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Abstract

Purpose: To assess the efficacy of the Support, Educate, Empower (SEE) glaucoma coaching 

program on medication adherence among poorly adherent glaucoma patients for 12 months 

following cessation of the intervention.

Design: Uncontrolled intervention study with a pre-post design

Participants: The SEE cohort was recruited from the University of Michigan and included 

glaucoma patients age ≥ 40, taking ≥ 1 medication, who self-reported poor adherence. Electronic 

medication monitoring of those who completed the program continued for up to 1-year post-

coaching intervention.

Methods: Adherence was monitored electronically (AdhereTech, New York, NY) during the 

7-month program and 12-month follow up period. Adherence was the percentage of doses taken 

on time. Participants were censored for surgery, change in glaucoma medications or adherence 
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monitor disuse. The SEE program included automated medication reminders, three in-person 

motivational interviewing-based counseling sessions with a glaucoma coach, and five phone calls 

with the coach for between-session support. There was no contact between the study team 

and participants during the 12-month post-program cessation follow-up. Baseline participant 

characteristics were summarized with descriptive statistics. Paired t-tests and Wilcoxon signed 

rank tests were used to investigate significant changes in monthly adherence during follow-up.

Main Outcome Measures: Change in electronically monitored medication adherence over the 

12 months following the conclusion of the SEE program.

Results: Out of 48 participants, 39 (81%) completed the SEE program and continued electronic 

medication monitoring for up to 1-year after program cessation. Participants were on average 

64 years old (SD=10), 56% were male, 49% were Black, and 44% were White. The average 

length of follow-up was 284 days (SD=110, range= 41 to 365 days). Censoring occurred in 18 

participants (56%). Average adherence during the follow-up period was 67% (SD=22%). This was 

significantly lower than adherence during the SEE program (mean=81%, SD=18%, p<0.0001), but 

significantly higher than baseline preprogram adherence (mean=60%, SD=18%, p=0.0393). The 

largest monthly losses occurred at months 1 (mean=7%, p=0.0001) and 4 (mean=6%, p=0.0077).

Conclusions: Glaucoma medication adherence decreased significantly in the year after cessation 

of the SEE coaching program but remained significantly higher than baseline. To maintain 

excellent long-term medication adherence, intermittent reinforcement sessions may be necessary.

Précis:

A cohort of non-adherent glaucoma patients underwent a motivational interviewing-based 

personalized glaucoma coaching intervention. Medication adherence decreased in the year 

following conclusion of the intervention but remained significantly higher than baseline.

Keywords

glaucoma; medication adherence; long-term follow up

Introduction

Despite the existence of effective treatments, glaucoma is the leading cause of irreversible 

blindness globally.1 One important modifiable driver of this is poor medication adherence. 

Approximately 80% of adults with glaucoma do not take their medications appropriately,2–4 

and poor medication adherence is associated with visual field loss.5,6 Thus, designing 

effective disease self-management programs to improve glaucoma medication adherence is 

critical to decrease vision loss from glaucoma.

Successful medication adherence interventions across many chronic diseases have been built 

on theory, utilized tailored education and reminder systems, and employed motivational 

interviewing (MI)-based counseling.7,8 The Support, Educate, Empower (SEE) program, 

one of the first interventions to incorporate all of these features to support glaucoma 

self-management, is a personalized glaucoma coaching program based on principles of Self-

Determination Theory and uses MI techniques, personally tailored education and reminder 
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systems to help patients find autonomous motivation to improve their glaucoma medication 

adherence. As previously described in the SEE program pilot study,9 glaucoma medication 

adherence following the 7-month SEE program increased from 60% at baseline to 81% after 

the seven-month program that included three in-person coaching sessions with five between-

session check-in phone calls (P<0.0001). At the end of the program, 59% of participants had 

adherence greater than 80%.

While the SEE coaching program improved glaucoma medication adherence during the 

intervention, a strong body of literature shows that the effects of behavior change 

interventions generally wane over time.10–12 Furthermore, given the chronic, progressive 

nature of glaucoma, successful interventions must ultimately show an effect over many 

years.13 Accordingly, we aimed to assess glaucoma medication adherence among SEE 

program participants in the 12 months following cessation of the seven-month intervention 

and to understand patterns of continued adherence. We hypothesized that adherence would 

decrease significantly from program completion levels in the year after the intervention 

without the continuous support and reminders from the SEE program.

