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PURPOSE. The objective of the study was to compare the intraocular pressure (IOP)-lowering efficacy and
safety of travoprost 0.004%/timolol 0.5% ophthalmic solution (Trav/Tim) to latanoprost 0.005%/timolol
0.5% ophthalmic solution (Lat/Tim), dosed once daily in the morning, in patients with open-angle glau-
coma (OAG) or ocular hypertension (OH). 
METHODS. This was a randomized, double-masked, multicenter, parallel group, active-controlled study con-
ducted at 41 sites. At the eligibility visit the patients were randomized (1:1) to the assigned masked med-
ication if they met inclusion/exclusion criteria, and the mean IOP values in the eligible eyes were ≥24 mmHg
at 9 AM and ≥21 mmHg at 11 AM and 4 PM. Patients were excluded if the mean IOP in either eye was >36
mmHg. Patients were instructed to administer the assigned medication each morning at 9 AM. During the
treatment phase of the study, IOP was measured at 9 AM at week 2, week 6, month 3, and month 9. At the
month 6 and month 12 visits, IOP was measured at 9 AM, 11 AM, and 4 PM. Statistical methods included a
repeated measures analysis of variance (ANOVA); to test for noninferiority, a 95% confidence interval for the
treatment group difference was constructed based on the ANOVA results for each time point at month 12. 
RESULTS. Patients (n=408) with OAG or OH were enrolled at 41 sites. One patient withdrew prior to re-
ceiving medication so 207 in the Trav/Tim group and 200 in the Lat/Tim group were evaluable for safety.
Baseline demographic characteristics as well as IOP values showed no statistical differences between the
two groups. Trav/Tim provided lower mean IOP values than Lat/Tim that were statistically significant at
the week 2 9 AM (p=0.0081), month 6 9 AM (p=0.0056), and month 6 11 AM (p=0.0128) time points and
at 9 AM time point pooled across all visits (p=0.0235) when mean IOP was 0.6 mmHg lower in the Trav/Tim
group. Treatment-related adverse events were mild in both groups. Although hyperemia was reported from
a higher percentage of patients in Trav/Tim group, differences in average hyperemia scores between the
two groups were not considered clinically relevant.
CONCLUSIONS. Travoprost 0.004%/timolol 0.5% ophthalmic solution produced mean IOP levels that are sta-
tistically noninferior to latanoprost 0.005%/timolol 0.5% ophthalmic solution. Furthermore, at 9:00 AM, 24
hours after dosing, IOP was statistically lower for travoprost 0.004%/timolol 0.5% pooled across all visits.
Travoprost 0.004%/timolol 0.5% fixed combination ophthalmic solution is an effective treatment for reduc-
ing IOP and it is safe and well-tolerated in patients with OAG or OH. (Eur J Ophthalmol 2007; 17: 183-90)
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INTRODUCTION

The prostaglandin class of intraocular pressure (IOP)-
lowering medications offers unrivaled efficacy and safe-
ty in patients with glaucoma or ocular hypertension.
Beta blockers, long the mainstay of glaucoma thera-
py, are a common adjunctive choice for patients in-
adequately controlled on prostaglandin monothera-
py. To maximize convenience and compliance with
therapy, fixed combinations containing drugs of
these two classes have been developed.
Latanoprost 0.005%/timolol 0.5% fixed combination
(Xalacom®, Pfizer Inc.) is available in several inter-
national markets. Travoprost 0.004%/timolol 0.5% fixed
combination (Alcon Laboratories, Inc., Fort Worth, TX,
USA) has also been developed for the lowering of IOP.
The safety profiles of travoprost and latanoprost are
similar (1, 2). Travoprost has been shown to have a
greater IOP-lowering effect 20 and 24 hours after dos-
ing (2, 3), which may be related to its high affinity and
full agonist efficacy at the FP receptor (4, 5). The goal
of this clinical trial was to compare the IOP-lowering
efficacy and safety of once-daily travoprost 0.004%/
timolol 0.5% ophthalmic solution to once-daily latanoprost

0.005%/timolol 0.5% ophthalmic solution in patients
with open-angle glaucoma or ocular hypertension.

