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Objective: To assess ocular discomfort upon instillation and patient preference for 

brinzolamide/timolol relative to dorzolamide/timolol, in patients with open-angle glaucoma 

or ocular hypertension.

Methods: This was a multicenter, prospective, patient-masked, randomized, crossover study. On 

day 0, patients received one drop of brinzolamide/timolol in one eye and one drop of dorzolamide/

timolol in the contralateral eye. On day 1, patients were randomly assigned to receive one drop 

of either brinzolamide/timolol or dorzolamide/timolol in both eyes; on day 2, patients received 

one drop of the alternate treatment in both eyes. Measures included a patient preference question 

on day 2 (primary) and mean ocular discomfort scale scores on days 1 and 2 (secondary). Safety 

assessments included adverse events, visual acuity, and slit-lamp examinations.

Results: Of 120 patients who enrolled, 115 completed the study. Of these, 112 patients instilled 

both medications and expressed a study medication preference on day 2. A significantly 

greater percentage preferred brinzolamide/timolol to dorzolamide/timolol (67.0% versus 

30.4%; P  ,  0.001). The ocular discomfort (expressed as mean [standard deviation]) with 

brinzolamide/timolol was significantly lower than with dorzolamide/timolol (day 2: 1.9 [2.3] 

versus 3.7 [2.8], respectively [P = 0.0003]; both days combined: 2.1 [2.5] versus 3.5 [2.9], 

respectively [P = 0.00014]). On day 1, five patients receiving brinzolamide/timolol reported 

five nonserious adverse events (AEs): flu (n = 1), bitter taste (n = 2), and headache (n = 2). Four 

events, bitter taste (two events) and headache (two events), were considered related to brinzol-

amide/timolol. Events were mild in intensity, except bitter taste of moderate intensity reported 

by one patient. No AEs were reported at day 2. All AEs resolved without additional treatment. 

No clinically relevant changes from baseline were observed in best‑corrected visual acuity or 

slit-lamp examinations of ocular signs.

Conclusion: Patients had less discomfort with brinzolamide/timolol than with dorzolamide/

timolol, and more expressed a preference for brinzolamide/timolol. Both treatments were gener-

ally safe and well tolerated.

Keywords: brinzolamide, dorzolamide, fixed combination, ocular discomfort, patient preference, 

timolol

Introduction
Glaucoma includes a diverse family of related, progressive, and irreversible optic 

neuropathies. Untreated glaucoma may progressively lead to retinal ganglion cell 

death, optic nerve damage, and vision loss. Several studies have shown that elevated 
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intraocular pressure (IOP) is a major risk factor for the 

development of primary open-angle glaucoma.1–4 Further, 

elevated IOP is the only risk factor amenable to treatment; 

the use of topical ocular hypotensive medications to reduce 

IOP has been effective in delaying or preventing disease 

progression and is therefore the mainstay of glaucoma 

treatment.5 Major classes of medications for IOP reduction 

include the beta-blockers (eg, timolol), alpha‑adrenergic 

agonists (eg, brimonidine), carbonic anhydrase inhibitors 

(eg, brinzolamide or dorzolamide), and prostaglandin ana-

logs (eg, travoprost).6

While monotherapy with a single class of medication may 

be effective in lowering IOP, many patients require more than 

one medication for the adequate, long-term control of IOP.5 

Therefore, in clinical practice, a two-drug regimen, consist-

ing of a topical beta‑blocker in combination with a carbonic 

anhydrase inhibitor or prostaglandin analog, is commonly 

administered to patients with insufficient IOP control with 

monotherapy. Fixed combinations of a beta-blocker and a 

carbonic anhydrase inhibitor that are currently available 

include brinzolamide 1%/timolol 0.5% (Azarga®; Alcon 

Inc, Fort Worth, TX, USA) and dorzolamide 2%/timolol 

0.5% (Cosopt®; Merck and Co, Inc, Whitehouse Station, NJ, 

USA). In a previous clinical study, the IOP-lowering efficacy 

of brinzolamide/timolol was noninferior to dorzolamide/

timolol in patients with open-angle glaucoma or ocular 

hypertension.7

While the IOP-lowering efficacy of any glaucoma therapy 

is critical, selection of a suitable topical ocular medication 

for glaucoma also depends on other factors that may influ-

ence patient adherence to therapy, such as drop comfort upon 

instillation and overall tolerability.8 Therefore, the objective 

of this crossover study was to assess ocular discomfort upon 

instillation and patient preference for brinzolamide/timolol 

relative to dorzolamide/timolol, in patients with open-angle 

glaucoma or ocular hypertension.