Methods

The SEE program is a seven-month intervention consisting of automated medication 

reminders, three in-person counseling sessions with an ophthalmic technician or health 

educator trained as a glaucoma coach, and five phone calls with the same coach for between-

session support.9 The glaucoma coach was trained in MI techniques and utilized a web-

based tool to create an educational plan tailored to the participant’s glaucoma diagnosis, test 

results, doctor’s recommendations and barriers to medication adherence. This tool supported 

the coach with prompts that guided an MI-based conversation with the participant to identify 

and overcome barriers to optimal glaucoma medication adherence. Participants could elect 

to receive no medication reminders versus some combination of audible or lighted reminders 

on the electronic medication bottle and/or a text message or automated phone call reminding 

them to take their medication when it was time to instill eyedrops.

Participants provided informed consent for electronic monitoring of their glaucoma 

medication use during the study period, including the 12 months following the conclusion 

of the SEE coaching program intervention. The study coordinator sent messages to 

treating physicians to report on patient adherence data following each in-person study 

visit. Following the cessation of the 7-month SEE coaching program, there was no contact 

between study personnel or glaucoma coaches and participants during the 12-month follow 

up period, although participants continued to see their treating physician for usual care.

Descriptive statistics of participant demographics were computed, including means, standard 

deviations (SD), frequencies, and percentages. Medication adherence in the 1-year follow-up 

after the SEE coaching program was calculated as the number of glaucoma medication 

doses taken on time by the number of doses prescribed, multiplied by 100 to convert to the 

percentage scale. “On time” was defined as within a specified time window of the dose on 

the previous day, specifically 24+/−4 hours for medications dosed once daily, 24+/−2 hours 

for medications dosed twice daily, and 24+/−1.3 hours for medications dosed thrice daily. 
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When calculating adherence for medications dosed more than once daily, we compared the 

current day’s doses with the previous day’s doses instead of the previous dose because 

lifestyle and sleeping patterns can result in unevenly spaced medication administration 

times.9 Percent adherence was calculated over all available post-SEE follow-up and at 

1-month intervals. Follow-up was censored at the time of glaucoma laser or incisional 

surgery, any change in glaucoma medication, or if the adherence monitor became inactive (at 

the last recorded dose taken). Follow up was censored if there was a change in the glaucoma 

medication regimen, because the new medication could not be electronically monitored as 

the study team purposefully stopped all contact with participants and could not set up a new 

adherence monitor.

Adherence over follow-up was summarized with descriptive statistics and compared to 

baseline adherence (pre-counseling) and adherence during the SEE coaching program with 

paired t-tests. As this was a pilot study, there was no control group that did not receive 

the SEE coaching program. A scatterplot was used to visualize follow-up adherence in 

relation to adherence during the SEE program. Side-by-side boxplots were used to show 

the distribution of adherence monthly over follow-up and to observe temporal trends. Paired 

t-tests and Wilcoxon signed rank tests were used to test for significant changes in monthly 

adherence during follow-up. SAS version 9.4 was used for all statistical analysis (SAS 

Institute, Cary, NC). This study was approved by the University of Michigan Institutional 

Review Board and adhered to the tenets of the Declaration of Helsinki.

Results

All 39 participants who completed the SEE coaching program continued electronic 

medication monitoring for up to 1-year after program cessation. These participants were 

on average 64 years old (SD=10), 56% were male, 49% were Black and 44% were 

White. The average amount of follow-up was 284 days (SD=110, range= 41 days to 365 

days). Over half (21 participants, 54%) completed one full year of follow-up. Censoring 

of follow-up occurred in 18 participants (56%), including 3 censored for having glaucoma 

laser or incisional surgery, 3 censored for changes in glaucoma medication that could not 

be electronically monitored, and 12 censored for adherence monitor inactivity. Of those 

censored, 4 (10%) completed 10-11 months of follow-up, 3 (8%) completed 7-9 months 

of follow-up, 8 (21%) completed 4-6 months of follow-up, and 3 (8%) completed up to 3 

months of follow-up adherence monitoring.