MATERIALS AND METHODS

Patient enrollment and randomization

This was a prospective, randomized, double-masked,
multicenter, parallel-group, active-controlled study. The
protocol was approved by the appropriate indepen-
dent ethics committees at all of the 41 participating
study centers, and all patients provided written in-
formed consent to participate.
Potential patients attended a screening visit, at which
time informed consent was obtained, demographics
and medical history were recorded, and the medical
record was reviewed for eligibility. Patients with
open-angle glaucoma (including pseudoexfoliation or
pigment dispersion) or ocular hypertension were eli-
gible to participate if they had received treatment with
at least one IOP-lowering medication and were either
inadequately responsive or intolerant to the medica-
tion. Such patients were eligible if it was deemed safe

TABLE I - BASELINE DEMOGRAPHICS BY TREATMENT GROUP

Total Trav/Tim Lat/Tim p value*

Mean age, yr 64.8 64.9 0.9655  
Total, n (%) 332 (100.0) 168 (50.6) 164 (49.4) 
Sex 

Male 136 (41.0) 64 (38.1) 72 (43.9) 0.2820
Female 196 (59.0) 104 (61.9) 92 (56.1)   

Ethnicity          
White 304 (91.6) 152 (90.5) 152 (92.7) 0.6893   
Asian 27 (8.1) 15 (8.9) 12 (7.3)
Other 1 (0.3) 1 (0.6) 0 (0.0)

Iris color   
Brown 161 (48.5) 79 (47.0) 82 (50.0) 0.9465   
Hazel 23 (6.9) 12 (7.1) 11 (6.7)    
Green 22 (6.6) 11 (6.5) 11 (6.7)    
Blue 89 (26.8) 45 (26.8) 44 (26.8)    
Grey 37 (11.1) 21 (12.5) 16 (9.8)   

Diagnosis 
Ocular hypertension 64 (19.3) 34 (20.2) 30 (18.3) 0.5590   
Primary open-angle glaucoma 233 (70.2) 115 (68.5) 118 (72.0)    
Pigmentary glaucoma 8 (2.4) 6 (3.6) 2 (1.2)    
Pseudoexfoliation glaucoma 27 (8.1) 13 (7.7) 14 (8.5)   

*p value from chi-square or Fisher exact test. Trav/Tim = Travoprost 0.004%/timolol 0.5%; Lat/Tim = Latanoprost 0.005%/timolol 0.5%
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to discontinue all IOP-lowering therapy for a variable
washout period of 5 to 28 days (5 days for miotics
and topical or oral carbonic anhydrase inhibitors, 14
days for alpha- and alpha-beta agonists, and 28 days
for beta blockers and prostaglandin analogues; fixed
combination drugs were washed out according to the
component with the longest washout period). In ad-
dition, contact lens wearers were required to instill
study medications at least 15 minutes before insert-
ing lenses.
Exclusion criteria included any form of glaucoma oth-
er than open-angle glaucoma (including pseudoex-
foliation and pigment dispersion) or ocular hyperten-
sion; visual acuity worse than 0.6 logMAR in either
eye, or an angle judged less than grade 2 on gonioscopy,
cup-disc ratio greater than 0.8 in either eye, advanced
visual field loss in either eye; any history of chronic
or severe inflammatory eye disease, ocular infection
or inflammation or ocular laser surgery within the past
3 months, ocular trauma or intraocular surgery with-
in the past 6 months; any clinically relevant or pro-
gressive retinal disease; any ocular abnormalities pre-
cluding reliable applanation tonometry; or any ocular
or systemic condition for which therapy with a beta
blocker or prostaglandin analogue would be con-
traindicated (such as severe dry eye, macular edema,
or pulmonary, cardiovascular, renal, or hepatic dis-
ease). In addition, patients who began therapy with-
in 30 days of enrollment with a systemic medication
that might affect IOP or any investigational medica-
tion were deemed ineligible. Patients requiring ther-
apy with systemic glucocorticoids at any time during
the trial were also excluded. Furthermore, breastfeeding
or pregnant women, women who intended to become
pregnant, and women who were not using a reliable
form of birth control were excluded. 
Successfully screened patients discontinued all IOP-
lowering therapy for the required washout period be-
fore attending an eligibility visit. At this visit, IOP was
measured in both eyes at 9 AM, 11 AM, and 4 PM. To
be eligible for randomization, patients were required
to have an IOP of ≥24 mmHg at 9 AM and ≥21 at 11
AM and 4 PM in at least one eye (and the same eye at
all three time points), with neither eye having an IOP
> 36 mmHg at any time point.
Patients meeting all of these criteria were random-
ized in a 1:1 ratio to therapy with either travoprost
0.004%/timolol 0.5% (the Trav/Tim group) or latanoprost