Methods
Study design
This was a multicenter, prospective, patient-masked, ran-

domized, interventional, crossover 3-day study. At screen-

ing (day 0), patients were assessed for study eligibility. 

Demographic information, medical histories, and information 

regarding contact lens wear (if applicable) were collected. 

A urine pregnancy test was conducted for women of childbear-

ing potential. Additional assessments included best‑corrected 

visual acuity (BCVA), a slit-lamp examination, and IOP 

measured bilaterally with Goldmann applanation tonometry. 

On day 0, patients were randomly assigned by eye (left or 

right) in a 1:1 ratio to receive one drop of brinzolamide 1%/

timolol 0.5% (Azarga) in one eye and one drop of dorzol-

amide 2%/timolol 0.5% (Cosopt) in the contralateral eye, 

followed by day one treatment including one drop of either 

brinzolamide/timolol or dorzolamide/timolol, bilaterally. On 

day 2, patients received one drop of the alternate treatment 

assigned at day 1, bilaterally. Patients were unaware of their 

assigned treatment throughout the study.

Patients
Eligible patients included men and women of any race or 

ethnicity who were 18 years of age or older and diagnosed 

with glaucoma (primary open-angle or pigment dispersion) 

or ocular hypertension in both eyes. Patients must have been 

on a stable IOP‑lowering regimen for at least 30 days before 

screening. Specifically, patients must have been using any 

form of monotherapy for glaucoma (ie, any single therapeutic 

agent in a bottle) with the exception of a topical carbonic 

anhydrase inhibitor, which must not have been used (as a 

monotherapy or in a fixed combination product) within a 

year of study screening. Patients were not eligible if they 

had ocular conditions that could have prevented the safe 

administration of study medications or could have interfered 

with planned study assessments. Patients were not eligible 

if they had histories of ocular surgery, inflammatory eye 

disease, corneal dystrophies, opacities, and ocular infections; 

or signs and symptoms that were associated with these or 

other ocular conditions.

Upon entry and prior to participating in any study-

related assessments, all potential patients provided their 

written informed consent. An independent ethics commit-

tee in each country approved the protocol, the participating 

investigator, and the informed consent document. The study 

was conducted in accordance with Good Clinical Practices 

and the ethical principles described within the Declaration 

of Helsinki; this study was registered at ClinicalTrials.gov 

as NCT01471158.

Assessments
Assessment of ocular discomfort  
and patient preference
On both days 1 and day 2, within 1 minute following drop 

instillation, the patients rated their level of ocular discomfort 

with the study drug, using a 10-point Ocular Discomfort Scale 

(ODS). The ODS specifically ranged in whole-unit incre-

ments from 0 (no discomfort) to 9 (substantial discomfort). 

Separately, on day 2, after assessing their ocular discomfort, 
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patients completed the patient preference question, reporting 

that they either preferred the first medication (instilled on 

day 1) or the second medication (instilled on day 2).

Safety
Safety parameters included adverse events (AEs), evalu-

ations of ocular signs (cornea, lens, eyelids/conjunctiva, 

and iris/anterior chamber) as assessed through slit-lamp 

biomicroscopy, and determinations of BCVA. Specifically, 

AEs were collected after the initial study drug instillation on 

day 0 through the end of the study at day 2. The assessments 

of ocular signs and BCVA were conducted at screening and 

prior to exiting the study at day 2.

Statistics
All eligible patients who received study drugs and completed 

the ODS and the patient preference question on days 1 and 2 

were included in the per-protocol (PP) population. All patients 

who had at least one instillation of study drug were included 

in the safety population.