Adherence during the entire follow-up period was on average 67% (SD=22%). This 

was a statistically significant decrease from adherence during the SEE coaching program 

(mean=81%, SD=18%, p<0.0001; Table 1), but statistically significantly better than baseline 

pre-SEE program adherence (mean=60%, SD=18%, p=0.0393; Table 1). Compared to 

adherence during the SEE program, 2 participants (5%) improved their adherence between 

10-15% during follow-up and 9 participants (23%) had follow-up adherence within +/−5% 

of adherence during the SEE program (Figure 1). The remaining 28 participants (72%) had 

decreases in medication adherence during follow-up of 5-10% (n=7), 10-20% (n=7), 20-30% 

(n=9), 30-40% (n=3), and 50-60% (n=2).
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Descriptive statistics of monthly medication adherence and change in adherence after 

completing the SEE program are presented in Table 2. Medication adherence showed 

an average initial decrease of 7% (SD=11%) during the first month after completing 

the SEE program (mean adherence during SEE = 81%; 1-month follow-up adherence = 

74%; p=0.0001). In the subset of participants who completed the entire year of follow-up 

(n=21), their adherence at month 12 showed an average decrease of 14% from adherence 

at the completion of the SEE Program (SD=17%, p=0.0003). Monthly trends in follow-up 

medication adherence revealed that most loss in adherence occurred within the first 4 

months after completing the SEE program and leveled off thereafter (Figure 2). The 2 

largest monthly losses occurred at month 1 (mean=7%, p=0.0001) and month 4 (mean=6%, 

p=0.0077).

As a sensitivity analysis, we re-calculated adherence during censored time periods assuming 

either 0% adherence or 100% adherence for the medication regimen observed at the end of 

the intervention. During the 1-year follow-up period, average adherence excluding censored 

time periods was 67% (SD=22%; median=70%). Adherence decreased to an average of 54% 

(SD=29%; median=58%) when assuming 0% adherence during censored time periods and 

increased to an average of 76% (SD=16%; median=78%) when assuming 100% adherence 

during censored time periods.

Discussion

In this study of glaucoma medication adherence after the SEE personalized coaching 

program intervention, we found that while glaucoma medication adherence decreased in 

the year after the intervention, it remained significantly higher than pre-intervention levels. 

Adherence decreased the most in the first four months after completing the SEE program, 

with the largest decreases at month one and month four. Analyzing long term follow up is 

critical when evaluating glaucoma self-management interventions because glaucoma slowly 

progresses over years, and medication adherence in chronic disease generally decreases over 

time.13–17 Thus, to impact the disease course, interventions need to be effective over many 

years.

The minimal clinically important difference (MCID) for glaucoma medication adherence 

varies depending on the intervention cost and the burden to the practice and the physician.18 

The SEE intervention falls into the category of “less costly or physician time-intensive 

interventions,” for which experts believe the MCID is 5-15%.18 By this standard, the 

improvement from 60% adherence at baseline to 67% adherence 1 year after cessation 

of the SEE program is clinically significant. However, the decrease in adherence from 81% 

during the SEE program to 67% one year later is more clinically relevant. Prior studies 

have showed significantly worse visual field progression at adherence rates less than 80%.19 

Thus, it is critical to develop strategies to maintain glaucoma medication adherence at SEE 

program intervention levels.

Currently there is limited long-term follow-up data on successful glaucoma medication 

adherence interventions. A study of newly diagnosed glaucoma patients randomized 

to receive two 60-90 minute small group glaucoma education sessions led by an 
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ophthalmologist versus normal care found that the intervention group had higher medication 

persistence at one year compared to controls (89% versus 77%, p=0.049) based on pharmacy 

claims data.20 The Medication Adherence in Glaucoma Improvement Study (MAGIC) was a 

randomized controlled trial which employed a one time, 45-minute conversation between a 

non-adherent glaucoma patient, the patient’s companion and a trained technician addressing 

individual barriers to glaucoma medication adherence.21 The mean proportion of doses 

taken on schedule in the six months after randomization was statistically and clinically 

significantly higher in the intervention group compared to the control group (0.85 versus 

0.62, P<0.0001). However, similar to our study, adherence in the MAGIC study decreased 

over six months. The decrease in adherence occurred in both the control and intervention 

groups but remained significantly higher in the intervention group compared to the control 

group throughout the six-month time period (P=0.003).

We built on prior work by analyzing glaucoma medication adherence monthly for 12 months 

following the cessation of the SEE personalized glaucoma coaching program intervention. 

