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Abstract: (1) Aim: To evaluate early real-world outcomes of switching to aflibercept 8 mg in
eyes with neovascular age-related macular degeneration (nAMD) in the United Kingdom.
(2) Methods: This retrospective, observational study included 59 eyes from 50 patients
with treatment-refractory nAMD previously treated with multiple anti-vascular endothelial
growth factor (anti-VEGF) agents. Eyes were switched to aflibercept 8 mg without loading
doses and treated using a treat-and-extend regimen. Functional, anatomical, and safety
outcomes were evaluated over a mean (SD) follow-up of 33.5 (10.4) weeks. (3) Results: The
mean (SD) age was 80.2 (6.3) years, and 28 (56.0%) of 50 patients were male. At baseline,
the mean (SD) best corrected visual acuity (BCVA) was 66.0 (14.4) letters, with 33 (55.9%)
eyes achieving ≥70 letters. The mean (SD) baseline central subfield thickness (CST) was
367.2 (100.7) µm. Prior to switching to aflibercept 8 mg, the mean (SD) number of injections
for each eye was 26.9 (19.0), with the most recent mean (SD) treatment interval of 7.7 (1.7)
weeks. Switching to aflibercept 8 mg resulted in extension of the mean (SD) injection
interval from 7.7 (1.7) weeks to 8.7 (2.2) weeks (p < 0.01). BCVA and CST remained stable,
with a significant reduction in pigment epithelial detachment (PED) height (232.5 µm to
211.6 µm, p < 0.01). No serious ocular adverse events or intraocular pressure (IOP) eleva-
tions requiring treatment were reported. (4) Conclusion: Aflibercept 8 mg demonstrated
early treatment durability, anatomical benefit, and a favourable short-term safety profile in
eyes with treatment-refractory nAMD. Further prospective studies are warranted.

Keywords: aflibercept 8 mg; treatment switching; treatment refractory neovascular age-
related macular degeneration

1. Introduction
Neovascular age-related macular degeneration (nAMD) is a leading cause of vision

loss in older adults in developed countries [1]. Vision loss occurs due to macular neovascu-
larisation, where abnormal blood vessels proliferate and leak—leading to haemorrhages,
accumulation of subretinal (SRF) and intraretinal (IRF) fluid, and ultimately fibrosis [2].
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The current pharmacological standard of care for nAMD involves intravitreal injections of
anti-vascular endothelial growth factor (anti-VEGF) agents [3].

Within the United Kingdom’s (UK) National Health Service (NHS), several anti-VEGF
agents have been used, including bevacizumab, ranibizumab, aflibercept, brolucizumab,
and faricimab [4,5]. In February 2024, aflibercept 8 mg, a higher-dose formulation of
aflibercept, was approved for use in the UK [6]. It delivers a four-fold increase in molar
concentration in comparison to aflibercept 2 mg and is designed to provide a more sustained
VEGF suppression, with the goal of improving durability and anatomical outcomes [7].
Its approval was supported by the PULSAR trial, which demonstrated non-inferiority in
best corrected visual acuity (BCVA) gains at 48 weeks in treatment-naïve eyes with nAMD
receiving aflibercept 8 mg every 12 or 16 weeks, compared to 8-weekly aflibercept 2 mg [8].
The trial also reported earlier fluid resolution and durable anatomical control through 96
weeks, with over 80% of patients maintaining ≥12-weekly treatment intervals [7,8].

While these outcomes are promising, they were observed in carefully selected,
treatment-naïve eyes under fixed dosing protocols. In contrast, real-word practice, par-
ticularly within the NHS, has largely adopted the treat-and-extend (T&E) approach [9].
This regimen individualises injections based on disease activity, aiming to reduce treat-
ment burden while maintaining disease control [10]. In cases of suboptimal treatment
response, NHS guidelines recommend reviewing treatment and considering a switch to
an alternative anti-VEGF agent [11]. Several studies have shown that switching agents in
treatment-refractory eyes with persistent IRF/SRF can lead to anatomical improvements,
although visual outcomes have been more variable [12–14].

Whether aflibercept 8 mg can deliver similar benefits in treatment-refractory eyes
despite previous intensive anti-VEGF regimens remains unclear. To the best of our knowl-
edge, real-world data on the use of aflibercept 8 mg in previously treated nAMD within the
UK and NHS setting are currently limited. In this study, we aim to address this gap in the
literature by evaluating the early real-world efficacy, durability, and safety of aflibercept
8 mg in eyes with previously treated nAMD.

2. Materials and Methods
This retrospective, real-world observational study was conducted at a single NHS

provider clinical site in the UK (Eyecare Medical, Macclesfield). As a retrospective service
evaluation at a single centre, it was reviewed and approved by the clinic’s Clinical Gover-
nance team and conducted in accordance with the principles of the Declaration of Helsinki.
As such, formal ethics committee approval was not required. Patient confidentiality was
maintained throughout, and all data were anonymized prior to analysis. Patient visits
occurred between February 2024 and January 2025, with January 2025 serving as the data
cut-off for this interim analysis.

Eligible eyes had nAMD, were previously treated with more than one anti-VEGF
agents, and were subsequently switched to aflibercept 8 mg. There were no exclusion
criteria. While no formal exclusion criteria were applied, eyes with media opacities that
precluded adequate OCT imaging or with end-stage disease judged unsuitable for further
anti-VEGF therapy were not considered for treatment switch in routine practice, and,
therefore, not included in this cohort.

