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ABSTRACT: PURPOSE: To compare IOP(intraocular pressure) lowering efficacy and ocular 

tolerability of dorzolamide 2% thrice daily and brinzolamide 1% twice daily, for three months, in a 

North-Indian population. METHODS: A prospective, randomized comparison in which 100 eyes of 50 

subjects received dorzolamide 2% thrice daily or brinzolamide 1% twice daily for 3 months. 

Intraocular pressure diurnal variation, visual analogue pain/discomfort score, central corneal 

thickness and ocular and systemic symptom queries were completed at baseline, 3 weeks, and 3 

months. RESULTS: Both agents produced clinically and statistically significant (P <.001) decreases in 

IOP. Mean intraocular pressure changes after brinzolamide 1% twice daily (-3.4 to -5.8 mm Hg 

reduction of mean IOPs by time of day) were statistically equivalent (confidence limit <1.5 mm Hg) to 

dorzolamide 2% three times a day (-3.9 to -5.6 mm Hg reduction of mean IOPs by time of day). The 

incidence of chronic ocular discomfort (burning and stinging) on instillation of brinzolamide was 8% 

compared to 28% on treatment with dorzolamide. Immediate visual analogue scores were also 

significantly higher (P <0.005) among patients receiving dorzolamide compared to brinzolamide. 

CONCLUSIONS: Both Brinzolamide 1.0% twice daily and Dorzolamide 2% thrice daily produced 

clinically relevant and statistically significant IOP reductions, and were statistically equivalent when 

compared. Brinzolamide produced significantly less ocular discomfort (burning and stinging) both 

immediately on instillation and on chronic use compared to Dorzolamide. This, combined with the 

twice daily dosing, can help improve compliance among patients. 
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INTRODUCTION: Dorzolamide, a carbonic anhydrase inhibitor, was FDA approved in 1994 for the 

treatment of elevated intraocular pressure in primary open angle glaucoma and ocular 

hypertension.[1] It was introduced as an alternative to the oral carbonic anhydrase inhibitor 

acetazolamide, to avoid its undesirable systemic adverse events. Dorzolamide has been a popular 

adjunctive agent and is used not infrequently as monotherapy. Dorzolamide reduces the intraocular 

pressure by 10–26% as a monotherapy agent and has eliminated most of the systemic symptoms 

commonly associated with acetazolamide [2-6].  It was approved for marketing in India in 2003. [7] 

Most frequent adverse events reported are burning, stinging, discomfort and bitter taste 

following instillation of the solution.[2-6] Ocular allergy and superficial punctuate keratitis occur in 10-

15% of patients. Others include conjunctivitis, eyelid inflammation and irritation. Blurred vision, 

dryness, tearing, and photophobia have been reported in 1-5%. 
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Irreversible corneal edema in patients having compromised endothelium has been reported 

following topical dorzolamide therapy [8, 9]. 

 Brinzolamide is another carbonic anhydrase inhibitor launched more recently, FDA approved 

in 1998 for the treatment of elevated intraocular pressure in primary open angle glaucoma and 

ocular hypertension.[10] Although initially promoted as a second line agent in patients unresponsive 

to beta blockers or in patients in whom beta blocker therapy is contraindicated, it soon found a place 

as adjunctive therapy to prostaglandin analogues and beta blockers as well. Studies have shown that 

it reduces the intraocular pressure as a monotherapy agent by 15–21% and as an adjunctive agent by 

13 16%.[11-18] It was approved for marketing in India in 2011.[19] 

 Most frequent adverse events reported are blurred vision and bitter taste following 

instillation of the solution.[11-18] These events occur in approximately 5-10% of patients. Blepharitis, 

dermatitis, dry eye, foreign body sensation, headache, hyperemia, ocular discharge, ocular 

discomfort, ocular keratitis, ocular pain, ocular pruritus and rhinitis have been reported at an 

incidence of 1-5%. Reversible corneal decompensation has been reported with topical brinzolamide 

therapy [20]. 

Clinical studies comparing the two drugs as adjuncts as well as monotherapy have shown 

them to have comparable efficacy, with brinzolamide having a more favorable adverse event profile 

[21-33]. 

There is a paucity of studies comparing the efficacy and adverse event profile of Dorzolamide 

and Brinzolamide head to head, in the Indian population. The present study attempts to fill that void. 

