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Abstract

Background: To compare the effect of bimatoprost and the fixed combination latanoprost-timolol (LTFC) on 24-hour
systolic (SBP) and diastolic (DBP) blood pressure and on 24-hour ocular perfusion pressure (OPP).

Methods: 200 patients with glaucoma or ocular hypertension, controlled on the unfixed combination of latanoprost
and timolol or eligible for dual therapy being not being fully controlled on monotherapy were enrolled in a
randomized, double-masked, placebo-controlled, multicentre clinical trial. They were randomized to LTFC (8 a.m.)
or bimatoprost (8 p.m.) and received 24-hour IOP curve at baseline, 6 and 12 weeks (supine and sitting position
IOPs were recorded at 8 p.m., midnight, 5 a.m., 8a.m., noon and 4 p.m.). Holter 24-hour blood pressure curve was
obtained between weeks 2 and 12. SBP, DBP, OPP were calculated and compared with ANOVA. Rates of diastolic
OPP (DPP) ≤50, ≤40, ≤30 mmHg in the 2 groups were calculated and compared using Fisher’s test.

Results: Mean baseline SBP and DBP were 136.5 ± 18.3 vs 134.2 ± 20.1 mmHg (p = 0.1) and 79.1 ± 10.2 vs 78.2 ± 10.1
mmHg (p = 0.4) in the bimatoprost and LTFC groups respectively. Holter SBP was significantly higher for bimatoprost
(135.1 mmHg vs 128.1 mmHg, p = 0.04), while no statistically significant difference in DBP was found. DPP was similar in
the 2 groups, and proportions of patients with at least one value of the 24-hour curve ≤50, ≤40, ≤30 mmHg were 94%,
86%, 41% respectively.

Conclusions: Bimatoprost and LTFC had similar DBPs and OPPs; SBP was significantly lower with LTFC. In this study,
the percentage of “dippers” was considerably higher than the one described in previous studies on the role of
perfusion pressure in glaucoma.

Trial registration: NCT02154217, May 21, 2014.
Background
Primary open angle glaucoma (POAG) is a disease whose
pathogenesis is not completely clear [1]. There is evidence
that elevated intraocular pressure (IOP) is a strong risk
factor for both occurrence and progression of glaucoma
[2,3] and also that IOP reduction can be highly protective
from worsening of the disease [4]. However, IOP alone
can hardly explain all of the pathogenesis of glaucoma and
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the importance of vascular factors, in particular of perfu-
sion pressure (PP), has been ascertained in a number of
epidemiologic studies and clinical trials as well [5-8]. Low
values of diastolic perfusion pressure (DPP) have been
reported to be a major risk factor for the incidence of
glaucoma [9,10], and a decreased DPP was found to be
a significant predictor for glaucoma progression [11-13].
Yet, the “independent” role of PP in the pathogenesis of
the disease is debated [14]; a further issue is the way PP is
calculated and assessed in multivariate analyses together
with IOP [15]. Evaluation of both IOP and PP is often a
critical point in the context of an epidemiologic study and
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in a clinical trial as well. Both parameters can, in fact,
considerably vary during the 24-hour and can be sus-
ceptible to a number of other variables (time point of
the day or night, concomitant use of systemic or local
drugs, emotional stress during the measurement, etc.).
Probably the best way to evaluate IOP rhythm is by
means of 24-hour measurements [16-20], while the
24-hour Holter recording is the most appropriate pro-
cedure to get an estimate of the systemic blood pressure
during a 24-hour period.
The effect of beta-blockers and prostaglandin analogues

on IOP reduction is well known [21], whereas these drugs’
effect on PP has been studied only more recently [22,23].
A European multicenter randomized clinical trial was con-
ducted with the aim of comparing the effectiveness and
safety of bimatoprost and of the LTFC in lowering IOP
in patients with POAG or OH when switched from a
non-fixed combination of latanoprost and timolol, and
the findings have been published [24]. The objective of
this paper was to investigate the effect of these drugs
on PP, assess the number of patients “at risk” due to low
DPP despite apparently good IOP control and to calculate
the proportion of time in a day when patients were, on
average, below PP values that we conventionally consider
as “potentially safe”.

