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Background 
Glaucoma is a progressive optic neuropathy which 
is relatively uncommon in childbearing age, with a 
UHSRUWHG�SUHYDOHQFH�RI�������EHWZHHQ�WKH�DJHV�
RI�������\HDUV��  Glaucoma management among 
pregnant patients presents a challenging scenario to 
the treating physician. Even with its low prevalence 
in the United Kingdom, a country-wide survey has 
UHYHDOHG�WKDW�DSSUR[LPDWHO\�����RI�RSKWKDOPRORJLVWV�
reported having treated a pregnant patient with 
glaucoma.��3HUKDSV�GXH�WR�WKLV�ORZ�SUHYDOHQFH������
of these ophthalmologists reported uncertainty about 
managing glaucoma in this population.� When treating 
pregnant or breastfeeding patients, one must consider 
WKH�EHQH¿W�RI�WUHDWPHQW�IRU�WKH�PRWKHU�ZKLOH�ZHLJKLQJ�
this against the risks the treatment may pose for the 
PRWKHU�DQG�IHWXV�FKLOG��7KLV�KLJKOLJKWV�WKH�LPSRUWDQFH�
of having a review which can serve as a reference 
for physicians when managing glaucoma in pregnant 
DQG�RU�EUHDVWIHHGLQJ�SDWLHQWV�

Glaucoma Progression and Pregnancy 
,QWUDRFXODU�SUHVVXUH��,23��LV�WKH�RQO\�PRGL¿DEOH�
risk factor in patients with glaucoma. In pregnancy, 
the aqueous humor formation rate stays constant, 
ZKHUHDV�WKH�RXWÀRZ�IDFLOLW\�LQFUHDVHV��UHVXOWLQJ�
LQ�D�GHFUHDVH�LQ�,23�3�$FFRUGLQJO\��,23�GHFOLQHV�
DW����ZHHNV�JHVWDWLRQ��LW�GHFUHDVHV�GUDPDWLFDOO\�
during the third trimester and early post-partum 
period, prior to rising back to normal levels as early 
DV���ZHHNV�SRVW�SDUWXP���� Furthermore, the central 
FRUQHDO�WKLFNQHVV��&&7��LV�IRXQG�WR�LQFUHDVH�GXULQJ�
the second and third trimester of pregnancy. The 

LQFUHDVHG�&&7�FDQ�SRWHQWLDOO\�HOLFLW�IDOVHO\�KLJK�,23�
measurements.��1RQHWKHOHVV��,23�ÀXFWXDWLRQV�DUH�
unpredictable in patients with glaucoma and in those 
DW�KLJK�ULVN�IRU�GHYHORSLQJ�JODXFRPD��H�J���IDPLO\�
KLVWRU\�RI�MXYHQLOH�RSHQ�DQJOH�JODXFRPD���,Q�OLJKW�
RI�WKLV��DSSUR[LPDWHO\�����RI�JODXFRPD�SDWLHQWV�
H[SHULHQFH�,23�HOHYDWLRQ�DQG�GLVHDVH�SURJUHVVLRQ�
during pregnancy. Therefore, it is important that these 
patients be followed on a regular basis to capture any 
SRWHQWLDO�,23�HOHYDWLRQ�RU�YLVXDO�¿HOG�SURJUHVVLRQ���� 

)'$�&ODVVL¿FDWLRQ�DQG�7HUDWRJHQLFLW\�RI�
Glaucoma Medications 
Clinicians managing glaucoma in pregnancy must 
balance the risk of disease progression and the 
potential harm to the fetus or newborn. The Food 
DQG�'UXJ�$GPLQLVWUDWLRQ��)'$��KDV�WZR�ODEHOOLQJ�
systems to aid clinicians in decision-making. Drugs 
WKDW�ZHUH�DSSURYHG�SULRU�WR�-XQH����������KDYH�
EHHQ�FODVVL¿HG�DFFRUGLQJ�WR�D�¿YH�OHWWHU�V\VWHP��
&DWHJRU\�$��GHHPHG�VDIH���&DWHJRU\�%��SRVVLEO\�VDIH�
IRU�XVH�LQ�SUHJQDQF\���&DWHJRU\�&��DGYHUVH�HIIHFWV�
UHSRUWHG�LQ�DQLPDO�VWXGLHV���&DWHJRU\�'��GH¿QLWH�ULVNV�
EXW�SRVVLEOH�EHQH¿WV���DQG�&DWHJRU\�;��GUXJV�ZLWK�
known risks to the fetus that cannot be outweighed by 
SRVVLEOH�EHQH¿WV����� This system, however, was overly 
simplistic, and had the potential for misinterpretation 
as a grading system. Therefore, the FDA has 
introduced a new labelling system for drugs approved 
DV�RI�-XQH����������ZKLFK�LQFOXGHV�SRWHQWLDO�ULVNV�DQG�
risk summaries for pregnancy and lactation, as well as 
pregnancy exposure registries.4 
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Medical Management of Glaucoma During 
Pregnancy