 

MATERIALS AND METHODS: Study Design- This was a randomized, active controlled, prospective, 

parallel group study, conducted at a tertiary care hospital in North India, during the period from 

October 2012 to March 2013. A total of 52 patients (104 eyes) were initially enrolled in the study, 

according the following criteria. 

 

Inclusion Criteria: Subjects must have been above 35 years of age, of any race and either sex, 

diagnosed with either Primary Open Angle Glaucoma or Ocular Hypertension, in at least one eye, best 

corrected Visual acuity better than 6/24 in the study eye, and better than 6/60 in non-study eye. The 

IOP in the study eye must have been considered controllable on one drug therapy in such a way that 

should assure clinical stability of vision and optic nerve through the trial. 

 For this purpose, the patient was included only if - the mean IOP in the study eye is less than 

28 mm Hg, the C:D ratio is 0.8 or better, fixation is not split or threatened or affected, there is no 

clinically significant (in the investigator’s opinion) field loss within 20 degrees of fixation. 

 

Exclusion Criteria: Subjects were excluded from the study if any local abnormality precluded IOP 

measurement by the applanation method, any opacity restricted examination of the anterior chamber 

or fundus, patients were not willing to discontinue contact lens use during the study, patients had a 

history of chronic or recurrent inflammatory eye disease, patients suffering from (recent or present) 

conjunctivitis, keratitis, uveitis, scleritis, any form of glaucoma other than mild POAG or OHT.  

Patients with history of or develops hypersensitivity to the medication or other sulpha drugs, 

pregnant women, or in the child bearing period and not using a reliable method of contraception, or 

nursing mothers, patients with any severe or serious medical or surgical condition, history of any 
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intraocular conventional surgery or laser surgery within the last 3 months, progressive retinal 

disease or optic neuropathy other than glaucoma, patients receiving oral carbonic anhydrase therapy 

or any topical ocular hypotensive agent therapy, patients receiving systemic medications that affect 

IOP or systemic blood pressure were excluded unless the patients’ medication dosage has been stable 

>= 6 months before the screening visit. 

Patients developing any signs of deterioration of optic nerve function/ progression of 

glaucomatous damage were excluded from the study and analyses. 

Informed consent was taken from all participants enrolled in the study. The study was 

approved by the Ethics approval committee. 

 

DEFINITIONS FOR THE PRESENT STUDY [34, 35]: Primary Open Angle Glaucoma was defined as a 

mean IOP equal to or greater than 22 mm Hg, the following Optic disc or retinal nerve fiber layer 

structural abnormalities: 

 Diffuse thinning, focal narrowing, or notching of the optic disc rim, especially at the inferior or 

superior poles. 

 Documented progressive thinning of the neuroretinal rim with an associated increase in 

cupping of the optic disc. 

 Diffuse or localized abnormalities of the peripapillary retinal nerve fiber layer, especially at the 

inferior or superior poles. 

 Disc rim or peripapillary retinal nerve fiber layer hemorrhages. 

 Optic disc neural rim asymmetry of the two eyes consistent with loss of neural tissue. 

 

Or the following visual field defect: 

The glaucoma hemifield test graded “outside normal limits”, the pattern standard deviation 

probability at p<0.05 and a cluster of three contiguous points at the p<0.05 level and one of these at 

p<0.01 on the pattern deviation plot, using the threshold test strategy with the 30-2 test pattern, 

reproducible on at least two occasions and not explained by any other disease. 

-Of adult onset and with open anterior chamber angles. 

 

Ocular hypertension was defined as a mean IOP equal to or greater than 22 mm Hg, no visual 

field defects, and no changes of the optic nerve head. 

 

PATIENT EXAMINATION: 

VISIT 0: Preliminary assessment and examination – this included a detailed history and 

comprehensive medical examination, best corrected visual acuity for distance and near using 

Snellen’s and Printer charts, anterior segment slit lamp microscopic examination, gonioscopy, dilated 

fundus evaluation, intraocular pressure measurement and visual field testing. Intraocular pressure 

was recorded with the hand-held Perkins applanation tonometer, with the patient sitting. This was 

the single measurement at 10 am, of visit 0. 