0.005%/timolol 0.5% (the Lat/Tim group), each in fixed
combination and dosed once daily at 9 AM in both eyes,
whether or not both met eligibility requirements (un-
less a contraindication to treatment existed in the non-
qualifying eye, in which case only the qualifying eye
was treated). To ensure proper masking, both study
medications were supplied in identical oval, opaque
bottles. Randomization was achieved by enrolling qual-
ified patients in a sequential manner by patient num-
ber, beginning with the first number assigned to each
site; this numerical sequence of patient numbers con-
tained a built-in computer-generated randomization
such that patients were randomly assigned to treat-
ment groups in accordance with the planned assign-
ment ratio. 

Schedule of evaluations

For analysis, IOP for each eye at each time point was
defined as the mean of two measurements if within 4
mmHg of one another. If the two measurements dif-
fered by more than 4 mmHg, a third measurement was
taken; in this case, the IOP for analysis was calcu-
lated as mean of the two measurements closest to
each other, or the mean of all three if equidistant from
each other. Only one eye per patient was selected for
analysis. For patients treated in both eyes, this was
the eye with the higher IOP at the eligibility visit at 9
AM, or if the two eyes were equal, at 11 AM, or if equal,
at 4 PM, or if equal, then the right eye.
After randomization, scheduled evaluations took
place at weeks 2 and 6, and at months 3, 6, 9, and
12 after beginning study medication. Specific assessments
at each of these visits occurred as follows: IOP and
conjunctival hyperemia were assessed at 9 AM on all
scheduled study visits, at 11 AM and at 4 PM on month
6 and month 12 visits. IOP was measured with Gold-
mann applanation tonometry, and two measurements
were taken (three if the first two differed by more than
4 mmHg) at each time point on each visit. Current
health status and medication usage were queried and
recorded at all visits and all time points, including at
11 AM on the week 2 visit. Visual acuity was measured
(best-corrected, logMAR scale), biomicroscopy was
performed, and ocular photographs (open and closed
eye) were taken at the beginning of each visit. Rest-
ing blood pressure and pulse were measured at all
visits and time points, except the 4 PM time points on
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the eligibility and month 6 and 12 visits. Gonioscopy,
automated perimetry (most sites), and a dilated fun-
dus examination were performed both at screening
and at the month 12 visit. Adverse events were so-
licited at all visits and time points beginning imme-
diately after first installation of the study medication.

Statistical analysis

The primary statistical objective of this study was to
demonstrate that the IOP-lowering efficacy of
Trav/Tim was noninferior to Lat/Tim. The primary ef-
ficacy parameter was the assessment of mean IOP.
Primary inference for noninferiority was based upon
the 9 AM, 11 AM, and 4 PM mean IOP at month 12.
All patients who received study medication were in-
cluded in the safety analysis. All patients who com-
pleted the study with no protocol violations were in-
cluded in the per-protocol analysis which was used
for the efficacy results in this report.
Hypothesis testing was performed using repeated mea-
sures analysis of variance. For the test of noninferi-
ority, a 95% confidence interval for the treatment group
difference was constructed based on the analysis of
variance at each time point at month 12. Primary in-
ference for the test of noninferiority was based on the
per-protocol data set. 
Based on an assumed standard deviation for IOP of
3.5 mmHg and a 5% chance of a Type I error, a sam-
ple size of 142 evaluable patients in each treatment
group provided a 90% coverage probability that a 95%
two-sided confidence interval would fall within ±1.5
mmHg. Since only one side of this tolerance region
is relevant for a noninferiority comparison, for differ-