Beta-blockers

Systemic

Beta-blockers are FDA Category C drugs that work 
by decreasing aqueous humor production through 
LQKLELWLRQ�RI�F\FOLF�DGHQRVLQH�PRQRSKRVSKDWH��F$03��
in the ciliary epithelium. Systemically, beta-blockers 
are the most used class of medication to treat 
cardiac conditions in pregnant women; however, data 
supporting their safety is limited.�� The most recent 
review on systemic beta-blockers was conducted in 
�����E\�)ULVKPDQ�DQG�&KHVQHU�ZKR�UHFRPPHQGHG�
WKDW�V\VWHPLF�EHWD�EORFNHUV�EH����DYRLGHG�GXULQJ�
WKH�¿UVW�WULPHVWHU�����XVHG�DW�WKH�ORZHVW�SRVVLEOH�
GRVH�GXULQJ�SUHJQDQF\��DQG����GLVFRQWLQXHG�WZR�
to three days prior to delivery to limit the effects on 
uterine contractility and to avoid possible neonatal 
complications.�� Since then, a large case control study 
by Bergman et al demonstrated that beta-blockers 
ZHUH�QRW�DVVRFLDWHG�ZLWK�D�KLJKHU�ULVN�RI�VSHFL¿F�
congenital anomalies.�� However, Peterson et al 
did show an association of beta-blockers with small 
gestational age in infants, preterm birth and perinatal 
mortality.�� 

Topical

Ho et al conducted a large population-based study 
RQ�RSKWKDOPLF�SUHSDUDWLRQV�LQ�ZKLFK�������RI�ZRPHQ�
were prescribed topical beta-blockers and found 
WKDW�WKHUH�ZDV�QR�VLJQL¿FDQW�GLIIHUHQFH�LQ�WKH�ULVN�RI�
low-birth-weight infants between mothers prescribed 
beta-blockers and the comparison cohort.�� Moreover, 
Pellegrino et al followed pregnant females through 
D�VHULHV�RI�WHOHSKRQH�LQWHUYLHZV�DQG�GLG�QRW�¿QG�DQ\�
QHJDWLYH�LPSDFW�RI�EHWD�EORFNHUV�RQ�SUHJQDQF\�IHWDO�
or neonatal outcomes.�� Conversely, a smaller study 
of six females using topical beta-blocker therapy 
showed an increased risk of low-birth-weight infants.�� 
Furthermore, Wagenvoort et al described a case of a 
SUHJQDQW�IHPDOH�ZLWK����ZHHN�JHVWDWLRQ�ZLWK�D�IHWDO�
cardiac arrhythmia.�� 

In the survey of British ophthalmologists cited above, 
����VWDWHG�WKDW�WKH\�ZRXOG�XWLOL]H�WRSLFDO�EHWD�
EORFNHUV�DV�¿UVW�OLQH�WKHUDS\�� most likely because 
systemic beta-blockers are frequently used during 
pregnancy. After reviewing the literature on both 
systemic and topical preparations, beta-blockers 
appear to be a relatively safe category of drugs 
when accompanied by frequent monitoring and 

co-management with maternal fetal medicine and 
obstetric colleagues in consideration of the risk of fetal 
arrhythmia and uterine contractility. 

