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= Intro to AMD
= AMD staging/classification
= Geographic atrophy (GA)

= Imaging technologies for GA detection &
monitoring

= New complement inhibition therapies for GA
» Referral considerations

= Patient education

AGE-RELATED MACULAR DEGENERATION

= Of all AMD, approx. 80% nonexudative/20% exudative
- Neovascular exudative AMD accounts for 90% of severe central VA loss

EARLY DETECTION AND PROMPT TREATMENT OF EXUDATIVE AMD IS
CRITICAL TO MAXIMIZE VISUAL OUTCOMES!!!
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Techniques for GA
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AGE RELATED MACULAR DEGENERATION

* Leading cause of blindness in the developed world in persons >50yo

- Characterized by drusen, RPE abnormalities, geographic atrophy (GA),
choroidal neovascularization (CNV)

* Prevalence of AMD is expected to I to 22 million by the year 2050

« # of cases of advanced AMD is expected to I from 1.7 million in 2010 to
3.8 million in 2050

RISK FACTORS FOR AMD & GA

s A
Age of end-stage AMD according to smoking status  [IREROLGEIEETLS -ﬁ‘ risk of GA development)

* No assoc with Gkﬁxpansiun
Caucasian
Genotype/family HX of AMD
* ARMSZ/HTRAL (T risk of GA development & ex|
* CFH
Smoking (1 risk of GA development & expansion)
* Most sig modifiable risk factor for AMD (odds ratios =
2.35-3.12 current vs never)
Hypertension - [mild assoc)
Heart disease - (mild assoc)
High BMI/Obesity - (mild assoc)
Hypercholesterolemia (high dietary cholesterol int.
saturated fats and cholesterol)
Diet low in omega 3, vitamins/minerals, carotenoids,
antioxidants
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AMD STAGING/CLASSIFICATION INTERMEDIATE NON-EXUDATIVE AMD
AREDS category 3 Either:
Advanced AMD
(2 forms) At least one large drusen Pigmentary mm
(2125 pm, ~ width of retinal Extensive medium-sized drusen (Beckman Committee
vein at disc margin) (220 soft; 265 hard) Classificatic GA
No AMD Early AMD Intermediate AMD
(AREDS category 1) ( 2) (AREDS category 3)
= No drusen or only a « Few (<20) medium- Ether:
few small (s 63 pm) sized (63 pm - 125 - Atleast 1 large druse (= 125 um)
drusen pm) drusen * EBxtensive medum-sized drusen
‘Nm‘“"“;" o Sl z BN el
i ) Plgmentary cbaormalkies Risk for conversion to advanced AMD is ~ 18% within 5 years
200 of e oveatconer b el image!!! & intentionally look for neo AND GA
persons 250yo are considered Monitor more frequently (~3 to 6 months), home self-screening (amsler/Foresee home),
.y e A o o OTC AREDS 2 supplements, edu on diet & behavior modifications
7 8

AMD STAGING/CLASSIFICATION ___ AREDSAMD Staging/Categories

[—— e v ST ——-

Advanced AMD (AREDS category 4): 2 forms = —

2) Neovascularization

1) Central GA

Non-exudative Exudative

Active Inactive

Among pts that already have neovascular
AMD in one eye, the risk for neo in the
fellow non-exudative eye is ~ 42% at 5 yrs!!!

AREDS report no. & Arch Ophthaimol. 2001
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GEOGRAPHIC ATROPHY (GA) RISK FACTORS FOR AMD & GA

FASTER PROGRESSION! ! A Growth rate of GA area according to baseline GA area

Central d
Muitifocal
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= Advanced/late form of dry AMD

* Irreversible atrophy of the RPE, photoreceptors &
choriocapillaris (in the absence of neovascularization)
— Atrophy = tissue loss/attenuation