Methods
The study was carried out at 7 European University Eye
Clinics after the approval of the Ethics Committee of
the Universities of Milan, Rome, Bari (Italy), Larissa,
Thessaloniki (Greece), Dresden, Magdeburg (Germany),
Basel (Switzerland). All patients signed a written informed
consent form. The patients and the methods of this trial
have been described in a previous paper [24]; in this paper,
we described in detail the methods for evaluation of IOP
and blood pressure and their analyses. Patients’ inclusion
criteria were the following:
Inclusion criteria:

– POAG/PEX or OH patients aged 18 years or more
– patients controlled (IOP <21 mmHg) on the unfixed

combination of latanoprost and timolol for at least 3
months prior to the baseline visit.

– patients on monotherapy either with latanoprost or
timolol eligible for dual therapy (IOP >21 mmHg, or
target IOP not reached).

Exclusion criteria:

– contraindications to beta-blockers
– closed/barely open anterior chamber angles or

history of acute angle closure.
– ocular surgery or argon laser trabeculoplasty within

the last 3 months.
– ocular inflammation/infection occurring within 3
months prior to pre-trial visit.

– neovascular glaucomas.
– hypersensitivity to benzalkonium chloride or to any

other component of the trial drug solutions.
– other abnormal ocular condition or symptom

preventing the patient from entering the trial.
– patients on either bimatoprost or the LTFC
– patients who had undergone refractive surgery
– inability to adhere to treatment/visit plan.
– participation in any other clinical trial (i.e., requiring

informed consent) within one month prior to pre-study
visit.

– pregnancy, nursing, or, if applicable, not using
adequate contraception.

– any drug known to affect IOP.
Study design
This was a 12-week, multicentre, randomized, double-
masked study. The trial was conducted in accordance
with the ethical principles that have their origins in the
Declaration of Helsinki and its amendment of October
2000 (Edinburgh, Scotland), the European Guidelines
on Good Clinical Practice (GCP) and the International
Conference on Harmonisation (ICH) Guidelines. The
trial included five visits: 1) patients were checked for
eligibility at the pre-trial screening visit; if potentially
eligible, only patients on monotherapy started wash-in
medications (unfixed combination of latanoprost and
timolol) after the screening visit; 2) baseline visit after
at least 6 weeks of wash-in; 3) week 2 visit (safety visit
including biomicroscopy, single IOP measurement and
evaluation of adverse events); 4) week 6 visit; 5) week
12 visit. At the end of the study (3 weeks after week 12
visit) a safety visit was optional.
The baseline visit and the week 6 and 12 visits re-

quired hospitalization and patients were evaluated for 24
hours. Patients were hospitalized at 7 pm to undergo a
24-hour IOP assessment. Supine and sitting position IOP
was measured at 8 pm, midnight, 5 am, 8 am, noon, and
4 pm; 15 minutes around the time point were allowed. At
8 pm and at 8 am, the study drops were administered by
the study personnel. Both 8 a.m. and 8 p.m. tonometric
recordings were performed before study drugs were ad-
ministered. Supine IOP was measured using the hand-
held Perkins tonometer with the patient resting on a
bed for at least 10–15 minutes. Sitting IOP was measured
with the Goldmann applanation tonometer. At each time
point IOP was measured twice, and then averaged. If the 2
recordings were not within 2 mmHg a third measurement
was taken and the average calculated. All assessments
were performed by the same well-trained evaluators differ-
ent from the study personnel administrating the drugs.



Table 1 Patients’ main characteristics

Bimatoprost LTFC

Total 101 99

Age, mean (sd) 64.7 (11.5) 67.8 (10.8)

Male (%) 55 (54.5) 53 (53.5)

POAG/PEX (%) 78 (77) 80 (81)

OH (%) 23 (23) 19 (19)

MD, mean (sd) −4.2 (2.3 dB) −4.6 (2.7 dB)

CCT, mean (sd) 543 (38 μm) 535 (39 μm)

Systemic Drugs

Antihypertensives (%) 42 (41) 40 (40)

Antidepressants (%) 6 (6) 8 (8)

Hypoglycemics oral (%) 11 (11) 13 (13)

Cholesterol-lowering drugs (%) 13 (13) 15 (15)

Antiarrhythmics (%) 5 (5) 4 (4)

LTFC: latanoprost/timolol fixed combination; sd: standard deviation; POAG:
primary open-angle glaucoma; PEX pseudoexfoliative glaucoma; OH: ocular
hypertension; MD: mean deviation; CCT: central corneal thickness.
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On an outpatient basis, the patients underwent a
Holter 24-hour blood pressure recording not earlier
than 2 weeks after having started the trial medications.