Prostaglandin analogues

Systemic

Prostaglandin analogues are FDA Category C drugs 
WKDW�LQFUHDVH�XYHRVFOHUDO�RXWÀRZ�DQG�DUH�RIWHQ�¿UVW�
line therapy for the majority of glaucoma patients. In 
the context of pregnancy, oral prostaglandins have 
been used to stimulate uterine contractions and 
terminate pregnancy.�� Regarding potential risks 
during pregnancy, prenatal exposure to misoprostol, 
an oral prostaglandin analogue, has also been 
associated with increased risk of Mobius sequence 
and terminal transverse limb defects.�� 

Topical

Santis et al conducted a small observational study 
on ophthalmic preparations exploring the effects of 
latanoprost in eleven pregnant women. The study 
found no evidence of adverse effects of latanoprost on 
pregnancy or neonatal outcomes.���2YHUDOO��H[FOXGLQJ�
the third trimester given the possible stimulation of 
uterine contractions, topical prostaglandin analogues 
appear to be safe during pregnancy. However, close 
PRQLWRULQJ�RI�SDWLHQWV�LV�EHQH¿FLDO�DV�WKHUH�LV�D�
paucity of clinical data in this context. 

Carbonic anhydrase inhibitors 
&DUERQLF�DQK\GUDVH�LQKLELWRUV��&$,V��DUH�)'$�
Category C drugs that work by reducing the secretion 
of aqueous humor. They can be used in oral forms 
such as acetazolamide and methazolamide, as 
well as in topical forms such as dorzolamide and 
brinzolamide. There have been reported cases 
of teratoma in neonates, as well as renal tubular 
acidosis and electrolyte imbalance in a neonate born 
to a mother taking oral acetazolamide.����� Conversely, 
D�TXHVWLRQQDLUH�EDVHG�VWXG\�RI�����ZRPHQ�VKRZHG�
no evidence of adverse effects from acetazolamide 
use during pregnancy.�� Similar results were also 
QRWHG�LQ�D�FDVH�VHULHV�RI����SUHJQDQW�ZRPHQ�ZLWK�
idiopathic intracranial hypertension receiving oral 
acetazolamide.�� Unfortunately, the literature does 
not contain any clinical studies investigating the use 
of topical CAIs during pregnancy. Nonetheless, we 
recommend avoiding oral CAIs during pregnancy due 
WR�WKHLU�SRWHQWLDOO\�KLJK�ULVN�SUR¿OH��)XUWKHUPRUH��JLYHQ�
the lack of clinical studies, if topical CAIs are required 
during pregnancy, we suggest punctal occlusion and 
co-management with maternal-fetal medicine experts. 



24
Volume 2, Issue 2, May, 2023

Alpha adrenergic agonists 
Brimonidine, a commonly prescribed alpha agonist, 
ORZHUV�,23�E\�GHFUHDVLQJ�DTXHRXV�KXPRU�SURGXFWLRQ�4 
Brimonidine is the only FDA Category B drug available 
for glaucoma management during pregnancy. Much 
like the other classes, no well-controlled human studies 
have been conducted to rule out teratogenic effects. 
Nonetheless, with close monitoring, this drug can be 
used safely in early pregnancy. It is important to note 
that the medication can cross the blood-brain barrier; it 
should be discontinued close to the time of delivery as 
it can cause CNS depression and apnea in infants.

Medical Management of Glaucoma During 
Breastfeeding

Beta-blockers 
Beta-blockers have been approved by the American 
$FDGHP\�RI�3HGLDWULFV��$$3��IRU�XVH�GXULQJ�QXUVLQJ��
however, there is inconsistent evidence in the 
literature.���� Two clinical studies found beta-blockers 
in breast milk to be at multi-fold concentrations 
compared to serum levels in nursing mothers using 
topical beta-blockers.������2Q�WKH�RWKHU�KDQG��D�FDVH�
report by Madadi et al showed that the concentration 
of timolol was low, and unlikely to cause systemic 
toxicity to a newborn.���*LYHQ�WKH�FRQÀLFWLQJ�HYLGHQFH��
children of breastfed mothers should be monitored for 
signs of beta blockade, and extreme caution should 
be employed in infants with cardiopulmonary disease. 