= Affects > 8 million worldwide & 1.5 mil in US (~20% w/ AMD)
= Accounts for 10-20% of legal blindness from AMD

| AREDS2 Ragert 416 rogreaion of GA b ARMO

AREDS Pasmarcs Grous. Charge b ares of GA i the AREDS: AREDS gt nsrstee 36 drch Cpbehabec
Kawsan 10, o6 5L AREDES Rmeasich Crasp. Progrss f GA ie AFMD: ARECAS Rapert 14 O et ok
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AREDS 2 Development of Central GA in Eyes Where Non-central GA
was Present at Baseline (Kaplan-Meier plot)

THE FUNCTIONAL & MENTAL HEALTH IMPACTS OF AMD

80
z - Areas of GA correspond to dense scotomas (areas of missing vision)
< 70 = Even non-central GA can cause sig difficulties with reading, facial recognition, mobility, driving, &
3 —
"-_: 60 ; independence
Z 50 ‘f Little benefit of AREDS - Leads to social isolation, 4 risk of falls
8 40 g supplements OH_GA = 4 risk for mental health problems in individuals with visual impairment from AMD (depression, anxiety)
k] )' development/expansion (but
€ 3 — do 4 risk of exudative - Older adults with visual impairment are 2xs more likely to have depression
§ 20 ,J conversion in eyes with = rates of mortality & suicide among the visually impaired
] ' intermediate stage AMD!)
s 10 | 5 s L
9990
0 ; . )
|
0 1 2 3 4 5

Years after randomization
GA enlargement is “RELENTLESS and often results in rapid central vision loss!”

In eyes with incident non-central GA, 4-year risk of central involvement was 57%.
In the original AREDs study, the median time from any GA diagnosis to foveal involvement was 2.5 yrs

Knecan TD, ot 2l ARSCE Pacsarch G, of GA n ARMD: ARECED Raport #16 Opesalmiogy 2018
Ry 5 A cmrcary s AAMD & o 2o S 3 rarsomorc tagat fwtes 2057

McCarty CA, ot ak. Vison impaien 5 yoar mortaity. B | Ophthakmol
PioEo €, ot sk FAY ard ricroperimsetry i progresting GA mcordary t ARMD. Brtith Joum:
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UTILITY OF IMAGING IN GA
Scanning Lase; Ophthalmoscopy (SLO)
- Similart{CFP&FAF (higher res FAF)

GA IMAGING MODALITIES

Color Fundus Photography (CFP) Classification of Atrophy Meetings (CAM) Group

* GA detection and monitoring (couple
with other imaging modalities if l

Color fundus photography (CFP)
Fundus autofluorescence (FAF)
Fundus Autofluorescence (FAF) Near-infrared reflectance (NIR) = v
* Detection of early GA o

available)

* Cross sectional B-scan (AKA raster)

* Optical Coherence Tomography (OCT)

* Identify high risk biomarkers for
progression to GA & advanced AMD

L] g‘ enlargement
IB <

* Monitoring GA area
* Predicting GA expansion

* Visualization of reticular
pseudodrusen/subretinal drusenoid
deposits (SDDs)

OCT Angiography (OCTA)
= Detect nonexudative neovascularization
* Detect conversion to neovascular AMD

GA IMAGING- COLOR FUNDUS PHOTOGRAPHY (CFP)

« Asharply demarcated, usually circular zone of partial or complete RPE depigmentation
typically with exposure of underlying large choroidal vessels

* Less sensitive in detecting early GA and NOT an ideal way track enlargement over time

v >
: ” Ty
. “‘ o .

* Enface OCT w‘
T

“It seems reasonable (and rather jolly marvelous)
5 to incorporate information from multiple imaging
¢ f o sources to confirm the presence of GA™
-’ﬂ A MULTIMODAL IMAGING APPROACH IS OPTIMAL
for detection and measurement of GA and its
associated features.