Study treatments
Patients on monotherapy (either latanoprost or timolol)
underwent a wash-in phase lasting 6 weeks. Wash-in treat-
ment consisted in timolol (Timolol XE morning adminis-
tration) and latanoprost (Xalatan evening administration).
After baseline 24-hour evaluation, each patient was allo-
cated to one of the two treatment groups according to a
centralized computer-generated randomisation code list
prepared and kept at each institute by an independent
administrator: 1) LTFC (Xalacom) at 8 am + placebo at
8 pm; 2) placebo at 8 am+ bimatoprost (Lumigan) at 8 pm.
Identical bottles were used for masking purposes.

Definitions
The nocturnal period was from 11 pm to 7 am. Perfu-
sion pressure was calculated as blood pressure (systolic,
diastolic) minus IOP (taken from the habitual body pos-
ition readings). During the Holter acquisition, blood pres-
sure was measured every 15 minutes as opposite to IOP,
which was measured every 4 hours. For the aims of the
study, it was important to consider values which were
less affected as possible by disturbing factors (such as
sudden awakening, change in body position, exposure
to light etc.).
In order to use all available BP readings (ideally 96 per

patient), we arbitrarily calculated perfusion pressure by
subtracting the closest IOP reading to BP. For sake of
clarity, considering the period from 10:00 pm to 9:59 am,
perfusion pressures for BP collected between 10:00 pm
and 1:59 am were calculated using the midnight IOP
measurement; from 2:00 am to 5:59, the 4 am IOP reading
was subtracted to the singles BP readings, whereas from
6:00 to to 9:59 am, the 8 am IOP reading was used.

Statistical analysis
Comparisons between treatments and within the 2 treat-
ment groups with baseline were carried out with ANOVA.
The following parameters were compared: a. IOP at base-
line, at week 6 and week 12; b. IOP difference between
baseline and week 12; c. 24-hour diastolic blood pressure
(DBP), 24-hour systolic blood pressure (SBP) at the time
of Holter acquisition; 24-hour DPP, 24-hour SPP at the
time of Holter acquisition; nocturnal DPP, nocturnal SPP
at the time of Holter acquisition.
The study population (as a whole and for subgroups)

was also stratified based on the mean nocturnal DPP
(using cut-off values of ≤50, ≤45, ≤40, ≤35, ≤30 mmHg).
For each cut-off value, mean nocturnal DPP were calcu-
lated and compared. Rates of DPP ≤50, ≤45, ≤40, ≤35, ≤30
mmHg in the 2 groups were calculated and compared
using Fisher’s test. In addition, the proportion of time
in the day when DPP was below a given cut-off value
was calculated.
The details of sample size calculation are reported in

another paper [24] and were based on the 24-hour mean
change in IOP. In the estimates below, the significance
level was set to 5% and the power to 80%. The numbers
of 81 patients per group (1-sided test) and 102 patients per
group (2-sided test) were calculated for a delta of 1.5 mmHg
and a standard deviation of 3.8 mmHg. P-values were
adjusted for multiple comparisons (Bonferroni corrections).

Results
A total of 200 patients were enrolled in the trial. All pa-
tients completed the study. A protocol violation occurred
for two patients: one was treated for a bacterial conjunc-
tivitis and another started a therapy with a systemic beta-
blocker during the study. All data presented in the paper
refer to the intention-to-treat analysis. Per-protocol ana-
lysis showed very similar results. Patients’ main character-
istics are shown in Table 1. The majority of patients had
initial to moderate glaucoma and about 20% of cases had
OH. Treatment for systemic hypertension was common
and 40% of the whole sample was taking an antihyperten-
sive drug.
Results about IOP and PP are reported in Table 2.

Very similar IOP levels at baseline and at 12 weeks were
found in the 2 groups and no statistically significant
difference was shown at any comparison. Baseline (i.e.
under the unfixed combination of latanoprost and timolol)
mean IOP was 16.3 mmHg (3.3) vs 15.5 mmHg (2.9) in
bimatoprost and LTFC groups respectively and similar
figures were shown when nocturnal IOPs were analyzed.