The significant short-term improvements in adherence following the SEE program indicate 

that the initial dose of intervention—consisting of automated medication reminders, three 

in-person counseling sessions with a glaucoma coach, and five between-session phone 

calls with the same coach—improved glaucoma medication adherence. However, research 

suggests that no matter how effective short-term gains are with behavior change, ongoing 

support helps with behavior change maintenance. The impact of diabetes self-management 

interventions has been found to diminish over time,11,22 but reinforcement following the 

conclusion of the intervention may improve long term glycemic control.11 For example, 

a randomized controlled trial in which the intervention group received three diabetes 

group education classes within three weeks followed by three additional education sessions 

every four months over the 12-month follow-up period found a statistically significant 

improvement in glycemic control at the end of the follow-up period.23 One study of weight 

loss in women with type 2 diabetes compared the efficacy of individual motivational 

interviewing sessions (every three months for one year) combined with group based 

behavioral therapy for obesity (for 18 months) to a control consisting of the same group 

based therapy for obesity plus an attention control consisting of individual education 

sessions about women’s health.24 The authors found that the group randomized to individual 

motivational interviewing sessions had significantly greater weight loss at 18 months 

compared to the control arm.24 Weight loss was significantly greater in the motivational 

interviewing group than the control group during the first six months of the intervention, and 

weight remained stable in the motivational interviewing group through months 6-12 while 

the control group had weight regain. However, weight regain occurred in the motivational 

interviewing group between 12 and 18 months once motivational interviewing sessions 

had ceased, even though the group-based behavioral therapy continued.24 Thus, to achieve 

long term glaucoma medication adherence, we will likely need to adopt scalable, ongoing 

individualized approaches to support maintenance of behavior change.

The greatest declines in glaucoma medication adherence following the SEE program took 

place at 1 month and 4 months after the intervention. We cannot attribute these declines 

to the Hawthorne effect, as we saw that the Hawthorne effect waned after 2 months of 

electronic monitoring in the pre-SEE program intervention phase of the study.9 The timing 
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of the largest declines in medication adherence after the SEE program suggest that quarterly 

coaching booster sessions after the initial program may help to promote continued excellent 

glaucoma medication adherence. If medication adherence for large patient populations could 

be easily monitored in real time, it would be ideal to tailor the booster sessions to times 

when people’s adherence levels fell below the 80% threshold, which is associated with more 

severe visual field defects.19 Diabetes self-management program reimbursement could serve 

as a model for glaucoma self-management reimbursement, as Medicare currently reimburses 

for group or individual diabetes counseling in 30 minute sessions ten times in the first 

year after diagnosis of diabetes or a diabetic complication.25 In subsequent years, Medicare 

reimburses four thirty-minute sessions for maintenance.25 Reimbursing for glaucoma self-

management programs similar to diabetes self-management support reimbursement would 

enable the uptake of such programs into clinical practice.

It is likely that, as with most therapies, the optimal dose and frequency of counseling 

from the glaucoma coach in the SEE intervention will vary by patient. Patient-level factors 

associated with greater improvements in medication adherence during the intervention 

phase included fewer glaucoma medications, greater glaucoma-related distress and lower 

income. Other patient-level factors, including visual field loss, glaucoma severity, visual 

acuity and systemic comorbidities, were not associated with degree of improvement in 

medication adherence during the intervention phase.26 Most participants had a decrease in 

adherence the year after the SEE intervention, and they may benefit from booster counseling 

sessions. However, two participants had an increase in adherence the year following the 

intervention, and they would not need booster sessions. This highlights the importance of 

tailoring the dose of counseling to individual patient needs. Being able to monitor daily 

glaucoma medication adherence for all people with glaucoma would enable highly tailored 

interventions, where coaching sessions and phone calls could be triggered by individual 

adherence levels falling below 80%.

This study has notable strengths. It is one of the few studies to measure glaucoma 

medication adherence for a full year after an intervention. Medication adherence in the 

year following the intervention was monitored using electronic medication monitoring, 

which is the gold standard. This study also has limitations. As this was a pilot study, there 

was no control group comparator. We do not have qualitative data to explain participants’ 

behavior, for example why two participants had increased adherence 12 months after the 

intervention. Although several glaucoma medication adherence studies have used similar 

technology,19,21,27 the AdhereTech electronic medication adherence monitor used in this 

study has not been previously validated. We were not able to measure glaucoma medication 

adherence after a medication change or surgery, and if a participant discontinued using their 

medication adherence monitors it was unknown if the participant stopped the medication 

entirely or simply stopped using the medication adherence monitor. Given the small sample 

size in this pilot study, we did not have the power to analyze post-intervention adherence 

by factors such as race, income, or baseline attitudes. This study was conducted at one 

academic medical center and only included nonadherent glaucoma patients, so the results 

may not be generalizable.
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In conclusion, participants who underwent the SEE personalized glaucoma coaching 

program had improved glaucoma medication adherence one year after the intervention 

compared to baseline. However, adherence decreased sharply over the course of the 

year from adherence levels during the SEE program intervention. Additional doses of 

personalized coaching are likely necessary to maximize the impact on long-term glaucoma 

self-management. Future work should focus on determining the optimal dose and frequency 

of such longer-term interventions.