Mek, FG, ot . imaging Pretocols s il Saadies In Advarcad ATNE: Racommerdations froem Clamsifcation of Ataphy Cormasss Mastings” Ophthabmoiogy 017

FUNDUS AUTOFLUORESCENCE (FAF)

Advancing zones
of degeneration
Lipofuscin
deposition

Hypofluorescence

the RPE and/or
photoreceptors

Blockage




GA IMAGING - FUNDUS AUTOFLUORESCENCE (FAF)

ONE OF THE PRIMARY METHODS USED TO DETECT & MONITOR GA LESIONS
(SUPERIOR FOR EARLY GA DETECTION COMPARED TO CFP)!!!

GA = well-demarcated hypoflourescent or dark areas

PROGNOSTIC VALUE OF GA PHENOTYPIC FAF PATTERNS

Fastest Rate of Progression!!

Diffuse Trickling (3.02 mm?/yr)
Diffuse pattern + high intensity at margin that seeping
towards the periphery
RN

The GAIN Stusy. Am J Ophthaimol. 2015;160: 345-353.5
Holi FG, et a (FAM-Study Group). Progression of GA and impact of FAF patterns in ARMD. Am ] Ophehalmol. 2007 Mar; 143(3):463-72.

GA IMAGING - OCT ANGIOGRAPHY (OCTA) IMAGING OF GA

Highlights loss of the choriocapillaris
(allows for visualization of the deep/larger choroidal vessels)

S5y 3

GA can easily be MISTAKEN for CNV!
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PROGNOSTIC VALUE OF GA PHENOTYPIC FAF PATTERNS

[ siowProgression [y —

No abnormality (0.38 mm?3/yr) (1.81 mm?/yr)
T FAF adjaci wectly to margin of GA inan
et almost continuous ring shape

ol

Diftuse (1.77 men/yr)
1FAF at the margin and elsewhere

(0.81 mm?/yr) t
Single or Individual small spots of T FAF | -
adjacent directly to margin of GA s

GA progression per year for the
pooled data groups

The GAIN Study. Am 1 Ophthalmol. 2015;160: 345-353.45.
Halz FG, ot al (FAM-Study Group). Pregression of GA and impact of FAF patserrs in ARMD. Am | Ophthalmel. 2007 Mar;143(3):463.72.

GA IMAGING: NEAR-INFRARED (NIR) REFLECTANCE

Near-Infrared Reflectance
o

* On NIR GA is bright (hyperreflective)

M. Pfau et al. Gewen-Light Actofiacrescance Versus Combined Bhue-Light Actofiorescance and NIR Imagieg in GA Seccndary to AMD. IOVS 2017

OPTICAL COHERENCE TOMOGRAPHY (OCT)

PR ellipsoid zone:
Interdigitation zone/COST

RPE/bruch’s membrane complex:

24
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Geographic Atrophy Features on OCT OCT En-Face ANALYSIS (Sub-RPE Slab)

AKA 2D map of choroidal hyper-transmission!

Zone of RPE loss/attenuation & overlying PR
degeneration 2 250um in diameter

GA area enlarges over time

Distance to center of fovea

More than 1 OCT-Defined Pathway Exists NASCENT GA (IRORA) vs cRORA

Leading to GA Formation Nascent GA Complete RPE and Outer Retinal
& e — e AKA Incomplete RPE and Outer Atrophy (cRORA) = GA w/o neo

Retinal Atrophy (iRORA) 3
- “Impending GA"
- Subsidence of the OPL & INL and a hypo-reflective wedge - 2
- Signal hypertransmission into the choroid with corresponding

attenuation/disruption of the RPE

Zone of RPE loss/attenuation & overlying PR
degeneration 2 250um in diameter,

cRORA : OCT BIOMARKERS PREDICTING GA DEVELOPMENT

Complete RPE & Outer - - Subsidence of inner nuclear layer (INL) and outer
Retinal Atrophy . R TS ; t . plexiform layer (OPL)
VS = External limiting membrane (ELM) descent
N b - = ELM and/or photoreceptor ellipsoid zone (EZ) loss
a F = Hyporeflective wedges
= Intraretinal hyperreflective foci
Incomplete RPE & Outer