Table 2 Comparison of intraocular, systemic and
perfusion pressures (mmHg) in the 2 groups

Bimatoprost LTFC p-value

Baseline IOP (sd) 16.3 (3.3) 15.5 (2.9) 0.2

Baseline nocturnal IOP (sd) 16.9 (3.6) 16.0 (3.3) 0.3

Baseline SBP (sd) 136.5 (18.3) 134.2 (20.1) 0.1

Baseline DBP (sd) 79.1 (10.2) 78.2 (10.1) 0.4

Baseline nocturnal SBP (sd) 121.0 (13.8) 122.1 (15.8) 0.3

Baseline nocturnal DBP (sd) 72.7 (7.9) 73.2 (9.5) 0.4

Baseline SPP (sd) 120.2 (15.7) 118.7 (16.8) 0.3

Baseline DPP (sd) 62.8 (6.9) 62.7 (8.2) 0.6

Baseline nocturnal SPP (sd) 104.1 (13.1) 106.1 (16.4) 0.2

Baseline nocturnal DPP (sd) 55.8 (8.0) 57.2 (12.1) 0.1

12 week IOP (sd) 16.1 (2.5) 16.3 (3.7) 0.7

12 week nocturnal IOP (sd) 16.1 (2.6) 16.1 (3.9) 0.8

Holter SBP (sd) 135.1 (16.7) 128.1 (15.3) 0.04

Holter DBP (sd) 79.5 (8.3) 78.7 (11.8) 0.4

Holter nocturnal SBP (sd) 124.8 (14.4) 120.0 (14.5) 0.08

Holter nocturnal DBP (sd) 71.7 (7.9) 70.6 (11.3) 0.2

Holter SPP (sd) 119.0 (10.8) 111.8 (15.3) 0.03

Holter DPP (sd) 63.4 (8.0) 62.4 (11.1) 0.1

Holter nocturnal SPP (sd) 108.7 (14.4) 103.9 (17.3) 0.07

Holter nocturnal DPP (sd) 55.6 (7.4) 54.5 (12.3) 0.2

LTFC: latanoprost/timolol fixed combination; IOP: intraocular pressure; sd:
standard deviation; SBP: systolic blood pressure; DBP: diastolic blood pressure;
SPP: systolic perfusion pressure; DPP: diastolic perfusion pressure.
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Also SBP and DBP were very similar at baseline in the 2
groups and, as expected, were significantly lower during
the night (p = 0.01). There was no statistically significant
difference between the study drugs for all comparisons
but for Holter SBP and SPP that were significantly higher
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Figure 1 Percentage of patients showing at least 1 DPP below the giv
in the group treated with bimatoprost (135.1 mmHg vs
128.1 mmHg and 119.0 mmHg vs 111.8 mmHg in bimato-
prost and LTFC groups respectively, p = 0.04, p = 0.03).
Figure 1 is showing the proportion of patients who had

at least 1 DPP reading below a given cut-off value. More
than 90% of the patients had at least one DPP measure-
ment below 50 mmHg, more than 80% below 40 mmHg
and about 40% of patients had one reading of 30 mmHg
or less. The fraction of time during the 24-hour on which
patients remained with DPP below a given cut-off value
is reported in Table 3. During the 24-hour curve, these
patients were exposed to DPP < 50, 40, 30 mmHg for
respectively 3 h 30’ ± 2 h 16’ (range, 30’; 10 h), 1 h 7’ ± 1 h
2’ (0; 5 h 30’), 10’ ± 16’ (0; 1 h 30’), being respectively 13.9 ±
9.0 (range, 1; 40), 4.7 ± 4.1 (0; 22), 1.0 ± 1.2 (0; 6) the num-
ber of time-points at which DPP fell below the given value.
No statistically significant difference was found between the
two study treatments. Thirty-eight percent of low DPP
values were found during office hours (8 am-4 pm), com-
pared to 62% outside office-hours. Twenty-nine percent of
low DPP occurred at night.
Discussion
The results of this study show that both IOP and PP can
be very similar in a group of patients treated with bima-
toprost or with LTFC. In fact, with the exception of SBP
and SPP that were higher in the group receiving bimato-
prost, all other comparisons did not show any statisti-
cally significant difference. No major effect of timolol in
lowering PP could be evidenced in this trial. As a second-
ary result, we found that low DPP values were a common
finding in our trial population, despite this sample had a
very well controlled 24-hour IOP. Nearly all cases had at
least one DPP reading below 50 mmHg and 40% below
0 <25 <20 <15 <10 <5

DPP

en cut-off values.