The primary efficacy endpoint was the percentage of 

patients with a stated preference for either study medication, 

as assessed with the patient preference question. The differ-

ence in the percentage of patients (PP population) who had 

a preference for either brinzolamide/timolol or dorzolamide/

timolol was determined using a one‑sample Chi-square test.

The secondary efficacy endpoint was the difference in 

the mean ODS score for the two study medications. The 

difference in the mean ODS score reported for brinzolamide/

timolol and dorzolamide/timolol (PP population) was deter-

mined using a Chi-square test.

Safety was evaluated by reviewing reported AEs and 

changes in ocular signs and BCVA assessments from day 0 

to day 2 (safety population).

Results
Patient characteristics and disposition
A total of 120 patients were enrolled at six investigational 

centers in South America (three in Argentina, one in Brazil, 

and two in Chile). All enrolled patients (n  =  120) were 

included in the safety population and 115 were included in 

the PP population.

Patient demographics and baseline characteristics were 

analyzed for the PP population. The demographic and base-

line characteristics of patients in each treatment group were 

similar (Table  1). Nearly two-thirds of enrolled patients 

(64.3%) were women, and most (93.9%) had primary open-

angle glaucoma.

Patient preference
On day 2, of the 115 patients in the PP population, 112 

expressed a preference for one study drug, while three 

patients expressed no preference. Of the 112 patients with a 

stated preference, a significantly greater percentage preferred 

brinzolamide/timolol compared with dorzolamide/timolol 

(67.0% versus 30.4%; P , 0.001) (Figure 1).

Ocular discomfort
On day 1, no significant differences were observed between 

treatment groups in the ODS score, expressed as mean 

(standard deviation [SD]), after study-drug instillation 

(brinzolamide/timolol = 2.4 [2.6]; dorzolamide/timolol = 3.3 

[2.9]; P = 0.0770). However, on day 2, patients who received 

brinzolamide/timolol had a significantly lower mean (SD) 

ODS score after drop instillation than did patients who 

received dorzolamide/timolol (1.9 [2.3] versus 3.7  [2.8]; 

P = 0.0003). Further, when data from both days were com-

bined, the mean (SD) ODS score for all patients after instil-

lation of brinzolamide/timolol was significantly lower than 

that for all patients after instillation of dorzolamide/timolol 

(2.1 [2.5] versus 3.5 [2.9]; P = 0.00014) (Figure 2).

Table 1 Demographic and baseline characteristics

Brinzolamide/ 
timolol  
(n = 58)

Dorzolamide/ 
timolol  
(n = 57)

P-value

Age, years 0.5818a

 � Mean (standard  
deviation)

64.2 (13.6) 65.7 (15.7)

 � Range (minimum,  
maximum)

(22, 85) (19, 89)

Sex, n (%) 0.2159b

  Men 17 (29.3) 24 (42.1)
  Women 41 (70.7) 33 (57.9)
Race, n (%) .0.999c

  White 46 (79.3) 46 (80.7)
  Hispanic 10 (17.2) 10 (17.5)
  Black 1 (1.7) 1 (1.8)
  Asian 1 (1.7) 0 (0.0)
Glaucoma  
diagnosis, n (%)

0.7167c

  Ocular hypertension 3 (5.2) 4 (7.0)
 � Primary open-angle  

glaucoma
55 (94.8) 53 (93.0)

Intraocular pressure,  
mmHg

0.3706a

 � Mean (standard  
deviation)

15.9 (3.3) 15.6 (2.5)

 � Range (minimum,  
maximum)

(9–27) (8–22)

Notes: Treatment groups were based on the randomization assignment for day 1, 
or the per-protocol population. aP-value calculated from a t-test; bP-value calculated 
from a Chi-square test; cP-value calculated from a Fisher’s exact test.
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Safety
No serious AEs occurred. On day 0, three patients had one 

AE each, including dry throat (mild intensity), headache 

(mild intensity), and bitter taste (mild intensity). Day 0 events 

could not be assessed for relatedness to a specific study 

treatment because patients received one drop each of both 

study drugs. On day 1, five patients receiving brinzolamide/

timolol reported five nonserious AEs: flu (n = 1), bitter taste 

(n = 2), and headache (n = 2). Four of these events, bitter 

taste (two events) and headache (two events), were considered 

by the investigators to be related to brinzolamide/timolol. 