Retinal = Drusen with hyporefiective cores
etina AUOphy = Refractile drusen & hyperreflective crystalline
deposits

= Drusenoid pigment epithelial detachment (PED)
collapse
HIGH RISK OCT FEATURES THAT PREDISPOSE TO
FUTURE GA DEVELOPMENT

Laffe G, ot al. imaging Features Associated with Progn 10 GA In ARMD: Classification of Atrophy Meetieg Report 5. Ophthalmel Retiea. 2021
Angelica Ly, et al. Developing prognostic biomarker: rmediate ARMD: their dinical use in predicting progression. Clin Exp Optom 2018




OCT BIOMARKERS PREDICTING GA DEVELOPMENT

Subsidence (sinking) of the inner nuclear E_!UL‘VHCN limiting
layer (INL) and outer plexiform layer (OPL) membrane (ELM) descent

OCT BIOMARKERS PREDICTING GA DEVELOPMENT
ELM and/or EZ loss

Sub-RPE hyperre
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OCT BIOMARKERS PREDICTING GA DEVELOPMENT

Hyporeflective wedges

OCT BIOMARKERS PREDICTING GA DEVELOPMENT

Soft Drusen Collapse

BASELINE 5 2 YEARS
el

OCT BIOMARKERS PREDICTING PROGRESSION

Intraretinal Hyperreflective Foci
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Reticular Pseudodrusen (RPD)/Subretinal Drusenoid Deposits (SDDs) FAF of Subretinal Drusenoid Deposits/Reticular Pseudodrusen

OCT FEATURES PREDICTING GA PROGRESSION

OCT BIOMARKERS PREDICTING GA DEVELOPMENT

Drusen with hyporeflective cores
RPE/Bruch’s membrane complex (band 4) splitting

o

Stable

INL———
ONL-
Band 1
Band 2 —
Band 4:
inner part |
outer part —

Hyperreflective Crystalline Deposits
(Refractile Drusen) Fleckenstein M, et al. FAF and SD-OCT characteristics in a rapidly
progressing form of GA. Invest Ophthalmol Vis Sci. 2011.

Newly Approved Complement Inhibition Therapy for GA Avacincaptad Pegol:
Mean Rate of Observed GA Growth From Baseline at 12 Months

Pegcetacoplan i
“ ( GATHER® ) ( GATHER® )

5 Avacincaptad Pegol

—-— - ACt2

FDA Approval Approved Feb 2023 2 g (Nm
GA secondary to AMD/15mg intravitreal 35.4% reduction & 17.7% reduction
injection every 25-60 days (monthly or EOM) 204 vs sham

a
OAKS & DERBY

Approved Aug 2023
GA secondary to AMD/2mg intravitreal injection  FDA Indication/
monthly for up to 12 months i
s MOA/Target
Clinical Trials
Key differences in GA lesions with (~65%) and without subfoveal
study design involvement included

Gather 1 & Gather 2

Mean Rale o

Only non-center point involving GA in part
within 1500 pm from the foveal center included

Pts with CNV in fellow eye excluded CNV in the fellow eye was not exclusionary

Inclusion criteria in all trials: - BCVA 20/320 or better, no neo or exudation in study eye
- Total GA area between 2.5 - 17.5 mm? (1 - 7 disc areas) via FAF

Primary endpoint: Change in total GA lesion area on FAF




Avacincaptad Pegol:
Mean Rate of GA Growth From Baseline at 24 Months

Mean GA Growth (Slope) from Baseline

APPROX 20% REDUCTION IN GA GROWTH OVER 24 MONTHS COMPARED TO
SHAM WITH EVERY OTHER MONTH DOSING DURING THE 2"° YEAR

Charusl AM, ot . Proasstad at: AAD 2023; Nov 34, 2023, San Francics, CA

Pegcetacoplan:
Mean Change From Baseline in GA Lesion Area at 24 Months (OAKS & DERBY)

17%, PEOM
p<0.0001 P Increased treatment
effect over Months 18-24:

+ PEOM: 24%

Sham pocis P
20% REDUCTION IN GA GROWTH OVER 24 MONTHS COMPARED TO SHAM
WITH MONTHLY DOSING: TREATMENT EFFECT I OVER TIME

Oviarg A, ot al. Assmssrmant of GA Lasicn Progressicn I the Phats 3 OAKS aed DERDY Tials. IOV, 202354306, hetpe/ feylovrmacy.com/ouks-ssd derby-sttcacy!