Table 3 Exposure time (during a 24-hour period) to DPP
below given cut-off values

DPP cut-off Mean (hours, minutes) sd Range

<50 mmHg 3 h 30’ 2 h 16’ 30’;10 h

<45 mmHg 2 h 6’ 1 h 40’ 0; 8h

<40 mmHg 1 h 7’ 1 h 2’ 0; 5 h 30’

<35 mmHg 26’ 30’ 0; 2 h

<30 mmHg 10’ 16’ 0; 1 h 30’

DPP: diastolic perfusion pressure; sd: standard deviation.
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30 mmHg. Furthermore, on average, patients were exposed
to a DPP <50 mmHg for more than 3 hours per day.
The effect of timolol on PP is debated. A recent 24-

hour study found that timolol (both solution and gel
formulations) had no relevant effect on BP and PP in
patients with POAG [25]. In another clinical trial where
the timolol add-on therapy in prostaglandin treated glau-
coma patients was evaluated, larger PP fluctuations were
recorded after timolol [26]. In another recent prospective
cross-over study, timolol was found to cause retinal vascu-
lar dysregulation in response to posture change in 30% of
the trial sample after 6 weeks of treatment [27]. In our
trial, timolol did not seem to have a clinically relevant
effect in influencing the 24-hour PP.
A secondary, yet important finding of the present trial,

was the recording of low nocturnal DPP values in a group
of glaucoma patients. The clinical relevance of such a find-
ing is not known but it certainly deserves some discussion.
The role of PP in the pathogenesis (and progression) of
glaucoma is not completely clear, although large epidemi-
ologic studies have shown that ocular PP is a risk factor
for the prevalence, incidence and progression of glaucoma
[28-32]. Data from clinical trials seem to confirm the
importance of PP: in the Early Manifest Glaucoma Trial
(EMGT) [3], patients with low SPP tended to progress
faster, and low SSP was a significant predictor of pro-
gression with an almost 50% higher risk; a recent report
from the “Low-pressure Glaucoma Treatment study”
showed that lower mean ocular perfusion pressure in-
creased the risk for reaching a progression outcome [11].
A high proportion of patients in this trial was exposed

to low PP values for a variable amount of time. It is hard
to tell whether this risk is clinically relevant; unfortu-
nately, the study was not designed with this objective
and the short-term assessment of IOP and PP, the type
of patients included (young and not selected according
to the risk for low PP) are strongly limiting the possibility
of a correct interpretation of our findings. Only long-term
clinical trials assessing both visual field progression and
24-hour circadian IOP and PP in high-risk (e.g. older pa-
tients, patients treated with evening-dosed systemic
anti-hypertensive medications) glaucoma patients will
provide a conclusive answer. Other study limitations
include: 1. Holter pressures and IOPs were not re-
corded at the same time; thus, at least potentially, all or
some of the PP values that were derived from Holter
could be wrong. On the other hand, with such study
design Holter readings were not influenced by sudden
awakenings that could not be avoided when IOP was
measured at night and may result in a better estimate of
the “true” pressures occurring during the sleeping period;
2. Patients in the trial were part of a highly selected popu-
lation: they had well controlled IOP values, and, belonging
to a study group, they probably tended to better adhere to
treatment protocol; as a results they were likely to have
better IOPs and PPs than the general glaucoma popula-
tion. This, of course, decreases the generalizability of the
findings; 3. The timing of drugs administration that could
have influenced our findings: in this trial LTFC was ad-
ministered in the morning (as suggested when the study
was planned) while there is now evidence that it can be
more effective when given in the evening [33,34]. The
strengths of this study should be also reported. First, at
least to our knowledge, this is the biggest randomized clin-
ical trial ever carried out with 24-hour circadian IOP and
PP as outcomes in glaucoma patients. Second, the multi-
centre design and the stability of the IOP profile under the
2 study drugs reinforce the validity of our observations.
The vast majority of the evidence about the role of PP in
glaucoma comes from large epidemiologic studies or clin-
ical trials where information on IOP is limited to single or
few observations. It is reasonable to assume that our study
could provide a more accurate estimate of the PPs in a
POAG and OH patient population.
The “true” role of IOP variability and, consequently,

PP in the pathogenesis of POAG and its progression will
remain debated until a reliable tool to assess continuous
IOP (and PP) will be clinically available. It seems we are
not there yet; surrogate methods, as the one we used in
this trial are probably the best options to get an estimate
of short-term IOP variability and PP, though, we are
aware, still far from perfection.