 

VISIT 1: Pre-randomization assessment- BASELINE- This involved measurement of Baseline visual 

analogue pain/discomfort score assessment. Patients were asked to rate their baseline ocular 

pain/discomfort by choosing a point on a 1 meter tape, with 0 representing absolutely no 
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pain/discomfort, and 100 representing the worst imaginable ocular pain/discomfort. This point was 

then measured from 0, and the numerical value of the distance to the nearest centimeter noted. The 

visual analogue scale is a validated pain scale that has been described previously for ocular use.[36, 37] 

Central corneal thickness was measured using optical pachymetry. The IOP was measured with the 

perkins applanation tonometer with the patient sitting, at 9am, 12 noon, 3pm, 6pm, 10pm, and 7am 

the next day -Baseline IOP diurnal variation (DV). 

 

RANDOMIZATION: Subjects were randomized to receive either topical brinzolamide 1% 

monotherapy twice daily (8 am and 10 pm) or topical dorzolamide 2% monotherapy thrice daily (8 

am, 3 pm and 10 pm), for a period of three months. 

 

VISIT 2- 3 weeks post-randomization Assessment: This included inquiring the subjects regarding 

the development of any new ocular or systemic symptoms/adverse events, Routine follow-up best 

corrected vision (snellen’s) assessment and slit lamp anterior segment and fundus examination was 

performed, Central corneal thickness measurements (optical pachymetry). 

Visual analogue pain/discomfort score was recorded, before administration of the ocular 

medication on the day of the visit. This score was used to represent the pain/discomfort resulting 

from 3 weeks of medication use- chronic discomfort at 3 weeks. Visual analogue pain/discomfort 

score was then measured 2 minutes immediately after administration of the ocular medication at the 

hospital.  

This score thus represented 2 minute post-administration pain/discomfort- immediate post-

instillation discomfort at 3 weeks. IOP was again measured as on visit 1, constituting IOP diurnal 

variation (DV) visit 1. 

 

VISIT 3:  3 months post-randomization assessment was the same as VISIT 2. 

The primary objectives of this study were to compare the IOP-lowering efficacy, as well as the 

adverse event profile of Brinzolamide 1% twice daily to Dorzolamide 2% thrice daily. The analysis 

used each individual eye as a statistical unit. Sample size was determined by the ability to establish 

statistical equivalence between treatment groups using 95% confidence intervals. The power of the 

study, based on the sample size, to detect a statistical difference between the two groups was greater 

than 90%.  

Treatments were declared statistically equivalent if the two-sided 95% confidence interval of 

the difference in mean IOP change from baseline fell within ± 1.5 mm Hg. Treatments were declared 

clinically equivalent if the difference in mean IOP change from baseline between treatments was ≤1.0 

mm Hg. The paired t-test was used for intragroup comparisons; unpaired t-test for intergroup 

comparisons, and non-parametric Mann Whitney test was used to compare visual analogue pain 

scores. 

 

RESULTS: A total of 52 patients were initially enrolled in the study, and were randomly assigned to 

treatment. All 52 received at least 1 week of medication in both eyes. Two patients (one in each 

group) were not available for follow-up assessments due to personal reasons, and were withdrawn 

from the study. Both eyes of all remaining 50 patients qualified for the purposes of the study.  
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Thus a total 50 patients (100 eyes), with 25 patients in each group, completed the entire 

study period, and were included in the final analyses. Each individual eye was treated as a statistical 

unit for the purposes of the study. 

Patient demographics were comparable in both the groups (Table 1). The baseline IOP and 

DV values were also similar in the two groups (Table 2). 

The mean IOP after 3 weeks was 19.84 mm Hg and 19.79 mm Hg for the brinzolamide and 

dorzolamide groups respectively, compared to baseline mean IOPs of 24.01 mmHg and 23.09 mmHg 

respectively. Similarly, after 3 months, the mean IOP was 19.51 mm Hg and 19.52 mm Hg in the two 

groups. 

Brinzolamide 1% bid produced mean IOP changes ranging from -3.4 to -5.8 mm Hg over the 

entire 3 month period, while Dorzolamide 2% TID produced -3.9 to -5.6 mm Hg changes in mean IOP 

(Figure 1). These reductions amounted to an approximate 14-23% IOP reduction by brinzolamide 1% 

bid and 16-22% IOP reduction by dorzolamide 2% TID, over the three month period. 

The IOP lowering efficacy was also judged to be clinically relevant, as in 76% of patients in the 

Brinzolamide group and 80% of patients in the Dorzolamide group, the mean IOP was brought down 

to ≤ 21 mm Hg or reduced by ≥ 5 mm Hg. The 5-mm Hg response criterion was based on the fact that 

it represented an approximate 20% reduction from baseline in IOP. The 21-mm Hg IOP level criterion 

was selected as a target IOP usually accepted for control in patients with elevated IOP. 