ences based on mean IOP in the Trav/Tim group mi-
nus mean IOP in the Lat/Tim group, the upper 95%
confidence limit was compared to +1.5 mmHg (2). In
addition, descriptive statistics were calculated for IOP,
IOP change from baseline, and IOP percent change
from baseline. Mean IOP change from baseline was
also estimated using a repeated measures analysis
of variance.

RESULTS

Overall, 408 patients were enrolled and randomized
to one of the two treatment groups. One patient with-
drew before receiving any study medication, leaving
407 patients available for the safety analysis Trav/Tim
(n = 207) or Lat/Tim (n = 200). A total of 10 patients
discontinued the study before the collection of any
on-treatment data. A total of 76 patients (the 10 who
had no on-therapy data and 66 with protocol viola-
tions) were excluded from the per-protocol data set.
The protocol violation most frequently resulting in pa-
tient exclusion was nonqualifying IOP, or violation of
IOP measurements.
Baseline demographic information for the 332 patients
included in the per-protocol analysis is given in Table
I. Patients were typically women (59%), white (92%)
or Asian (8%). They averaged 64.8 years in age and
were diagnosed with open-angle glaucoma (70.2%),
ocular hypertension (19.3%), pigmentary glaucoma
(2.4%), or pseudoexfoliation glaucoma (8.1%). There
were no statistically significant differences in base-
line characteristics between the two treatment
groups.

TABLE II - MEAN IOP (in mmHg) COMPARISON OF TRAVOPROST 0.004%/TIMOLOL 0.5% AND LATANOPROST
0.005%/TIMOLOL 0.5% DOSED ONCE DAILY AT 9 AM

Baseline (mmHg) Combined (mmHg)
Treatment 9 am 11 am 4 pm 9 am 11 am 4 pm

Trav 0.004%/Tim 0.5%
Mean 27.0 25.8 24.6 17.1 16.5 16.4   
No. 168 168 168 167 153 153  

Lat 0.005%/Tim 0.5%
Mean 27.3 26.1 25.2 17.7 17.1 16.7   
No. 164 164 164 163 153 152  
P Value 0.5437 0.4551 0.0772 0.0235 0.1100 0.3657  

Combined data were pooled from the week 2, week 6, month 3, month 9, and month 12 visits. IOP = Intraocular pressure
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Intraocular pressure

IOP at baseline and on study treatment at all visits
and time points is given in Table II. Trav/Tim and Lat/Tim
provided significant reductions in IOP from baseline
at all time points (p<0.001). Trav/Tim provided 0.6 mm
Hg lower mean IOP than Lat/Tim at 9 AM (p=0.0235).
Trav/Tim dosed once-daily in the morning produced
reductions from baseline in IOP ranging from approximately
8 to 10 mmHg, and representing a relative reduction
of up to 38% from baseline. Lat/Tim produced reduction
from baseline in IOP ranging from about 8 to 10 mmHg,
which represented a relative reduction of up to 37%.
IOP levels of less than 18 mmHg were achieved in
51% or more of patients in the Trav/Tim treatment
group and at least 41% of patients in the Lat/Tim group. 
Differences in mean IOP favored travoprost 0.004%/
timolol 0.5% over latanoprost 0.005%/timolol 0.5%
at the week 2 9 AM (p=0.0081), month 6 9 AM

(p=0.0056), and month 6 11 AM (p=0.0128) time
points. The treatment group differences favoring
travoprost 0.004%/timolol 0.5% ranged from 0.3 to
1.0 mmHg. At 9 AM Trav/Tim produced statistically low-
er mean IOP than Lat/Tim (p=0.0235) when pooled
across all visits (Fig. 1). After adjusting for baseline
IOP, the statistically significant differences observed
in the original analysis remained significant.