Conclusions
In conclusion, low values of DPP are a common findings
in glaucoma patients, even when IOP is under optimal
control. A significant proportion of such patient can be
exposed to “risky” PP values for a certain amount of
time. The clinical meaning of this finding is still to be
determined.

Competing interests
In the past five years, all Authors received reimbursements for participation
to meetings and fees for lectures at meetings or advisory boards from
Allergan.
Allergan did not finance this manuscript (including the article-processing
charge).
None of the Authors holds or is currently applying for any patents relating to
the content of the manuscript.



Rossetti et al. BMC Ophthalmology 2015, 15:7 Page 6 of 7
http://www.biomedcentral.com/1471-2415/15/7
None of the Authors has non-financial competing interests.

Authors’ contributions
LR: conceived of the study, and participated in its design and coordination,
participated in the sequence alignment and drafted the manuscript. MS:
participated in the sequence alignment and drafted the manuscript. CHK:
conceived of the study, and participated in its design and coordination,
participated in the sequence alignment and drafted the manuscript. FT:
conceived of the study, and participated in its design and coordination,
participated in the sequence alignment and drafted the manuscript. MV:
participated in study design and coordination. MC: participated in study
design and coordination. AB: participated in study design and coordination.
CV: conceived of the study, and participated in its design and coordination,
participated in the sequence alignment and drafted the manuscript. DG:
participated in study design and coordination. PF: conceived of the study,
performed the statistical analysis, and participated in its design and
coordination, participated in the sequence alignment and drafted the
manuscript. All authors read and approved the final manuscript.

Acknowledgements
This study was presented at ARVO, Fort Lauderdale FL, May 2009.
This study was funded by an unrestricted grant from Allergan, Inc.

Author details
1Clinica Oculistica, Dipartimento di Medicina, Chirurgia e Odontoiatria,
Università di Milano, Ospedale San Paolo, Via di Rudinì 8, 20142 Milan, Italy.
2Department of Ophthalmology, University of Thessaly School of Medicine,
Larissa, Greece. 3Department of Ophthalmology, School of Medicine, Aristotle
University of Thessaloniki, American Hellenic Educational Progressive
Association (AHEPA) Hospital, Thessaloniki, Greece. 4Anthea Hospital, GVM
Care and Research, Bari, Italy. 5DSCMT Università di Roma ‘Tor Vergata’; IRCCS
Fondazione G.B. Bietti, Rome, Italy. 6University Hospital Carl Gustav Carus
Dresden, Technical University Dresden, Dresden, Germany. 7Augenklinik der
Otto von Guericke Universität Magdeburg, Magdeburg, Germany.
8Department of Ophthalmology, University Hospital Basel, University Basel,
Basel, Switzerland.

Received: 28 April 2014 Accepted: 10 January 2015
Published: 22 January 2015

References
1. Casson RJ, Chidlow G, Wood JP, Crowston JG, Goldberg I. Definition of

glaucoma: clinical and experimental concepts. Clin Exp Ophthalmol.
2012;40:341–9.

2. De Moraes CG, Demirel S, Gardiner SK, Liebmann JM, Cioffi GA, Ritch R,
et al. Effect of treatment on the rate of visual field change in the ocular
hypertension treatment study observation group. Invest Ophthalmol Vis Sci.
2012;53:1704–9.

3. Leske MC, Heijl A, Hyman L, Bengtsson B, Dong L, Yang Z, et al. Predictors
of long-term progression in the early manifest glaucoma trial. Ophthalmology.
2007;114:1965–72.

4. Maier PC, Funk J, Schwarzer G, Antes G, Falck-Ytter YT. Treatment of ocular
hypertension and open angle glaucoma: meta-analysis of randomised
controlled trials. BMJ. 2005;331(7509):134.