The two groups were compared with each other, by follow-up visit and time of day (Table 3). 

All p-value comparisons between the two groups showed no statistically significant difference 

(p>0.05) between them, at each follow up visit at all times of the day. 

The IOP reductions in both groups were clinically (IOP difference ≤1 mm Hg) and statistically 

(upper 95% confidence limit ≤1.5 mm Hg) equivalent to each other, and were sustained throughout 

the 3-month period (Table 4). Comparison between the two groups showed that there was a maximal 

mean IOP difference of 0.68 mm Hg between IOP changes produced by the two treatments, across all 

visits during the 3 month treatment period.  

The upper 95% confidence limit was 1.40 mm Hg or less at all-time points during the 3-

month treatment period. These limits were thus additionally used to establish both clinical and 

statistical equivalence between Brinzolamide 1% bid and Dorzolamide 2% TID. 

Patients were interviewed for the occurrence of ocular and systemic adverse events. Adverse 

events related to treatment in both groups generally occurred on instillation, and were characterized 

as mild and non-serious. 

The most frequent adverse events reported included ocular discomfort (typically 

characterized as burning and stinging), transient blurred vision, conjunctivitis, and taste abnormality 

(Table 5). 

The incidence of ocular discomfort was significantly less in the brinzolamide group (8%) 

versus the dorzolamide group (28%, 6 patients with chronic discomfort, 1 with conjunctivitis, which 

resolved, but was followed by continued discomfort, making a total of 7 patients, 14 out of 50 eyes). 

The distribution of the discomfort scores was a skewed distribution, since the scores were 

high for some patients, while they were very low for others. This resulted in high standard deviations 

of the means, and a non-parametric Mann Whitney test was used to compare them (Table 6). 
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The baseline visual analogue pain/discomfort scores were comparable among both the 

groups, as was also revealed by the significance value (>>0.05). Patients in both groups usually 

characterized the discomfort as mild (moderate in some cases), lasting only shortly after drop 

instillation. This was also revealed in the difference in the discomfort scores between immediate 

post-instillation and chronic scores. 

The mean pain/discomfort score was found to be significantly higher in the dorzolamide 

group (p<0.05 at each follow up visit) vs. the brinzolamide group, as well as the percentage of 

patients who reported a significant increase in scores - 7 patients (28%) in the dorzolamide group vs. 

2 (8%) in the brinzolamide group - at 3 weeks as well as 3 months.  

Also, dorzolamide resulted in greater amounts of discomfort immediately post-instillation 

(p<0.05), when the immediate post-instillation scores were compared. It was noted that both 

immediate post-instillation discomfort and chronic discomfort decreased over time, when compared 

between 3 week and 3 month scores. 

The mean pachymetry recordings for central corneal thickness at 3 weeks and 3 months, 

were compared with baseline, and no statistically significant difference was found. Neither treatment 

resulted in any significant changes in central corneal thickness, over the 3 month period. 

 

DISCUSSION: The topical carbonic anhydrase inhibitors find themselves in a unique niche of their 

own, having a moderate level of potency of ~20% IOP reduction. They thus have a role as 

monotherapy in patients requiring only modest levels of IOP reduction, or as adjuncts. 

This study was undertaken to compare the efficacy and adverse event profile of the 2 

commercially available topical carbonic anhydrase inhibitors, Brinzolamide and Dorzolamide, in an 

Indian population, when used as monotherapy. 

Previous studies have shown the efficacy of bid dosing to be comparable to TID dosing of 

brinzolamide.[31-33] Thus, in the present study, a bid dosing of brinzolamide was used, comparing it 

with dorzolamide administered thrice daily. 

The IOP-lowering efficacy of Brinzolamide twice daily (administered at 8 am and 10 pm) was 

demonstrated by both clinically relevant and statistically significant IOP reductions at all the times of 

day measured. Similarly, the IOP-lowering effects of Dorzolamide thrice daily (administered at 8 am, 

3 pm and 10 pm) was demonstrated by both clinically relevant and statistically significant IOP 

reductions at all times.  

