
MANAGEMENT OF PROSTAGLANDIN-ASSOCIATED 
PERIORBITOPATHY SYNDROME (PAPS)

1. PAPS Compendium Expert Advisory Meeting, 23rd July, 2022; 2. Sakata et al. Semin Ophthalmol 2021;37:447–54; 3. Asia-Pacific Glaucoma Society. 
Asia Pacific Glaucoma Guidelines, 3rd Edition. 2016; 4. Miki et al. PLoS One 2017;12:e0181550. IOP: intraocular pressure; PAPS: prostaglandin-associated 
periorbitopathy syndrome; PGA: prostaglandin analogue.

PGA cessation

Routine follow-up

• Certain cosmetic and clinical changes associated with topical PGA use are reversible through 
discontinuation of the causative therapy, though the exact degree of reversibility has not been 
formally investigated1,2

• Studies have reported a partial or complete reversal of PAPS at 4–6 weeks after treatment discontinuation2

Patient initiated on PGAs

First consultation – patient education
• Advising on proper eyedrop instillation technique 

(see reverse page for advisory on eyedrop instillation)
• Consider providing educational materials on PAPS

Active monitoring
• Regular follow-up appointments to monitor for PAPS and 

provide patients with the opportunity to raise concerns

If patient is intolerant of PAPS

Surgery 
• Can be effective in lowering IOP, 

particularly where topical medications 
and/or laser treatment have failed3

• Allowing time between PGA cessation 
and surgery may improve surgical 
outcomes, as reversal of some of the 
physical changes associated with PAPS 
may lessen surgical complications4

Laser treatment
• Relatively effective and 

non-invasive alternative 
to achieving IOP control 
in patients with glaucoma 
and PAPS due to PGAs3

• Could help circumvent 
issues related to medical 
non-adherence3

Switching treatment
• “Lower-risk” PGA1,3

• Other classes of 
anti-glaucoma drugs
(see reverse page for 
dosing frequency and 
efficacy of various 
drug classes)3

If condition 
deteriorates

Patient presents with 
mild PAPS 

“Watch and wait" approach may be 
appropriate if patients do not raise concerns1

Patient presents with 
moderate/severe PAPS 

Swift and aggressive 
management is required1

Alternative management strategies

Subsequent steps for managing PAPS and 
glaucoma concurrently should be individualised 

to the patient’s treatment plan and goals1,3

Factors to consider include:3

Target IOP Risk of disease 
progression

Patient 
preference
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Advisory on proper eyedrop instillation technique
Patients are advised to carefully clean any excess eyedrops 
from the periorbital area. Practical recommendations may include:1

• Washing off excess medication
• Cleaning with a wet wipe
• Using a tissue to gently absorb spilled eyedrops

Wiping spilled eyedrops with a tissue may spread medication 
to the lower eyelid and exacerbate certain side-effects of PGAs, 
which may potentially contribute towards PAPS.1,2 In addition, 
some ophthalmologists have anecdotally suggested that older 
patients often administer PGAs before bed in the supine position, 
which could increase their risk of PAPS (e.g., patients may fall 
asleep without washing off excess medication).2

Dosing frequency and reported efficacy of various anti-glaucoma drug classes

Drug class Efficacy
(IOP reduction)3

PGAs

Prostanoid EP2  receptor agonists

β-Blockers

α1-Blockers

α2-Agonists

α1β-Blockers

Topical carbonic anhydrase inhibitors

Systemic carbonic anhydrase inhibitors

Rho-kinase inhibitors

Cholinergics

Dosage3

OD

OD4

OD–BD

BD

BD–TDS

BD

BD–TDS

BD–QDS

OD–BD5,6 

TDS–QDS

25–35%

15–35%4

20–25%

15–20%

18–25%

20%

20%

30–40%

20–25%7

20–25%