5. Zheng Y, Wong TY, Mitchell P, Friedman DS, He M, Aung T. Distribution of
ocular perfusion pressure and its relationship with open-angle glaucoma:
the singapore malay eye study. Invest Ophthalmol Vis Sci. 2010;51:3399–404.

6. Memarzadeh F, Ying-Lai M, Chung J, Azen SP, Varma R, Los Angeles Latino
Eye Study Group. Blood pressure, perfusion pressure, and open-angle glaucoma:
the Los Angeles Latino Eye Study. Invest Ophthalmol Vis Sci. 2010;51:2872–7.

7. Leske MC. Ocular perfusion pressure and glaucoma: clinical trial and
epidemiologic findings. Curr Opin Ophthalmol. 2009;20:73–8.

8. Hulsman CA, Vingerling JR, Hofman A, Witteman JC, de Jong PT. Blood
pressure, arterial stiffness, and open-angle glaucoma: the Rotterdam study.
Arch Ophthalmol. 2007;125:805–12.

9. Bonomi L, Marchini G, Marraffa M, Bernardi P, Morbio R, Varotto A. Vascular
risk factors for primary open angle glaucoma: the Egna-Neumarkt Study.
Ophthalmology. 2000;107:1287–93.

10. Leske MC, Wu SY, Hennis A, Honkanen R, Nemesure B, BESs Study Group.
Risk factors for incident open-angle glaucoma: the Barbados Eye Studies.
Ophthalmology. 2008;115:85–93.
11. De Moraes CG, Liebmann JM, Greenfield DS, Gardiner SK, Ritch R, Krupin T,
et al. Risk factors for visual field progression in the low-pressure glaucoma
treatment study. Am J Ophthalmol. 2012;154:702–11.

12. Okumura Y, Yuki K, Tsubota K. Low diastolic blood pressure is associated
with the progression of normal-tension glaucoma. Ophthalmologica.
2012;228:36–41.

13. Janulevičiene I, Ehrlich R, Siesky B, Nedzelskienė I, Harris A. Evaluation of
hemodynamic parameters as predictors of glaucoma progression.
J Ophthalmol. 2011;2011:164320.

14. Ramdas WD, Wolfs RC, Hofman A, de Jong PT, Vingerling JR, Jansonius NM.
Ocular perfusion pressure and the incidence of glaucoma: real effect or
artifact? The Rotterdam Study. Invest Ophthalmol Vis Sci. 2011;52:6875–81.

15. Khawaja AP, Crabb DP, Jansonius NM. The role of ocular perfusion pressure
in glaucoma cannot Be studied with multivariable regression analysis
applied to surrogates. Invest Ophthalmol Vis Sci. 2013;54:4619–20.

16. Mosaed S, Liu JH, Weinreb RN. Correlation between office and peak
nocturnal intraocular pressures in healthy subjects and glaucoma patients.
Am J Ophthalmol. 2005;139:320–4.

17. Fogagnolo P, Orzalesi N, Ferreras A, Rossetti L. The circadian curve of
intraocular pressure: can we estimate its characteristics during office hours?
Invest Ophthalmol Vis Sci. 2009;50:2209–15.

18. Quaranta L, Katsanos A, Russo A, Riva I. 24-hour intraocular pressure and
ocular perfusion pressure in glaucoma. Surv Ophthalmol. 2013;58:26–41.

19. Quaranta L, Konstas AG, Rossetti L, Garcia-Feijoo J, O'Brien C, Nasr MB, et al.
Untreated 24-h intraocular pressures measured with Goldmann applanation
tonometry vs nighttime supine pressures with Perkins applanation tonometry.
Eye (Lond). 2010;24:1252–8.

20. Konstas AG, Quaranta L, Mikropoulos DG, Nasr MB, Russo A, Jaffee HA, et al.
Peak intraocular pressure and glaucomatous progression in primary open-angle
glaucoma. J Ocul Pharmacol Ther. 2012;28:26–32.

21. van der Valk R, Webers CA, Schouten JS, Zeegers MP, Hendrikse F, Prins MH.
Intraocular pressure-lowering effects of all commonly used glaucoma drugs:
a meta-analysis of randomized clinical trials. Ophthalmology. 2005;112:1177–85.