All day 1 AEs were mild in intensity, with the exception of 

bitter taste of moderate intensity reported by one patient. 

No AEs were reported at day 2. All AEs resolved without 

additional treatment, and none resulted in patient discontinu-

ation from the study. No clinically relevant changes from 

baseline were observed in BCVA or slit-lamp examinations 

of ocular signs.

Discussion
Fixed combinations of different classes of IOP-lowering 

agents in the same bottle offer advantages over the use of the 

same individual drugs in separate bottles, such as a simplified 

dosing regimen and the elimination of the washout effect that 

occurs when multiple drugs are instilled without an adequate 

waiting period between instillations.9,10 Patient adherence 

to therapy may be influenced not only by efficacy and dos-

ing regimen, but also by drop comfort upon instillation and 

overall tolerability.8 Ocular comfort upon instillation, in 

particular, is a critical aspect of the overall tolerability of 

any topical ocular medication, and low tolerability has been 

identified as a barrier to treatment adherence.11

In the present study, ocular discomfort, as quantified by 

the mean ODS score, was significantly lower after instillation 

of brinzolamide/timolol than after instillation of dorzolamide/

timolol (P = 0.00014). This observation is consistent with a 

previous study that used the same scale12 and also with other 

studies that used different scales to evaluate the comfort of 

the same two fixed-combination medications.13,14 Further, 

in a recent open‑label, multicenter, observational study of 

more than 14,000 patients in Germany,15 nearly two-thirds 

more of the patients who transitioned from dorzolamide/

timolol to brinzolamide/timolol (n = 2937) rated the latter 

drug as the more tolerable treatment (brinzolamide/timolol: 

88.9%; dorzolamide/timolol: 28.9%). Patients in this study 

also preferred brinzolamide/timolol to previous therapy by a 

ratio of almost 9:1. A possible reason for the superior ocular 

comfort of brinzolamide/timolol relative to dorzolamide/

timolol is that the brinzolamide/timolol formulation has a 

pH that is closer to the physiological pH of human eyes than 

that of the dorzolamide/timolol formulation.16,17 In addition, 

the brinzolamide/timolol product is formulated without 

additional buffers, while the dorzolamide/timolol product 

is buffered using sodium citrate,16,17 which could irritate the 

ocular surface upon drop instillation.

A greater percentage of patients in the present study 

preferred brinzolamide/timolol to dorzolamide/timolol (67% 

versus 30%). These results were consistent with a previously 

reported direct-comparison study conducted in the United 

States, in which the majority of patients expressing a prefer-

ence preferred brinzolamide/timolol to dorzolamide/timolol 
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(79% versus 21%; P , 0.0001).12 When the observed patient 

preference for brinzolamide/timolol relative to dorzolamide/

timolol is considered in combination with the observed lower 

ODS score associated with brinzolamide/timolol, the study 

results support the relationship that has been proposed in the 

literature between drop comfort and patient preference.18

A positive correlation between patient preference and 

likelihood of adherence to therapy was suggested in a study 

of 447  glaucoma patients who transitioned from dorzol-

amide to brinzolamide.19 Further, a recent study found that 

patients with open-angle glaucoma who adhered to their 

treatment (as measured using an electronic dosing aid) 

experienced diminished progression or worsening of visual 

field function.20 Thus, high therapeutic adherence rates may 

be associated with better clinical outcomes in glaucoma. If 

this is true, the results of this study suggest that patients who 

are treated with brinzolamide/timolol have the potential for 

good treatment adherence.

Four AEs were assessed as related to brinzolamide/

timolol, both of which occurred on day 1: bitter taste (two 

reports: one mild and one moderate in intensity) and headache 

(two reports: both mild). In a previous clinical study wherein 

patients received brinzolamide/timolol or dorzolamide/

timolol twice daily for 12 months, the incidence of dysgeusia 

(bad taste) was low and was reported at a similar frequency 

in both treatment groups (2.8%–3.2%).7 Dysgeusia is a 

known adverse effect of carbonic anhydrase inhibitors.21 

Overall, based on AEs and changes in ocular signs and visual 

acuity, no safety issues or trends were observed during the 

present study.