Prostaglandin analogues 
There is a paucity of evidence in the literature 
regarding the use of prostaglandin analogues during 
breastfeeding. Very low levels are present in breast 
PLON��ZKLFK�DUH�QRW�H[SHFWHG�WR�FDXVH�DQ\�VLJQL¿FDQW�
adverse effects in breastfed infants.� The half-life of 
these eye drops is only approximately seventeen 
minutes; therefore, close care should be taken to 
avoid breastfeeding following eye drop administration, 
which should reduce any risks toward the infant.4 

Carbonic anhydrase inhibitors (CAIs) 
2UDO�DQG�WRSLFDO�&$,V�KDYH�EHHQ�DSSURYHG�E\�WKH�
AAP for use during nursing.���� There is limited data on 
the effects of CAIs in breastfeeding. A case report has 
shown that acetazolamide does transfer to the infant 
through breast milk; however, it concluded that in low 
doses it is unlikely to cause any harmful effects.30 
The rare potential side effects to the infant include 
respiratory problems and impaired renal and hepatic 
function.4 Therefore, both oral and topical carbonic 
anhydrase inhibitors are considered relatively safe 
during lactation when accompanied by adequate 
monitoring for side effects.

Alpha adrenergic agonists 
There is a paucity of data regarding the effects of 
brimonidine during breastfeeding. However, topical 
brimonidine is contraindicated in infants and small 
children due to the risk of CNS depression. Given that 
brimonidine is secreted in breast milk, it is absolutely 
contraindicated for use in nursing mothers.

Conclusion 
Glaucoma management during pregnancy and 
breastfeeding presents a challenge to both the 
treating ophthalmologist and the patient. Based on 
our review, there is a clear paucity of clinical studies 
on this topic. Decisions concerning the appropriate 
medication to use must be individualized for a patient 
and should consider the stage of pregnancy and 
VHYHULW\�RI�GLVHDVH��Figure 1���,GHDOO\��,23�VKRXOG�
be optimized at the pre-conception stage with the 
use of laser, and surgical modalities, if necessary. 
If topical medications are required, effort must be 
taken to reduce systemic absorption with the use of 
punctal occlusion, eyelid closure and punctal plugs. 
Continued and regular communication between the 
treating ophthalmologist, obstetrician and pediatrician 
is paramount in developing a safe treatment plan that 
LV�PLQGIXO�DERXW�SULRULWL]LQJ�WKH�KHDOWK�RI�WKH�IHWXV�
baby, along with vision preservation in the mother. 
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Drug Recommendation

Beta-blocker Likely safe.

Alpha-agonist 
�%ULPRQLGLQH�

Likely safe.

PGA Likely safe.

Topical CAI Avoid due to 
possibility of fetal 
abnormalities.

Systemic CAI Avoid due to 
possibility of fetal 
abnormalities.

Drug Recommendation

Beta-blocker Likely safe.

Alpha-agonist 
�%ULPRQLGLQH�

Likely safe.

PGA Likely safe.

Topical CAI Likely safe.

Systemic CAI Likely safe.

Drug Recommendation

Beta-blocker Likely safe with 
close monitoring 
due to neonatal 
effects.

Alpha-agonist 
�%ULPRQLGLQH�

Contraindicated 
close to delivery 
due to neonatal 
effects.

PGA Avoid due to risk 
of early labor.

Topical CAI Likely safe.

Systemic CAI Likely safe.

Drug Recommendation

Beta-blocker Likely safe. 
Caution with 
cardiac concerns.

Alpha-agonist 
�%ULPRQLGLQH�

Contraindicated 
due to risk of CNS 
depression, 
apnea, lethargy, 
bradycardia.

PGA Likely safe.

Topical and 
Systemic CAI

Likely safe. 
Monitor for 
respiratory, renal 
and hepatic 
function.

Medical Management of Glaucoma in Pregnancy

First Trimester Second Trimester Third Trimester Lactation

Medical Management of Glaucoma in Pregnancy

Figure 1. An algorithm for the medical management of glaucoma in pregnancy and breastfeeding; courtesy of Gurkaran S. Sarohia, 
MD; Mathew M. Palakkamanil, MD, MPH, FRCSC



26
Volume 2, Issue 2, May, 2023

References
1. Marx-Gross S, Laubert-Reh D, Schneider A, Höhn R, Mirshahi A, Münzel T, 

Wild PS, Beutel ME, Blettner M, Pfeiffer N. The prevalence of glaucoma in 
young people: Findings of the population-based Gutenberg Health Study. 
Deutsches Ärzteblatt International. 2017 Mar;114(12):204. https://doi.
org/10.3238/ARZTEBL.2017.0204

2. Vaideanu D, Fraser S. Glaucoma management in pregnancy: a questionnaire 
survey. Eye. 2007 Mar;21(3):341-3. https://doi.org/10.1038/SJ.EYE.6702193