22. Quaranta L, Gandolfo F, Turano R, Rovida F, Pizzolante T, Musig A, et al.
Effects of topical hypotensive drugs on circadian IOP, blood pressure, and
calculated diastolic ocular perfusion pressure in patients with glaucoma.
Invest Ophthalmol Vis Sci. 2006;47:2917–23.

23. Orzalesi N, Rossetti L, Bottoli A, Fogagnolo P. Comparison of the effects of
latanoprost, travoprost, and bimatoprost on circadian intraocular pressure in
patients with glaucoma or ocular hypertension. Ophthalmology. 2006;113:239–46.

24. Rossetti L, Karabatsas CH, Topouzis F, Vetrugno M, Centofanti M, Boehm A,
et al. Comparison of the effects of bimatoprost and a fixed combination of
latanoprost and timolol on circadian intraocular pressure. Ophthalmology.
2007;114:2244–51.

25. Quaranta L, Katsanos A, Floriani I, Riva I, Russo A, Konstas AG. Circadian
intraocular pressure and blood pressure reduction with timolol 0.5%
solution and timogel 0.1% in patients with primary open-angle glaucoma.
J Clin Pharmacol. 2012;52:1552–7.

26. Januleviciene I, Siaudvytyte L, Diliene V, Barsauskaite R, Paulaviciute-Baikstiene D,
Siesky B, et al. Comparison of intraocular pressure, blood pressure, ocular
perfusion pressure and blood flow fluctuations during dorzolamide versus
timolol add-on therapy in prostaglandin analogue treated glaucoma subjects.
Pharmaceuticals. 2012;5:325–38.

27. Feke GT, Rhee DJ, Turalba AV, Pasquale LR. Effects of dorzolamide-timolol and
brimonidine-timolol on retinal vascular autoregulation and ocular perfusion
pressure in primary open angle glaucoma. J Ocul Pharmacol Ther. 2013;29:639–45.

28. Costa VP, Jimenez-Roman J, Carrasco FG, Lupinacci A, Harris A. Twenty-four-
hour ocular perfusion pressure in primary open-angle glaucoma. Br J
Ophthalmol. 2010;94:1291–4.

29. Cherecheanu AP, Garhofer G, Schmidl D, Werkmeister R, Schmetterer L.
Ocular perfusion pressure and ocular blood flow in glaucoma. Curr Opin
Pharmacol. 2013;13:36–42.

30. Leske MC, Wu SY, Hennis A, Honkanen R, Nemesure B. Risk factors for
incident open-angle glaucoma: the Barbados Eye Studies. Ophthalmology.
2008;115:85–93.

31. Quigley HA, West SK, Rodriguez J, Munoz B, Klein R, Snyder R. The
prevalence of glaucoma in a population-based study of Hispanic subjects:
Proyecto VER. Arch Ophthalmol. 2001;119:1819–26.

32. Topouzis F, Wilson MR, Harris A, Founti P, Yu F, Anastasopoulos E, et al.
Association of open-angle glaucoma with perfusion pressure status in the
Thessaloniki Eye Study. Am J Ophthalmol. 2013;155:843–51.



Rossetti et al. BMC Ophthalmology 2015, 15:7 Page 7 of 7
http://www.biomedcentral.com/1471-2415/15/7
33. Diestelhorst M, Larsson LI, European Latanoprost Fixed Combination Study
Group. A 12 week study comparing the fixed combination of latanoprost
and timolol with the concomitant use of the individual components in
patients with open angle glaucoma and ocular hypertension. Br J
Ophthalmol. 2004;88:199–203.

34. Diestelhorst M, Larsson LI, European-Canadian Latanoprost Fixed Combination
Study Group. A 12-week, randomized, double-masked, multicenter study
of the fixed combination of latanoprost and timolol in the evening versus
the individual components. Ophthalmology. 2006;113:70–6.

doi:10.1186/1471-2415-15-7
Cite this article as: Rossetti et al.: Comparison of the effects of bimatoprost
and a fixed combination of latanoprost and timolol on 24-hour blood and
ocular perfusion pressures: the results of a randomized trial. BMC
Ophthalmology 2015 15:7.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Methods
	Study design
	Study treatments
	Definitions
	Statistical analysis

	Results
	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

