < 15 mmHg) @e\\*‘

— Alors prescrire un ttt togdé‘Ue prophylactique identique au ttt initial
pour une durée de é&ﬁ’ms post-IVT

R@@@F@m@[ﬁ]@]@ﬁﬂ@[ﬁ]@ SFOISFG 2017

bl Hop/faux de Lyon




Est ce que I’HTIO est persistante et existe t-il un

risque de glaucome cortisoné ?

a0
AY
o e @ comes
e NON avec DEXA LETR 0 T iR
0’{\0
‘?ﬁ implant intravitreal injection, sustained intraocular
eP ypertension, and steroid-induced glaucoma in patients with no
0( risk factors -X<°
\)\ ‘6\
H T I O t t 0 Rezkallah Amina'(® - Kodjikian Laurent' - Malclés Ariane! - Dot Corinne?? . (\\G
N\
ransi o:re SgeﬁS 2
N\
rISq ue de gla&&m e Received: 25 May 2017 /Revised: 23 July 2017 /Accepted: 1 August 2017 é‘\e
(© Springer-Verlag GmbH Germany 2017 nfb.
A
cortpﬁne P
s o
o(\ \0
C &
a® »
N o
Q \}
v e®

R
e Différent de la triamcinolone et/ﬁ’e Viluvien

— Fitzgerald et al Clin Exp Ophthal,qﬁl 2015 Apr;43(3):234-8
— Kiddee et al Surv Ophthalm@&‘2013 58:291-310

— Campochiaro et al Opk@@glmology 2011 Apr;118(4):626-635
G ot T
7\ ,\©G g
o
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M1 POST IVT DEXA 2

O
\\
e@

o
Pl1O 32NmHg

Traltement Bithérapie
COSOPT




GO

©
BN STOP HYPOTONISANTS




AV

P10

SEGMENT
ANTERIEUR XEN en place
CA formée
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J15 XEN // M3 DEXA 2°

\\
e@

OG
AV 6/10 Ro1/3
P10

SEGMENT BDF+
ANTERIEUR XEN er place
CATormée

=
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J21 XEN // J8 DEXA 3

AV 5/10 Rol/4
BiO 8 mmHg
SEGMENT Calme
\,\© ANTERIEUR BDF+

S XEN en place

N\,

A
3
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M2,5 XEN // M2 DEXA 3

OG
AV 6/10 Ro1/3

| ommHg

SEGMENT BDF+
ANTERIEUR  XEN en plage
CA fogm/\ge

M4,5 XEN // M4 DEXA:3

S 0G

AV 6/10 Ro1/3
| 7mmHg

SEGMENT BDF+
ANTERIEUR  XEN en placg”
CA fo(gm%e

Spitaux de Lyo
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{(@)iyon 1 N\

Patient de 52 ans 8

Diabete de type 2 depﬁls 12 ans
HbAlc 8,1% “\f“ o
HTA bien eg@lllbree £

— PhakgeODG o«
— A(ﬁtecedents de PRP ODG Q‘°¢°°

SUIVI ophtalmologique peu re,guller derniere

consultation il y a plusg@\‘?, ans

b
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AV OD 41Le ETDRS
PRP complete ODG
OMC important avec EMC 743 microns

Pas d’antécédent d’IVT

(4
m&

= |Ndication IVT anti- VE@EIf chez un patlent jeune, phake

&
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21/03/2016 21/12/2016

ranibizumab n° 1
o™
22/04/2016 oS

v' 5 IVT ranibizumab la 1¢r¢
année

(suivi irregulier) N\

v GAIN DE +4 |ettres g

Ex g ranibizumab n°® 4 e e e




Diabetic Macular Edema Diagnosis and Treatmefit
in the Real World: An Analysis of Medicare €faims

<

Data (2008 to 2010] &e\\es Patients without anti-VEGF treatment for
QP DME 1 year prior to first anti-VEGF
Pravin U. Dugel, MD; Andrew Layton, BA; Rohit Varma, MD, MPH @6\0 treatment in 2008-2010
o N =772
(0)
[ Ophthalmic Surg Lasers Imaging Retina. 2016347:258-267.] 2008 2009 2010
<O n=101 n =249 n =422
@® .
| | @ | L&
* Retrospective « Medicare ;>’\§?udy of naive DME patients treated Wlth(@ﬂftl-VEGF
« Mean number of IVI: 4©°3.1 to 4.6) o
N\
<