Financial support:

Supported by the National Eye Institute, National Institutes of Health, Bethesda, Maryland (grant nos. 
K23EY025320 [P.A.N.-C.]; R21EY020912 and R21EY028997 [D.C.M.]); and Research to Prevent Blindness, Inc., 
New York, New York (P.P.L.; Career Development Award [P.A.N.C.]). The funding organizations had no role in the 
design or conduct of this research.

References

1. Bourne RRA, Stevens GA, White RA, et al. Causes of vision loss worldwide, 1990-2010: a 
systematic analysis. Lancet Glob Health 2013;1:e339–349. [PubMed: 25104599] 

2. Newman-Casey PA, Blachley T, Lee PP, et al. Patterns of Glaucoma Medication Adherence over 
Four Years of Follow-Up. Ophthalmology 2015;122:2010–2021. [PubMed: 26319441] 

3. Reardon G, Kotak S, Schwartz GF. Objective assessment of compliance and persistence among 
patients treated for glaucoma and ocular hypertension: a systematic review. Patient Prefer 
Adherence 2011;5:441–463. [PubMed: 22003282] 

4. Olthoff CMG, Schouten JSAG, van de Borne BW, Webers CAB. Noncompliance with ocular 
hypotensive treatment in patients with glaucoma or ocular hypertension an evidence-based review. 
Ophthalmology 2005;112:953–961. [PubMed: 15885795] 

5. Rossi GCM, Pasinetti GM, Scudeller L, et al. Do adherence rates and glaucomatous visual field 
progression correlate? Eur J Ophthalmol 2011;21:410–414. [PubMed: 21140373] 

6. Newman-Casey PA, Niziol LM, Gillespie BW, et al. The Association between Medication 
Adherence and Visual Field Progression in the Collaborative Initial Glaucoma Treatment Study. 
Ophthalmology 2020;127:477–483. [PubMed: 31932093] 

7. Nieuwlaat R, Wilczynski N, Navarro T, et al. Interventions for enhancing medication adherence. 
Cochrane Database Syst Rev 2014;2014:CD000011.

8. Boland MV, Chang DS, Frazier T, et al. Automated telecommunication-based reminders and 
adherence with once-daily glaucoma medication dosing: the automated dosing reminder study. 
JAMA Ophthalmol 2014;132:845–850. [PubMed: 24831037] 

9. Newman-Casey PA, Niziol LM, Lee PP, et al. The Impact of the Support, Educate, Empower 
Personalized Glaucoma Coaching Pilot Study on Glaucoma Medication Adherence. Ophthalmol 
Glaucoma 2020;3:228–237. [PubMed: 33012330] 

10. Kanters S, Park JJH, Chan K, et al. Interventions to improve adherence to antiretroviral therapy: a 
systematic review and network meta-analysis. Lancet HIV 2017;4:e31–e40. [PubMed: 27863996] 

11. Norris SL, Engelgau MM, Narayan KM. Effectiveness of self-management training in type 2 
diabetes: a systematic review of randomized controlled trials. Diabetes Care 2001;24:561–587. 
[PubMed: 11289485] 

12. Howlett N, Trivedi D, Troop NA, Chater AM. Are physical activity interventions for healthy 
inactive adults effective in promoting behavior change and maintenance, and which behavior 
change techniques are effective? A systematic review and meta-analysis. Transl Behav Med 
2019;9:147–157. [PubMed: 29506209] 

13. Kashaf MS, Jampel HD. Adherence Studies with Short Follow-up Do Not Suffice for a 
Chronic Disease Like Open-Angle Glaucoma. Ophthalmol Glaucoma 2020;3:225–227. [PubMed: 
33008555] 

Killeen et al. Page 8

Ophthalmol Glaucoma. Author manuscript; available in PMC 2024 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



14. Osterberg L, Blaschke T. Adherence to Medication. N Engl J Med 2005;353:487–497. [PubMed: 
16079372] 

15. santé O mondiale de la, Organization WH. Adherence to Long-term Therapies: Evidence for 
Action. World Health Organization; 2003.