Pegcetacoplan:
Reductions in GA Lesion Growth Following 30 Months of
Continuous Treatment
Reductionvs sham

PM: 24%; p<0.0001
PEOM: 21%; p<0.0001

GA leslon change from baseline
LS mean (SE), mm*

2 1%
Study month

Hezins/ ot apedla comnewn-cvbemnin, amn-rease-du i i i et teco e bjecton-cortirmd-demona e
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Pegcetacoplan:
nge From Baseline in GA Lesion Area at 24 Months

16%, PEOM 16%, PEOM
pr0.0002 A pr0.0030

APPROX 20% REDUCTION IN GA GROWTH OVER 24 MONTHS
COMPARED TO SHAM WITH MONTHLY DOSING

retpe//tovecs comzaks-ans-sery-stiacy/

Pegcetacoplan:
Reductions in GA Lesion Growth by Location (OAKS & DERBY 24 Mo)

GREATER REDUCTIONS IN GA GROWTH WITH EXTRAFOVEAL LESIONS

Chinng A ¢ sl Amasrast of GA Laskon Prograssion i the Phase 3 OALS and DERBY Trisks. KOVS. J02364-906., bitpe/ foytovrmecs comycaks-and-derty-eicacyl

Pegcetacoplan:
GALE: Reductions in GA Lesion Growth Following 30 Mon
Continuous Treatment in Nonsubfoveal Lesions
Reductionvs sham

PM: 31%; p<0.0001
PEOM: 26%; p<0.0001

GA lesion change rom baseline
LS mean (SE), mm'

Stuay menth

PEGCETACOPLAN REDUCED GA LESION GROWTH BY UP TO 45%
AT 30 MONTHS IN EXTRAFOVEAL GA

it fimetons mpel s com rmn-rebeasen/ nuews- e e et b sfovrer -pegr tacoslan- inpection-<contirued-Sermormtrate



Avacincaptad Pegol:
Post Hoc Analysis: 56% Risk Reduction in Persistent Vision Loss (215-letter loss from
baseline at 2 consecutive visits) with ACP vs sham at 12 Months (Gather 1 & 2)

Danzig C, o¢ sl Prwsarioad 2= ARVO 3623; Agrd 13-27, 223 New Orlears, LA.

Avacincaptad Pegol:
GA Lesion Size for Patients with and without 210-, 215-, or 220-letter loss
from baseline at 12 months (Gather 1 & 2)

ACP2mg

GREATER GA LESION GROWTH ASSOCIATED WITH WORSENING VA IN BOTH STUDY ARMS

Danzig C, o¢ sl Prwsarioad 3t ARV 2023; Aprd 13-27, 2023 New Oreass, LA.

Pegcetacoplan:
EXTRAFOVEAL GA ONLY: BCVA in Study Eye Over 24 Months (OAKS & DERBY)

In post hoc analysis of EXTRAFOVEAL lesions only

(2250 pum away from foveal center), treated patients

demonstrated:

= Preservation of 5.6 letters (more than one line on
ETDRS chart) in BCVA compared to sham.

- A 4.1 point benefit in vision-related quality-of-life
outcomes, as measured by the NEI-VFQ-25.