In addition, the IOP-lowering efficacy of brinzolamide bid was noted to be comparable at the 

6 pm point (hrs after dose), that were very similar to those obtained with dorzolamide TID at this 

time. Thus, brinzolamide BD resulted in significant IOP-lowering effect round the clock to an extent 

similar to dorzolamide TID, despite the bid vs. TID dosing schedule. 

Also, the IOP reductions in both groups were clinically (IOP difference ≤1 mm Hg) and 

statistically (upper 95% confidence limit ≤1.5 mm Hg) equivalent to each other. Comparison between 

the two groups showed that there was a maximal mean IOP difference of 0.68 mm Hg between IOP 

changes produced by the two treatments, across all visits during the 3 month treatment period. The 

upper 95% confidence limit was 1.40 mm Hg or less at all-time points during the 3-month treatment 

period. 

The above results are in concordance with the results of previous studies comparing 

brinzolamide and dorzolamide as monotherapy, by Silver LH (Brinzolamide Primary Therapy Study 
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Group), [31] Sall K (Brinzolamide Primary Therapy Study Group), [32] and March, W.F. and Ochsner, K.I. 

(The Brinzolamide Long-Term Therapy Study Group).[33] 

Fewer patients experienced an adverse event in the brinzolamide group (total 6 of 25 

patients) versus the dorzolamide group (11 of 25). The incidence of ocular discomfort was 

significantly less in the brinzolamide group (8%) versus the dorzolamide group (28%). 

The mean discomfort scores were significantly lower (p<0.05) in the brinzolamide group, at 

all follow up visits, both immediately post-instillation, as well as chronically. Also, among those 

patients who did experience significant discomfort, the discomfort scores were significantly (p<0.05) 

lower in the brinzolamide group compared to the dorzolamide group. 

The most common adverse events experienced in the study were ocular discomfort (typically 

characterized as burning and stinging), transient blurred vision, conjunctivitis, and taste abnormality. 

The above results are again similar to the results of previous studies comparing brinzolamide and 

dorzolamide as monotherapy, by Stewart WC et al, [28] Barnebey H, and Kwok SY, [29] Silver LH 

(Brinzolamide Comfort Study Group), [30] Silver LH (Brinzolamide Primary Therapy Study Group), [31] 

Sall K (Brinzolamide Primary Therapy Study Group), [32] and March WF, and Ochsner KI (The 

Brinzolamide Long-Term Therapy Study Group). [33] 

Topical carbonic anhydrase inhibitor use is generally associated with a low incidence of 

adverse events, and these agents thus are preferred over miotics and alpha-agonists, as they are free 

of effects on the pupil and accommodation and have almost no central nervous system effects. Also, 

they are not contraindicated in patients with cardiac or pulmonary disease, unlike beta-blockers. 

Dorzolamide was the first commercially available topical carbonic carbonic anhydrase 

inhibitor. Brinzolamide has been shown to produce less ocular discomfort (burning or stinging) on 

instillation than dorzolamide in the current study and in additional comparative studies.[28-33]  

Compliance to therapy has always played a central role in the successful medical management 

of glaucoma, and an agent with lesser adverse events such as ocular burning and stinging will be 

associated with improved compliance. Brinzolamide thus has that advantage over dorzolamide. 

Moreover, brinzolamide used bid has been shown to have equivalent efficacy compared to 

dorzolamide tid, in previous studies,(31-33) as well as the current study. A bid dosing regimen will 

further improve compliance. 

In summary, dorzolamide bid produces equivalent IOP lowering as compared to dorzolamide 

tid, while producing significantly lesser adverse events. Both these factors can help improve 

compliance with brinzolamide use as compared to dorzolamide. 
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Brinzolamide Group 

(n=25 patients) 
Dorzolamide Group 

(n=25 patients) 
Total  

(n=50 patients) 

Sex 
   

Male 15 (60) 13 (52) 28 (56) 

Female 10 (40) 12 (48) 22 (44) 

Mean Age 
   

31-40 yrs 0 (0) 0 (0) 0 (0) 

41-50 yrs 4 (16) 3 (12) 7 (28) 

51-60 yrs 7 (28) 6 (24) 13 (26) 

61-70 yrs 10 (40) 12 (48) 22 (44) 

71-80 yrs 4 (16) 4 (16) 8 (16) 

Ocular Hypertensive 12 (48) 11 (44) 23 (46) 

POAG 13 (52) 14 (56) 27 (54) 

 

 

 

 

 

 

 

 