16. Kripalani S, Yao X, Haynes RB. Interventions to Enhance Medication Adherence in Chronic 
Medical Conditions: A Systematic Review. Arch Intern Med 2007;167:540–549. [PubMed: 
17389285] 

17. Vrijens B, Vincze G, Kristanto P, et al. Adherence to prescribed antihypertensive drug 
treatments: longitudinal study of electronically compiled dosing histories. BMJ 2008;336:1114–
1117. [PubMed: 18480115] 

18. Kolli A, Daniel-Wayman S, Newman-Casey PA. The Minimal Clinically Important Difference 
in Glaucoma Medication Adherence: Interviews of Glaucoma Experts. Ophthalmic Res 
2021;64:524–528. [PubMed: 33171476] 

19. Sleath B, Blalock S, Covert D, et al. The Relationship between Glaucoma Medication Adherence, 
Eye Drop Technique, and Visual Field Defect Severity. Ophthalmology 2011;118:2398–2402. 
[PubMed: 21856009] 

20. Djafari F, Lesk MR, Giguère C-É, et al. Impact of a Brief Educational Intervention on Glaucoma 
Persistence: A Randomized Controlled Clinical Trial. Ophthalmic Epidemiol 2015;22:380–386. 
[PubMed: 26653260] 

21. Muir KW, Rosdahl JA, Hein AM, et al. Improved Glaucoma Medication Adherence in a 
Randomized Controlled Trial. Ophthalmol Glaucoma 2022;5:40–46. [PubMed: 33892170] 

22. Norris SL, Lau J, Smith SJ, et al. Self-Management Education for Adults With Type 2 Diabetes: 
A meta-analysis of the effect on glycemic control. Diabetes Care 2002;25:1159–1171. [PubMed: 
12087014] 

23. Raz I, Soskolne V, Stein P. Influence of Small-Group Education Sessions on Glucose Homeostasis 
in NIDDM. Diabetes Care 1988;11:67–71.

24. West DS, DiLillo V, Bursac Z, et al. Motivational Interviewing Improves Weight Loss in Women 
With Type 2 Diabetes. Diabetes Care 2007;30:1081–1087. [PubMed: 17337504] 

25. Anon. Coverage for Diabetes Self-Management Training. Available at: https://www.medicare.gov/
coverage/diabetes-self-management-training [Accessed November 29, 2021].

26. Miller DJ, Niziol LM, Elam AR, et al. Demographic, Clinical, and Psychosocial Predictors 
of Change in Medication Adherence in the Support, Educate, Empower Program. Ophthalmol 
Glaucoma 2022;5:47–57. [PubMed: 34098169] 

27. Racette L, Abu SL, Poleon S, et al. The Impact of the Coronavirus Disease 2019 Pandemic on 
Adherence to Ocular Hypotensive Medication in Patients with Primary Open-Angle Glaucoma. 
Ophthalmology 2022;129:258–266. [PubMed: 34673098] 

Killeen et al. Page 9

Ophthalmol Glaucoma. Author manuscript; available in PMC 2024 January 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.medicare.gov/coverage/diabetes-self-management-training
https://www.medicare.gov/coverage/diabetes-self-management-training


Figure 1: 
Scatterplot of adherence during versus after SEE counseling
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Figure 2: 
Side by side boxplots for adherence over time
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Table 1.

Comparison of medication adherence before, during, and after the SEE counseling intervention (n=39). Note: 

pre-SEE adherence is calculated as the median monthly adherence over 3 months of pre-treatment monitoring; 

adherence during the SEE intervention is calculated over the 6-month period of intervention; post-SEE 

adherence is calculated over all available follow-up, up to 12 months post-intervention.

Time Mean (SD) Min, Max Median P-value*

Pre-SEE 59.9 (18.5) 13.3, 80.0 67.5 0.0393

During SEE 81.3 (17.6) 19.8, 99.6 87.7 <0.0001

Post-SEE 66.5 (22.5) 3.4, 94.3 69.7

*
paired t-test comparing medication adherence post-SEE intervention to that during or pre-intervention

Ophthalmol Glaucoma. Author manuscript; available in PMC 2024 January 01.
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