3. Mathew S, Harris A, Ridenour CM, Wirostko BM, Burgett KM, Scripture MD, 
Siesky B. Management of glaucoma in pregnancy. Journal of Glaucoma. 2019 
Oct 12;28(10):937-44. https://doi.org/10.1097/IJG.0000000000001324

4. Belkin A, Chen T, DeOliveria AR, Johnson SM, Ramulu PY, Buys YM. A 
practical guide to the pregnant and breastfeeding patient with glaucoma. 
Ophthalmology Glaucoma. 2020 Mar 1;3(2):79-89. https://doi.org/10.1016/J.
OGLA.2019.12.004

5. Sunness JS. The pregnant woman's eye. Survey of ophthalmology. 1988 Jan 
1;32(4):219-38. https://doi.org/10.1016/0039-6257(88)90172-5

6. Efe YK, Ugurbas SC, Alpay A, Ugurbas SH. The course of corneal and 
intraocular pressure changes during pregnancy. Canadian Journal of 
Ophthalmology. 2012 Apr 1;47(2):150-4. https://doi.org/10.1016/J.
JCJO.2012.01.004.

7. Kumari R, Saha BC, Onkar A, Ambasta A, Kumari A. Management of glaucoma 
LQ�SUHJQDQF\±EDODQFLQJ�VDIHW\�ZLWK�HI¿FDF\��7KHUDSHXWLF�$GYDQFHV�LQ�
Ophthalmology. 2021 Jun;13:25158414211022876. https://doi.
org/10.1177/25158414211022876

8. Mendez-Hernandez C, Garcia-Feijoo J, Saenz-Frances F, Santos-Bueso E, 
Martinez-de-la-Casa JM, Megias AV, Fernández-Vidal AM, Garcia-Sanchez J. 
Topical intraocular pressure therapy effects on pregnancy. Clinical 
Ophthalmology. 2012 Oct 8:1629-32. https://doi.org/10.2147/OPTH.S36712

9. New FDA Pregnancy Categories Explained - Drugs.com. https://www.drugs.
com/pregnancy-categories.html. Accessed November 12, 2022.

10. 'XDQ�/��1J�$��&KHQ�:��6SHQFHU�+7��1JX\HQ�-��6KHQ�$<��/HH�06��ȕ�EORFNHU�
exposure in pregnancy and risk of fetal cardiac anomalies. JAMA Internal 
Medicine. 2017 Jun 1;177(6):885-7. https://doi.org/10.1001/
JAMAINTERNMED.2017.0608

11. Frishman WH, Chesner M. Beta-adrenergic blockers in pregnancy. Am Heart J. 
1988; 115:147-152. https://doi.org/10.1016/0002-8703(88)90530-3

12. Bergman JE, Lutke LR, Gans RO, Addor MC, Barisic I, Cavero-Carbonell C, 
Garne E, Gatt M, Klungsoyr K, Lelong N, Lynch C. Beta-blocker use in 
SUHJQDQF\�DQG�ULVN�RI�VSHFL¿F�FRQJHQLWDO�DQRPDOLHV��D�(XURSHDQ�FDVH�
malformed control study. Drug Safety. 2018 Apr;41:415-27. https://doi.
org/10.1007/S40264-017-0627-X

13. Petersen KM, Jimenez-Solem E, Andersen JT, Petersen M, Brødbæk K, Køber 
/��7RUS�3HGHUVHQ�&��3RXOVHQ�+(��ȕ�%ORFNHU�WUHDWPHQW�GXULQJ�SUHJQDQF\�DQG�
adverse pregnancy outcomes: a nationwide population-based cohort study. 
BMJ Open. 2012 Jan 1;2(4):e001185. https://doi.org/10.1136/
BMJOPEN-2012-001185

14. Ho JD, Hu CC, Lin HC. Antiglaucoma medications during pregnancy and the 
risk of low birth weight: a population-based study. British Journal of 
Ophthalmology. 2009 Oct 1;93(10):1283-6. https://doi.org/10.1136/
BJO.2008.157123

15. Pellegrino M, D'Oria L, De Luca C, Chiaradia G, Licameli A, Neri C, Nucci M, 
Visconti D, Caruso A, De Santis M. Glaucoma drug therapy in pregnancy: 
literature review and teratology information. service (TIS) case series. Current 
Drug Safety. 2018 Mar 1;13(1):3-11. https://doi.org/10.2174/157488631266617
1030125804

16. 5D]HJKLQHMDG�05��1RZURR]]DGHK�0+��$QWL�JODXFRPD�PHGLFDWLRQ�H[SRVXUH�LQ�
pregnancy: an observational study and literature review. Clinical and 
Experimental Optometry. 2010 Nov 1;93(6):458-65.https://doi.
org/10.1111/J.1444-0938.2010.00526.X 

17. Wagenvoort AM, Van Vugt JM, Sobotka M, Van Geijn HP. Topical timolol 
therapy in pregnancy: is it safe for the fetus? Teratology. 1998 Dec;58(6):258-
62.