« 19% had additionalgtiamcinolone VI, 34% additional laser RS
* 65% of patiengs\ﬁ%pped anti-VEGF during the 1st year of&e&tment
{ <

&e N
o G,(\o‘
1 © TABLE 3 N\
.LQ'\ DME Treatment Frequency Based on Numygr of Claims per Patient
Patients,n Claims,n P 1ts With Claim Mean Claims Per Patient
ASubmitted, n With Service
Services for DME 772 6,654.0% 100 8.6
Anti-VEGF Treatment for DME* 772 380 100 Qa2 )
IVTA Treatment for DME? 149 V363 19 24
Focal Laser Services for DME? 2(5.09\3\’ 611 34 24
2
o
N oo(\ —_—
©

‘ m“"«
N4 * |VTA is not indicated for DME treatment o ;
: Hépitaux de Lyon




@PLOS | ONE

PLOS ONE | DOI:10.1371/journal.pone.0149450 February 24,2016

Design

Retrospective cohort study.

Methods

RESEARCH ARTICLE

Trends in the Care of Diabetic Macular
Edema: Analysis of a National Cohort

Brian L. VanderBeek'>**, Neepa Shah', Purak C. Parikh', Livuan Ma®

2 years of follow-up

Setting: Administrative medical claims data from a large, national U.S. insurer. Study popu-
lation; Beneficiaries of a U.S. insurance company. Observation procedures: All incident

Table 3. 2-year cohort data on treatment types and freque ncng‘o

Results

Two-year cohorts had 233, 251 and 756 patients in 2002/3, 2006 and 2010 respectively.
One-year cohorts had 1002, 1119 and 1 32 patients in 2009, 2010 and 2011, respectively.
Both percentage of patients receivin rapy and number of treatments given increased
across the 2-year cohorts for bo cal laser and anti-vascular endothelial growth factor
(anti-VEGF) (p<0.001). Th éuﬁest use of anti-VEGF agents in any of the cohorts was in
the 2011 1-year group ]‘{\ﬁ nly averaged 3.78 injections. Focal laser was used 2.5x as fre-
guently as anti-VE ﬁljections in the most recent cohorts with only a high of 14.0% of DME
patients rece'jéf&@a ti-VEGF therapy in any of the cohorts.

Conﬂosmn
\
rdless of treatment modality (laser or injection) DME patients received vastly fewer
atments than patients in randomized control trials. Despite the proven superior visual

2002;:3\4@% 2006-8 2010-12 paiafie
Patients (PT) <843 251 756 ) (\\0"
Total Office Visits . (\0 - 787 838 2853 9\.\

'e\\ Focal Laser Treatments e‘e
% PT w/ focal laser (N) 6'\\@ 22.75% (53) 35.06% (88) 36.64% (272{\@\\ <0.001
Total focal lasers performed 68 158 55?Q’b
Range of focals performec - 0-4 0-10 _ 080
# Focalsffocal PT (sn{‘e'f’ 1.28 (0.63) 1.80 (1.39) 6\999 (1.44) <0.001
# Focalsftotal vis&@&b) 8.64% (0.28) 18.85% (0.39) ,\o(\* 19.34% (0.40) <0.001
© Anti-VEGF Treatments 600\'
% PT i-VEGF (N) 0% (0) 200% (5) (O 14.55% (110) <0.001
Total /Anti-VEGF injections 0 10 (eQ 430
Range of injections performed 0 Oc}.e' 0-15
# Injections/anti-VEGF PT (SD) 0 (NA) /2‘&9(1.00) 3.91(3.21) 0.19
# Injections/total visits (SD) 0 (NA) 0@ 1.19% (0.11) 15.07% (0.36) <0.001
Sterpi ections
% PT w/ steroid (N) 0% (0) 6'\\ 1.20% (3) 2.38% (18) 0.04
Total steroid injections 0 0(\ 3 31
Range of injections performed 0 \)‘ 0-1 0-5
# Injections/steroid PT (SD) ) 1 (0.00) 1.72 (1.18) 0.31
# Injections/total visits (SD) o(\o-b (NA) 0.36% (0.06) 1.09% (0.10) 0003
Any Treatment \
% PT with any treatment (N) A 22.75% (53) 35.86% (90) 40.48% (306) <0.001
Q

doi:10.1371/journal.pone.0149450.1003

riopiraux de Lyon



LONG TERM EFFICACY OF ANTI-VEGF: 2 YEARS

»
The United Kingdom Diabetic Retinopathy Electronic GQQ"