These study results were limited due to a short-term 

exposure to each study drug. Long-term exposure to 

either drug may influence patient perceptions of comfort. 

Evaluation of the effects on ocular signs, as assessed by 

biomicroscopy, was limited by the brief exposure to study 

drug and short study duration. There was no washout period 

before study initiation, and patients with previous exposure 

to the individual component agents of the study drugs were 

not excluded. While these limitations had the potential to 

introduce bias, this effect was minimized by the random-

ized crossover study design that implemented within-patient 

comparisons.

Conclusion
Patients in this study experienced less discomfort upon 

instillation of brinzolamide/timolol compared with 

dorzolamide/timolol, and more patients expressed a prefer-

ence for brinzolamide/timolol than for dorzolamide/timolol. 

Both brinzolamide/timolol and dorzolamide/timolol were 

generally safe and well tolerated.

Disclosure
Alcon Research, Ltd sponsored this study. Medical writing 

support was funded by Alcon Research, Ltd and provided 

by Cullen T Vogelson, PhD and Usha Sivaprasad, PhD. Joao 

Franca Lopes is a consultant for Alcon Laboratories, Inc. 

Apart from this, the authors report no conflicts of interest 

in this work.

References
	 1.	 Leske MC, Heijl A, Hussein M, Bengtsson B, Hyman L, Komaroff E; the 

Early Manifest Glaucoma Trial Group. Factors for glaucoma progression 
and the effect of treatment: the Early Manifest Glaucoma Trial. Arch 
Ophthalmol. 2003;121(1):48–56.

	 2.	 The AGIS Investigators. The Advanced Glaucoma Intervention Study 
(AGIS): 7. The relationship between control of intraocular pressure and 
visual field deterioration. Am J Ophthalmol. 2000;130(4):429–440.

	 3.	 Gordon MO, Beiser JA, Brandt JD, et  al. The Ocular Hypertension 
Treatment Study: baseline factors that predict the onset of primary open-
angle glaucoma. Arch Ophthalmol. 2002;120(6):714–720; discussion 
829–830.

	 4.	 Miglior S, Torri V, Zeyen T, Pfeiffer N, Vaz JC, Adamsons I; the 
EGPS Group. Intercurrent factors associated with the development of 
open-angle glaucoma in the European Glaucoma Prevention Study.  
Am J Ophthalmol. 2007;144(2):266–275.

	 5.	 Kass MA, Heuer DK, Higginbotham EJ, et al. The Ocular Hyperten-
sion Treatment Study: a randomized trial determines that topical ocular 
hypotensive medication delays or prevents the onset of primary open-
angle glaucoma. Arch Ophthalmol. 2002;120(6):701–713; discussion 
829–830.

	 6.	 European Glaucoma Society. Terminology and Guidelines for 
Glaucoma, 3rd ed. Savona, Italy: Dogma; 2008.

	 7.	 Manni G, Denis P, Chew P, et  al. The safety and eff icacy of 
brinzolamide 1%/timolol/0.5% fixed combination versus dorzolamide 
2%/timolol/0.5% in patients with open-angle glaucoma or ocular 
hypertension. J Glaucoma. 2009;18(4):293–300.

	 8.	 Aptel F, Denis P. Balancing efficacy and tolerability of prostaglandin 
analogues and prostaglandin-timolol fixed combinations in primary 
open-angle glaucoma. Curr Med Res Opin. 2011;27(10):1949–1958.

	 9.	 Fechtner RD, Realini T. Fixed combinations of topical glaucoma 
medications. Curr Opin Ophthalmol. 2004;15(2):132–135.

	10.	 Khouri AS, Realini T, Fechtner RD. Use of fixed-dose combination 
drugs for the treatment of glaucoma. Drugs Aging. 2007;24(12): 
1007–1016.

	11.	 Tsai JC, McClure CA, Ramos SE, Schlundt DG, Pichert JW. Compliance 
barriers in glaucoma: a systematic classification. J Glaucoma. 2003; 
12(5):393–398.