VFQ28
VFQ-25 composite
composite  change from
baseline baseline to
Month 24*

.
i
i
H
B
HE
5
H

—a— Pegeetacoplan (ne131)

PEGCETACOPLAN TX WAS ASSOCIATED WITH SLOWER VISION LOSS AND
BETTER QUALITY IN PTS WITH EXTRAFOVEAL GA

Chiang A, et al. Presented at: ARVO 2023; Apeil 23-27, 2023; New Orleans, LA.
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Avacincaptad Pegol:
Post Hoc: No statistically significant difference in persistent vision loss (215-letter loss
from baseline at 2 consecutive visits) with ACP vs sham at 24 months

Waverd Ratto (CF:
1 togRank P-varue: cuse

Risk Probabitty

Wnamael AM, o¢ sl Prasanied 2= ARD 252; Now 3-6, 2623, San Frasccn, CA-

Pegcetacoplan:
BCVA in Study Eye Over 24 Months (OAKS & DERBY)

Visual function endpoints:

NO STATISTICALLY SIGNIFICANT CHANGE IN BCVA OR DIFFERENCES IN OTHER VISUAL
FUNCTION ENDPOINTS IN COMBINED DATA ANALYSIS AT 24 MONTHS

et 4,0 . ficacy of iraekrel gescaapha .G, Hoeacech e fors T phace | OAKS S LY Bk P 4wt Sty Now -5, 3123, Pacaden, G

Adverse Events: Rates of Progression to CNV/Exudation

Pegcetacoplan
rates of new-onset investigator
determined neovascular AMD at 24 "
months (OAKS + DERBY) GATHER® ) { GATHER® )

Avacincaptad Pegol
MNV and Exudative MNV inthe Study Eye of Month 12

EXUDATIVE AMD*

Tokal MNV. 0 (%)

Sham 20 — Dose-dependent increase in risk of CNV
(n=41 S _,J v

reported CNV or AMD
+ Pts who developed neovascular AMD continued PEG

with anti-VEGF in addition per investigator discretion
* No pts discontinued study due to neovascular AMD

CONTINUE TO VIGILANTLY MONITOR PTS UNDERGOING GA TREATMENT (AND
EDU PTS TO SELF MONITOR AT HOME) FOR EXUDATIVE CONVERSION!!!

Risk of CNV exists with both meds

A G, . ey X114 S04
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Adverse Events: Intraocular Inflammation (101)
Pegcetacoplan Avacincaptad Pegol
24 month study data (OAXS + DERBY) GATHER@
INTRAOCULAR INFLAMMATION ezl
28 cases out of

5RO

736 pegoetacoplan inections
v e isbmmaten. 8

yecion

Qnecgse of I01in Gather 1
+ Case of viritis at month 7 without any AC
inflammation. i with no effect on VA and

are reportad

Dby month 11. Per the
nvestgator, the event was not arug- or Injection

REAL WORLD CLINICAL DATA (Post Approval)
= 7/15/23 ASRS Research and Safety in Therapeutics (ReST)
Committee notified members of 6 reports of 101

23 Apellis reports 7 cases of confirmed retinal
tis, 4 of which occlusive (68.000 commercial vials

distributed)
- Rate of occurrence ~ 1 per 10,000 injections
= Occurred within 1-2 wks after initial injection

(Chiang A, o€, Prosacind . AV JELK, Agrd 2127, K Maw S
Pl S5, 0 o AC3 o ok sncrciy S AN bencr fncings o e GATHIG Tl fhe CXIHT)
— —————————————————

Adverse Events: Ischemic Optic Neuropathy

Pegcetacoplan
24 month study data (OAKS + DERBY)

Avacincaptad Pegol

* Single case of ION in the ACP
2mg group in GATHER 1 at 18
months.

OPTIC ISCHEMIC NEUROPATHY (OIN)

PM
(r419]
PEOM 0 1 0.2%
o 0 2%

= Cases were evaluated by neuro-ophthalmologist and all were
found to have “discs at risk” and multiple systemic risk factors

- Perhaps due to post injection 10P spikes (large injection
volume)?

P S5, o o AP ey

~ s o 4
Charg ot ol Poncavcad 22 WOV ROR A 137, HE1N. N e, A
———————————————————
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Which patients with GA should you refer?