Medical Record Users Group, Report 1: baseline 6{66\ Egan C, et al. Br J Ophthalmol
characteristics and visual acuity outcomes in eyes o 2017;101:75-80

treated with intravitreal injections of ranlblzumagw

for diabetic macular oedema 0
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Il 3103 DME eyes
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Mean visual gain : 5 letters
Mean of 3.3 injections the 15t
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I
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lil \\ y !
0 H HI—IHHHDDD”"'DDD?;%;—,‘;? Baseline VA: 51.1 (sD 19.3) letters

0123456?89101112131415161?@0
1-year VA: 54.2 (sSD 18.6) letters
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Real Life versus RCTs Visual:Outcomes

\S
&°
18 Oxford-ARMD Q’b
16 - . i&e Interventional studies
Observational studies ° VIVID&VISTA
$14 12 *
c Escoba .o(\‘ ®ris [
g 12 & 3C00a) 0\’\ 10 * -
:10 INVICTUS [')i;\flEN\“‘(!A > 6\) %_'\ .
2 . M e [0 . RELDEX (0 8 Observational studies RESTORE
O 8 " }{r‘. ~ WMatonti = QQ & @
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= PLACID o ‘e/ s , 9\\
2 MEARN Interventional studies - S
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0 1 2 4 5 6 e | 2 4 9 8 -~
Mean number Qf’@kamethasone implant o . Meannumber of @evegf injections
~ Kodjikian et al. In submission 2
2
Real life of PEX implant shows better BIG differencg:between RCT and Real life (RBZ2)
outcomesthan both DEX RCT and Real life mainly du€ to the tight schedule of injections -
Anti-VEGF (RB2) piandatory to achieve best outcomes
RO
Udaondo P et al. Poster PO213 [slide presentation] presented at AAO, New Orleans, USA 2\@9 PREDIAMEX, Kodjikian L et al. Slides presentation SFO, France; 2017.
Medeiros MD et al. Ophthalmologica 2013;231:141-146. DIMENSION, Akesbi J et al. Slides presentation SFO, France; 2017
Escobar-Barranco JJ et al. Ophthalmologica 2015;233(3-4):176-85. \ Malclés A et al. Retina. 2017 Apr;37(4):753-760
Guigou S et al. J Fr Ophthalmol 2014;37:480-485. 6,\ Callanan DG et al. Ophthalmology. 2013 Sep;120(9):1843-51.
Aknin | et al. Ophthalmologica 2016;235(4):187-8. Q) Callanan DG et al. Graefes Arch Clin Exp Ophthalmol. 2017 Mar;255(3):463-473.
Chhablani et al. Eye (Lond). 2016 Mar;30(3):426-30. \‘O Boyer DS et al. Ophthalmology. 2014 Oct;121(10):1904-14.
Matonti F et al. Eur J Ophthalmol. 2016 Aug 4;26(5):454-9. 9\’ Fraser-Bell S et al. Ophthalmology. 2016 Jun;123(6):1399-401.
INVICTUS, Matonti F et al. Slides presentation SFO, France; 2016‘9 Adapté de Kiss S et al. Clin Ophthalmol. 2014 Aug 26;8:1611-21.
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call|\/T N°1 ranibizumab
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M+1 IVT n°1 ranibizumab
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IVT N°2 ranibizumab
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switch précoce vers DEXA
car pas eff. fonctionnelle (gain <5

2 'Iettgfr Sy lettres) ni anatomique (W< 20%)

M+1 IVT n°1 DEXA
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SRS \1+4 IVT n°1 DEXA

& M+6 IVT n°1 DEXA
IVT N°2 DEXA
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s Pas encore d’aggravation
# de la cataracte
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60 lettres

60 lettres
59 lettres Pas d’ameélioration

60 lettres

58 W ik e Ré pond eu
anatomigtre
seulement

STOP aflibercept

SWITCH DEXA
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60 lettres &
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«>°Q® anatomique
o“Q’{eg :
@ DEXA et moins
v d’injections !
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