	12.	 Mundorf  TK, Rauchman SH, Williams RD, Notivol R; the Brinzolamide/
Timolol Preference Study Group. A patient preference comparison of 
Azarga (brinzolamide/timolol fixed combination) vs Cosopt (dorzolamide/
timolol fixed combination) in patients with open-angle glaucoma or ocular 
hypertension. Clin Ophthalmol. 2008;2(3):623–628.

	13.	 Vold SD, Evans RM, Stewart RH, Walters T, Mallick S. A one-week 
comfort study of BID-dosed brinzolamide 1%/timolol 0.5% ophthalmic 
suspension fixed combination compared to BID-dosed dorzolamide 2%/
timolol 0.5% ophthalmic solution in patients with open-angle glaucoma 
or ocular hypertension. J Ocul Pharmacol Ther. 2008;24(6): 601–605.

	14.	 Rossi GC, Pasinetti GM, Sandolo F, Bordin M, Bianchi PE. From 
dorzolamide 2%/timolol 0.5% to brinzolamide 1%/timolol 0.5% fixed 
combination: a 6-month, multicenter, open-label tolerability switch 
study. Expert Opin Pharmacother. 2011;12(16):2425–2431.

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

361

Patient preference study: brinzolamide/timolol versus dorzolamide/timolol

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Clinical Ophthalmology

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/clinical-ophthalmology-journal

Clinical Ophthalmology is an international, peer-reviewed journal 
covering all subspecialties within ophthalmology. Key topics include: 
Optometry; Visual science; Pharmacology and drug therapy in eye 
diseases; Basic Sciences; Primary and Secondary eye care; Patient 
Safety and Quality of Care Improvements. This journal is indexed on 

PubMed Central and CAS, and is the official journal of The Society of 
Clinical Ophthalmology (SCO). The manuscript management system 
is completely online and includes a very quick and fair peer-review 
system, which is all easy to use. Visit http://www.dovepress.com/ 
testimonials.php to read real quotes from published authors.

Clinical Ophthalmology 2013:7

	15.	 Lanzl I, Raber T. Efficacy and tolerability of the fixed combination of 
brinzolamide 1% and timolol 0.5% in daily practice. Clin Ophthalmol. 
2011;5:291–298.

	16.	 AZARGA® Eye Drops Suspension [summary of product charac-
teristics]. Hünenberg, Switzerland: Alcon Laboratories, Inc; 2008.  
Available from: http://www.ema.europa.eu/docs/en_GB/document_
library/EPAR_-_Product_Information/human/000960/WC500029827.
pdf. Accessed. April 30, 2012.

	17.	 COSOPT® Sterile Ophthalmic Solution [package insert]. Whitehouse 
Station, NJ: Merck and Co, Inc; 2011.

	18.	 Syed MF, Loucks EK. Update and optimal use of a brinzolamide-timolol 
fixed combination in open-angle glaucoma and ocular hypertension. 
Clin Ophthalmol. 2011;5:1291–1296.

	19.	 Barnebey H, Kwok SY. Patients’ acceptance of a switch from 
dorzolamide to brinzolamide for the treatment of glaucoma in a clinical 
practice setting. Clin Ther. 2000;22(10):1204–1212.

	20.	 Rossi GC, Pasinetti GM, Scudeller L, Radaelli R, Bianchi PE. Do 
adherence rates and glaucomatous visual field progression correlate? 
Eur J Ophthalmol. 2011;21(4):410–414.

	21.	 Doherty M, Fraser S, Phelan P. Brinzolamide-timolol suspension: 
acceptability and side effect profile. Clin Ophthalmol. 2011;5: 
419–423.

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

362

Sanseau et al

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com/clinical-ophthalmology-journal
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
http://www.ema.europa.eu/docs/en_GB/document_library/EPAR_-_Product_Information/human/000960/WC500029827.pdf
http://www.ema.europa.eu/docs/en_GB/document_library/EPAR_-_Product_Information/human/000960/WC500029827.pdf
http://www.ema.europa.eu/docs/en_GB/document_library/EPAR_-_Product_Information/human/000960/WC500029827.pdf
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 2: 
	Nimber of times reviewed: 