Safety

Adverse events in the overall study safety population
were predominantly nonserious, generally mild to mod-

erate in intensity, and generally did not result in dis-
continuation from the study. Thirteen patients in the
Trav/Tim group and 10 patients in the Lat/Tim group
discontinued participation in the study due to adverse
events (difference not significant, p=0.5760).
Ocular adverse events were generally mild. Treatment-
related ocular adverse events occurring in the
Trav/Tim group at an incidence of greater than 1%
were hyperemia (15%), ocular pruritus (6.8%), ocular
discomfort (4.3%), eyelash changes (2.4%), ocular dry-
ness (1.9%), and ocular pain (1.4%). In the Lat/Tim
group, ocular discomfort (3.5%) and foreign body sen-
sation (3.5%) were the most frequent treatment-re-
lated ocular adverse events, followed by hyperemia
(2.5%) and pruritus (2%) (all had an incidence >1%).
Mean hyperemia scores were generally similar, although
differences were statistically significant (p<0.05) at 2
of 10 study visits. Overall, mean scores were in the
trace to mild range (0.2 to 0.4 on a scale of 0, none
to 3, severe) and the differences between groups were
not considered clinically relevant (Fig. 2).
Systemic adverse events possibly related to treatment
in the Trav/Tim group included two patients with skin
discoloration, and one patient each with allergy, headache,
hypertension, dizziness, asthma, worsened cough, and
systemic dyspnea. Treatment-related adverse events
in the Lat/Tim group included one patient each with
headache, dry mouth, tongue edema, vertigo, herpes
simplex, and tinnitus. Two patients died during the

Fig. 2 - Summary of mean hyperemia scores for the overall safety
population from physician assessments for patients on travo-
prost/004%/timolol 0.5% or latanoprost 0.005%/timolol 0.5% thera-
py. Scale: 0 = none, 1 = mild, 2 = moderate, 3 = severe.

Fig. 1 - Mean intraocular pressure difference averaged across all
time points between travoprost 0.004%/timolol 0.5% and latanoprost
0.005%/timolol 0.5% dosed once daily at 9 am. *p<0.05.
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study, and both deaths were assessed as unrelated to
study drug. These included one patient in the Trav/Tim
group who had a myocardial infarct, and one patient in
the Lat/Tim group who had peritonitis and cholecystitis.

DISCUSSION

Travoprost 0.004%/timolol 0.5% ophthalmic solution
(Trav/Tim) produces statistically significant (p<0.001
at all time points) and clinically relevant IOP reduc-
tions when dosed once daily in the morning. Previ-
ous studies have demonstrated that the fixed com-
bination provides superior IOP reduction compared
to monotherapy with either component (6), and pro-
vides similar IOP reduction to concomitant dosing with
travoprost and timolol dosed separately (7, 8). The
current study confirms these prior reports, demon-
strating IOP reductions on the order of 8 to 10 mmHg
with once-daily dosing, representing relative IOP re-
ductions of 30% to 38% from an untreated baseline.
The values for mean IOP for patients on Lat/Tim ther-
apy agree with previous studies. Diestelhorst et al, for
example, conducted a crossover clinical trial in which
patients who were currently on the unfixed combina-
tion of latanoprost 0.005% and timolol 0.5% were ran-
domized to either continue treatment for 6 weeks or
to initiate treatment with the fixed combination of Lat/Tim
(9). After the patients were crossed over, the average
diurnal IOP was 17.2 and 16.9 mmHg for the fixed com-
bination therapy at weeks 6 and 12, respectively. This
study did not include a washout period. Another study
by Hamacher et al (10) evaluated patients who were
switched from their current monotherapies or adjunctive
therapies to Lat/Tim. There was no washout period in
this study. Open- angle glaucoma patients who began
with a mean baseline of 20.6 mmHg showed IOP re-
ductions to 17.6 mmHg following Lat/Tim therapy. Both
of these published studies with Lat/Tim reported IOPs
similar to those observed in the current study (Tab. II). 
This study compared the IOP reduction of Trav/Tim
and Lat/Tim. This was a multinational study conducted
in countries where Lat/Tim is commercially available.
Results of the study demonstrate that Trav/Tim pro-
duces mean IOP levels that are statistically noninfe-
rior to Lat/Tim. The predetermined noninferiority cri-
terion (upper limit of the 95% confidence interval be-
low 1.5 mmHg) was met at every study visit and time