Those most likely to benefit:

Extrafoveal GA esp those
demonstrating progression over time
(or with surrounding FAF
hyperautoFL) or those with central
involving GA in the fellow eve

Pts motivated to undergo intravitreal
injection at least every other month
Pts that have enough life left to live
to experience a benefit from
treatment

IF YOU HAVE DOCUMENTATION OF PROGRESSION
SEND IT TO THE RETINAL SPECIALIST WHEN YOU REFER

Disclaimer® These are my own personal opinions/thoughts

PATIENT EDUCATION

* GA is progressive and irreversible
« Set realistic expectations: Treatment slows
progression, does not halt GA enlargement
* Vision will continue to get worse even with tx
* Administered via INTRAVITREAL INJECTION
monthly or every other month
= Chronic therapy

. Impqrtan‘gapf If-screening for

56

Which patients with GA

Those unlikely to benefit:

Neovascular/exudative AMD or
hx of anti-VEGF treatment in the
affected eye? (fellow eye OK)

Disciform macular scars

Extensive central-involving GA
with poor acuity

Stable GA lesions (no
surrounding FAF hyperautoFL)

RPE atrophy from other cause
(POHS, AOFVD, IRD, etc.)

Presence of other confounding
disease limiting BCVA (end stage
glaucoma, ctcg

Disclaimer* These are my own personal opinions/thoughts

Case: 70 yo male

* Med Hx: HTN, chol, CAD,
stent in left coronary artery,
sinus bradycardia, insomnia

* Never smoker

* Meds: lisinopril, atorvastatin,
nitroglycerin PRN,
clopidogrel, hydroxyzine, ASA,
multivitamin

* Oc Hx: dry AMD, cat sx OU

* BCVA 20/20 OD & OS

10
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—

Baseline M Intraretinal hyperreflective fi
z - pae » of

Impending GA:

OCT generated near-infrared reflectance imaging (NIR) =
reticular pseudodrusen, monitor GA progression

Case: 81yo female — complaining of progressive decrease in vision OS > OD Central GA

Choroidal Hyper-transmission

11
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Let’s take a look back....

Baseline 15yrs

HOW WOULD YOU
DESCRIBE THIS GA?

'q

wikeriantey 2) Unifocal or multifocal

HOW DOES THIS IMPACT
PROGRESSION RATES?

Enface OCT (sub-RPE Slab) OD: 1 yrapart
2022

Let’s take a look back....

Baseline 15yrs

« GA area enlarges over time

" Gets closer to the center of the fovea
(Distance from fovea in mm)

* DO YOU THINK THE VA HAS CHANGED? - =
L 7 DO YOU THINK THE VA HAS CHANGED?

Case: 78yo male- Baseline exam 1 year later....develops neovascular/exudative AMD OD
REFERRED FOR ANTI-VEGF INTRAVITREAL INJECTIONS
20/202 20/20? OCT Angiography

IS GA PRESENT IN EITHER EYE?

Diagnosis: Nonexudative (dry) AMD intermediate OD, early OS

12
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Baseline (20/202) 1 year FU (20/2572) . Baseline (20/25?) 1year FU 1.5 year FU

Enface OCT (sub-RPE Slab) OS: 1.5 yr span
Baseline 1 year FU 1.5 year FU

Reticular Pseudodrusen

v
WorR Mg Ty T

Thin choroid Sub-RPE hyperreflective
LS columns

GA Take Home Message qﬁan/{‘q’ou !

OCT & FAF are the primary GA imaging modalities

I N Majcher@nsuok.edu
Be familiar with OCT features of GA & high-risk biomarkers

Visual acuity (VA) often remains stable while extra foveal GA expands & comes
closer to the center of the fovea (VA is a poor indicator of GA expansion)

Once GA is central VA is severely and irreversibly affected

OCT enface imaging allows for monitoring GA progression (also get quantitative
data/trend analysis)

Set realistic expectations when referring

13