Table 1: PATIENT DEMOGRAPHICS (No. [%]) 
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Brinzolamide Group 

 (n=50 eyes) 
Dorzolamide Group  

(n=50 eyes) 
Total  

(n=100 eyes) 

Mean Baseline IOP (mm Hg) 
   

21.01-24.00 31 (62) 29 (58) 60 (60) 

24.01-27.00 19 (38) 21 (42) 40 (40) 

Baseline Diurnal Variation (mm Hg) 
  

<5 36 (72) 36 (72) 72 (72) 

5.0-7.9 12 (24) 11 (22) 23 (23) 

≥8.0 2 (4) 3 (6) 5 (5) 

 

 
 

Baseline 

 
9:00 AM 12 noon 3:00 PM 6:00 PM 10:00 PM 7:00 AM Average 

Brinzolamide Group (n=50) 
      

Mean (mm Hg) 25.28 24.16 23.78 23.16 22.74 24.92 24.01 

SD 1.68 1.71 2.59 2.72 2.72 1.69 1.97 

Dorzolamide Group (n=50) 
      

Mean (mm Hg) 25.3 24.06 23.6 23.34 22.74 24.94 23.99 

SD 1.69 1.74 2.60 2.63 2.72 1.74 1.96 

        
Unpaired t-test p value 0.953 0.773 0.73 0.737 1 0.954 0.98 

3 weeks post-treatment 

 
9:00 AM 12 noon 3:00 PM 6:00 PM 10:00 PM 7:00 AM Average 

Brinzolamide Group (n=50) 
      

Mean (mm Hg) 20.44 19.84 19.48 19.76 18.96 20.54 19.84 

SD 1.49 1.42 1.79 2.40 1.87 1.15 1.55 

Dorzolamide Group (n=50) 
      

Mean (mm Hg) 20.42 20.14 19.54 19.26 18.8 20.56 19.79 

SD 1.57 1.58 1.89 2.12 1.71 1.16 1.51 

Unpaired t-test p value 0.948 0.32 0.871 0.271 0.657 0.931 0.871 

        
3 months post-treatment 

 
9:00 AM 12 noon 3:00 PM 6:00 PM 10:00 PM 7:00 AM Average 

Brinzolamide Group (n=50) 
      

Mean (mm Hg) 19.5 19.88 19.54 19.18 19.04 19.9 19.51 

SD 1.63 1.73 1.69 2.06 2.45 1.42 1.67 

Dorzolamide Group (n=50) 
      

Mean (mm Hg) 19.68 19.86 19.58 19.18 18.8 20.04 19.52 

SD 1.78 1.78 1.83 2.01 1.95 1.54 1.63 

Unpaired t-test p value 0.599 0.955 0.91 1 0.589 0.637 0.96 

Table 3: Mean IOP by Visit and Time of Day 

Table 2: BASELINE COMPARISONS (No. [%]) 
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Table 4: 
 

 
 

 
 

 

 

 

Side Effect Incidences 

No. (%) 

Brinzolamide group 

(n=25 pts) 

Dorzolamide group 

(n=25 pts) 

Ocular discomfort 2 (8%) 6 (24%) 

Transient Blurred vision 1 (4%) 0 

Conjunctivitis 0 1(4%) 

Taste abnormality 2 (8%) 1 (8%) 

Foreign body sensation 1 (4%) 1 (4%) 

Tearing 0 2 (8%) 

 

 
Table 5: Frequency of adverse events 

 

Table 4: Comparison of mean IOP changes and 
confidence intervals by visit and time of day 
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Group 
Mean (S.D.) 

Baseline 
score 

3 weeks 
chronic 

score 

3 weeks 
immediate 

score 

3 months 
chronic 

score 

3 months 
immediate 

score 

Brinzolamide 
3.34 

(4.479) 
5.02 (8.175) 6.58 (9.044) 4.50 (5.936) 5.38 (6.636) 

Dorzolamide 
3.48 

(4.722) 
11.80 

(15.316) 
13.88 (16.325) 

10.36 
(12.490) 

11.84 (13.935) 

Asymp. Sig. 2-
tailed, Mann 
Whitney test 

0.994 0.026 0.047 0.020 0.030 

 
 
 
 
 
 
 
 

 
 
 

 

 

 

Fig. 1: Comparison of decrease in mean IOP from baseline 
 

Table 6: Comparison of visual analogue pain/discomfort scores 
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