point. This included all three time points at the month
12 visit, which were the primary efficacy endpoints.
Furthermore, Trav/Tim produced a statistically lower
mean IOP than Lat/Tim at several time points (week
2 and month 6 at 9 AM and month 6 at 11 AM), includ-
ing also the pooled data from the 9 AM time points.
The treatment group differences favoring Trav/Tim ranged
from 0.3 to 1.0 mmHg. It is at the discretion of the
ophthalmologists to consider whether differences of
0.3 to 1.0 mmHg in IOP lowering effectiveness are
clinically significant. IOP is often highest in the morn-
ing. Drugs that excel at IOP reduction at this time of
day offer the potential for improved diurnal control,
which may reduce the risk of glaucomatous progres-
sion independently of mean IOP reduction (11, 12).
Travoprost 0.004%/timolol 0.5% was well tolerated
by patients in this study. The nature of adverse events
was similar to those reported for latanoprost
0.005%/timolol 0.5%, as were discontinuation rates
for both drugs. Side effects were generally ocular, and
primarily attributable to the prostaglandin component
of the combination. Although hyperemia was repor-
ted from a higher percentage of patients in Trav/Tim
group, differences in average hyperemia scores be-
tween the two treatment groups were not considered
clinically relevant. Siegel et al conducted a study in
which physicians masked as to the therapy were not
able to determine whether the patient was undergo-
ing latanoprost 0.005% or travoprost 0.004% treat-
ment (Siegel LI, Saroli TL, Jenkins JN, et al. Conjunctival
hyperaemia with latanoprost 0.005% versus travoprost
0.004% in patients previously treated with la-
tanoprost 0.005%. Presented at the European Asso-
ciation for Vision and Eye Research EVER meeting;
September 2005; Vilamoura, Portugal). A recent
study by Chang showed that 87% of patients responded
that hyperemia would not cause them to discontinue
their medication (Chang EJ. Patient perspectives on
hyperaemia. Presented at The American Society of
Cataract and Refractive Surgery; April 2005; Wash-
ington, DC). Moreover, 92% of patients wanted the
most effective IOP-lowering agent, despite the pos-
sibility of hyperemia. These data demonstrated that
patients who understand the severity of their disease
and the importance of IOP lowering are willing to tol-
erate cosmetic side effects in order to receive the most
effective therapy. 
Many patients with glaucoma require more than one
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topical IOP-lowering medication to achieve adequate
control of IOP (13). Fixed combinations, such as travo-
prost 0.004%/timolol 0.5% ophthalmic solution, of-
fer numerous benefits to patients with glaucoma on
multidrug regimens. Two complementary IOP-lower-
ing agents in one bottle offer convenience of dosing,
which may improve compliance (14). A single prescription
may have an economic benefit for the patients as well
as the healthcare system. Delivering two medications
in a single drop also minimizes the washout effect, in
which two medications are administered too closely
together in time, permitting the second drop to wash
away the first drop before maximal ocular penetra-
tion has occurred (15). Also, two medications in one
drop reduces total ocular exposure to preservatives
in the formulation, which may cause chronic conjunctival
inflammation (16) and reduce the success of subse-
quent filtering surgery (17). 
This was a multinational study conducted in coun-
tries where latanoprost 0.005%/timolol 0.5% ophthalmic
solution has already achieved regulatory approval and
is available in the marketplace. The results of the study
demonstrate that travoprost 0.004%/timolol 0.5% oph-
thalmic solution produces mean IOP levels that are
statistically noninferior to latanoprost 0.005%/timo-
lol 0.5% ophthalmic solution. The predetermined non-
inferiority criterion (upper limit of the 95% confidence
interval below 1.5 mmHg) was met at every study vis-
it and time point. This included all three time points
at the month 12 visit, which were the primary effica-
cy endpoints.
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APPENDIX