18. Lipitz S, Grisaru D, Libshiz A, Rotstein Z, Schiff E, Lidor A, Achiron R. 
Intraamniotic prostaglandin F2 alpha for pregnancy termination in the second 
and early third trimesters of pregnancy. The Journal of Reproductive Medicine. 
1997 Apr 1;42(4):235-8.

19. Dal Pizzol TD, Knop FP, Mengue SS. Prenatal exposure to misoprostol and 
congenital anomalies: systematic review and meta-analysis. Reproductive 
Toxicology. 2006 Nov 1;22(4):666-71. https://doi.org/10.1016/J.
REPROTOX.2006.03.015

20. Marco De S AL, Brigida C. Latanoprost exposure in pregnancy. Am J 
Ophthalmol.2004;138. https://doi.org/10.1016/j.ajo.2004.03.002

21. Ozawa H, Azuma E, Shindo K, Higashigawa M, Mukouhara R, Komada Y. 
Transient renal tubular acidosis in a neonate following transplacental 
acetazolamide. European Journal of Pediatrics. 2001 Apr 1;160(5):321. https://
doi.org/10.1007/PL00008441

22. Merlob P, Litwin A, Mor N. Possible association between acetazolamide 
administration during pregnancy and metabolic disorders in the newborn. 
European Journal of Obstetrics & Gynecology and Reproductive Biology. 1990 
Apr 1;35(1):85-8. https://doi.org/10.1016/0028-2243(90)90146-R

23. Worsham GF, Beckman EN, Mitchell EH. Sacrococcygeal teratoma in a 
neonate: association with maternal use of acetazolamide. JAMA. 1978 Jul 
21;240(3):251-2. https://doi.org/10.1001/JAMA.1978.03290030069029

24. )DODUGHDX�-��/REE�%0��*ROGHQ�6��0D[¿HOG�6'��7DQQH�(��7KH�XVH�RI�
acetazolamide during pregnancy in intracranial hypertension patients. Journal 
of Neuro-Ophthalmology. 2013 Mar 1;33(1):9-12. https://doi.org/10.1097/
WNO.0B013E3182594001

25. Lee AG, Pless M, Falardeau J, Capozzoli T, Wall M, Kardon RH. The use of 
acetazolamide in idiopathic intracranial hypertension during pregnancy. 
American Journal of Ophthalmology. 2005 May 1;139(5):855-9. https://doi.
org/10.1016/J.AJO.2004.12.091

26. American Academy of Pediatrics Committee on Drugs. Transfer of drugs and 
other chemicals into human milk. Pediatrics. 2001 Sep;108(3):776-89. https://
doi.org/10.1542/PEDS.108.3.776

27. Morselli PL, Boutroy MJ, Bianchetti G, Zipfel A, Boutroy JL, Vert P. Placental 
transfer and perinatal pharmacokinetics of betaxolol. European Journal of 
Clinical Pharmacology.1990 May;38:477-83. https://doi.org/10.1007/
BF02336687

28. Lustgarten JS, Podos SM. Topical timolol and the nursing mother. Archives of 
Ophthalmology. 1983 Sep 1;101(9):1381-2. https://doi.org/10.1001/
ARCHOPHT.1983.01040020383008

29. Madadi P, Koren G, Freeman DJ, Oertel R, Campbell RJ, Trope GE. Timolol 
concentrations in breast milk of a woman treated for glaucoma: calculation of 
neonatal exposure. Journal of Glaucoma. 2008 Jun 1;17(4):329-31. https://doi.
org/10.1097/IJG.0B013E31815C3A5B

30. Söderman P, Hartvig P, Fagerlund C. Acetazolamide excretion into human 
breast milk. British Journal of Clinical Pharmacology. 1984 May;17(5):599.