International Trav/Tim Study Group

Participating Clinical Centers (asterisks denote principal investigators)

• University Hospital of Alexandroupolis, Ophthalmic Department,
Greece: Vassilios P. Kozobolis* (coordinating investigator for the

study), George Maskaleris, Efstathios Detorakis • II Department of
Ophthalmology, Aristotle University of Thessaloniki, Thessaloniki,
Greece: Fotis Topouzis*, Eleftherios Anastasopoulos, Theofanis Pap-
pas • Ophthalmiatrio Hospital of Athens, Greece: Artemios Kan-
darakis*, John Koutroumanos • Associate Professor of Ophthalmology,
Eye Clinic of the General University Hospital of Ioannina, Greece:
Miltiadis Aspiotis*, Chrisavgi Pappa • General Hospital of Nikaia
“AG, Panteleimon,” Pireous, Greece: Emmanuel Vaikoussis*,
Thrassyvoulos Paschalidis, Panagiotis Bournas, Nikos Kazatzis •
Eye Associates, Sydney NSW, Australia: Ivan Goldberg*, Stuart Gra-
ham, Paul Healey • Eye Surgery Associates, East Melbourne VIC,
Australia: Julian Lockhart Rait* • Suite 8, Lindfield NSW, Australia:
Allan Bank* • Western Sydney Eye Hospital, University Clinic, West-
mead Hospital, Westmead NSW, Australia: Paul R. Healey*,
Jonathan Crowston, Magdalena Guzowski, Ranier Covar, Anne Lee,
Jen-Wan, Domit Azar • Quai des Tanneries 26, Belgium: Paul Sta-
dion* • Marktplatz 3, Eupen, Belgium: François Lizin* • University
Hospital Antwerp, Service of Ophthalmology, Belgium: Veva De Groot*,
Patrick Schraepen, Bruno Reyntjens • University Hospital Ghent,
Service of Ophthalmology, Ghent, Belgium: Anna-Maria Kestelyn-
Stevens*, Fien Witters • Department of Ophthalmology, University
of Tartu, Estonia: Pait Teesalu*, Imbi Kuus, Maris Oll • Ida-Tallinna
Keskhaigla Silmakliinik (Eye Clinic, East-Tallinn Central Hospital),
Tallinn, Estonia: Ulle Aamer*, Elo Alas, Marko Pastak • Hopital Jean
Minjoz, Service d’Ophtalmologie, Besancon Cedex, France:
Bernard Y.C. Delbosc* • Augenarzt, Goeppingen, Germany: Albrecht
Gerstenberger* • Augenarzt, Mannheim, Germany: Peter Jungmann*
• Facharzt fuer Augenheilkunde, Starnberg, Germany: Ludwig T. Ha-
macher*, Ursula Hellmair • Muenchenerstr. 3, Weilheim, Germany:
Andreas U.M. Bayer*, Wolfgang Foerster • Marktplatz 34-36,
Schorndorf, Germany: Thomas Christ* • Dipartimento di Specialità
Medico-Chirurgiche dell’Università di Catania, Azienda Ospedaliera
“S. Marta, V. Emanuele, Ferrarotto,” Catania, Italy: Alfredo Reibal-
di*, Maurizio Uva, Antonio Longo, Daniela Lombardo • Policlinico
San Matteo, Clinica Oculistica, Pavia, Italy: Fernando Trimarchi*,
Giovanni Milano*, Antonella Clemente, M. Gemma Rossi, Ilaria Sca-
tassi, Francesca Montemurro • Clinica Oculistica, Università di To-
rino, Italy: Federico M. Grignolo*, Beatrice Brogliatti, Teresa Rolle,
Cristina Favero, Elisabetta Giacosa, Angela Fornero • Goldschle-
ger Eye Institute, Sheba Medical Center, Tel-Hashomer, Israel: Sh-
lomo Melamed*, Mordehai Goldenfeld, Hani Verbin, Zohar Vilner,
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