2.1. Data Collection

Baseline data included patient demographics (age, sex), lens status, BCVA, and anti-
VEGF treatment history. Optical coherence tomography (OCT) parameters assessed were
the presence of SRF, IRF, and/or pigment epithelial detachment (PED), central subfield
thickness (CST), maximum central retinal thickness (Cmax), and PED height. Follow-
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up data included the number of injections, injection intervals, intraocular pressure (IOP)
measurements, and both anatomical and functional outcomes.

2.2. Treatment Protocol

Patients who switched to aflibercept 8 mg continued treatment using an interval-
matched approach based on their most recent injection interval prior to the switch. No
loading doses were given.

A T&E regimen with a treat-to-dry strategy was used. OCT features including SRF,
IRF, and PED were assessed qualitatively. If SRF or IRF persisted, the injection interval
was maintained. In cases of worsening or new disease activity, such as increased SRF/IRF,
new choroidal neovascular membrane (CNVM), new subretinal hyperreflective material
(SHRM), or haemorrhage, the interval was shortened by two weeks. If fluid improved or
reduced, the interval was extended by two weeks, up to a maximum of 12-weekly intervals.
PED alone did not guide interval adjustment unless it was deemed to be worsening,
typically indicated by an increase in PED height.

2.3. OCT Imaging

Macular OCT was performed using the Spectralis OCT system (Heidelberg Engineer-
ing, Heidelberg, Germany), with a scanning protocol consisting of 19 B-scans covering
a 30 × 15-degree area, with each B-scan averaged from 9 individual scans. Retinal layer
segmentation was reviewed by a senior consultant ophthalmologist and manually corrected
when necessary. PED height was defined as the distance between Bruch’s membrane and
the outer surface of the retinal pigment epithelium (RPE), measured using the Spectralis
caliper function.

2.4. Statistical Analysis

Continuous variables are presented as mean and standard deviation (SD), while
categorical variables are reported as frequency and percentage. Normality was assessed
using the Shapiro–Wilk test. Paired comparisons were performed using the paired t-test for
normally distributed data and the Wilcoxon signed-rank test for non-normally distributed
data. McNemar’s test was used for paired categorical comparisons. Univariable binomial
logistic regression was used to predict whether eyes were classified as having vision loss or
no vision loss. All tests were two-sided, with statistical significance set at p < 0.05. Analyses
were conducted using R statistical software version 4.3.3.

3. Results
3.1. Baseline Characteristics

In total, 59 eyes from 50 patients were included in the study. The mean (SD) age of the
patients was 80.2 (6.3) years. A total of 28 (56.0%) of 50 patients were male, and all patients
(100%) were of white ethnicity. Of the total, 28 (46.7%) eyes were pseudophakic.

The mean (SD) baseline BCVA letters was 66 (14.4) (Snellen equivalent 6/15), with
33 (55.9%) eyes recording ≥70 letters (Snellen equivalent 6/12). At the time of switch, the
mean (SD) baseline CST was 367.2 (100.7) µm, Cmax was 487.3 (146.6) µm, and PED height
was 232.5 (162.4) µm. The proportions of eyes with SRF, IRF, and PED were 66.1% (n = 39),
42.4% (n = 25), and 94.9% (n = 56), respectively. 53 (89.1%) eyes had either SRF or IRF.

Prior to switching to aflibercept 8 mg, the mean (SD) number of injections for each eye
was 26.9 (19.0), with the most recent mean (SD) treatment interval of 7.7 (1.7) weeks. The
majority of eyes were switched from faricimab (n = 35; 59.3%), while the rest were switched
from aflibercept 2 mg (n = 22; 37.3%) and brolucizumab (n = 2; 3.4%).
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A total of 76.3% (n = 45 eyes) were switched because of persistent disease activity. The
other eyes were switched to either extend the treatment interval (n = 8 eyes; 13.6%), or
because of new disease activity while under T&E (n = 6 eyes; 10.2%).

These baseline characteristics are summarised in Table 1.

Table 1. Baseline characteristics.

Patient level (n = 50)

Age, years Mean (SD) 80.2 (6.3)
Male sex n (%) 28 (56.0)

Ethnicity, white n (%) 50 (100)

Eye level (n = 59)

Pseudophakic n (%) 28 (46.7)
BCVA, letters Mean (SD) 66 (14.4)
≥70 letters n (%) 33 (55.9)

Presence of SRF n (%) 39 (66.1%)
Presence of IRF n (%) 25 (42.4%)
Presence of PED n (%) 56 (94.9%)

Presence of SRF or IRF n (%) 53 (89.1%)
CST, µm Mean (SD) 367.2 (100.7)

Cmax, µm Mean (SD) 487.3 (146.6)
PED height, µm Mean (SD) 232.5 (162.4)

Previous anti-VEGF treatment

Number of prior injections Mean (SD) 26.9 (19.0)
Most recent interval, weeks Mean (SD) 7.7 (1.7)

Treatment before switch to aflibercept 8 mg

Faricimab n (%) 35 (59.3)
Aflibercept 2 mg n (%) 22 (37.3)

Brolucizumab n (%) 2 (3.4)
Reason for switching

Persistent disease activity n (%) 45 (76.3)
Interval extension n (%) 8 (13.6)

New disease activity n (%) 6 (10.2)
1 BCVA, best corrected visual acuity; SRF, subretinal fluid; IRF, intraretinal fluid; PED, pigment epithelial
detachment; CST, central subfield thickness; Cmax, maximum central retinal thickness.

3.2. Treatment Summary

Following the switch to aflibercept 8 mg, the mean (SD) number of injections per eye
was 5.1 (1.4). The mean (SD) number of follow-up visits was 4.2 (1.6), while the mean (SD)
follow-up duration was 33.5 (10.4) weeks.

The mean (SD) injection interval at the first follow-up visit was 8.4 (3.5) weeks. This
increased to 8.7 (2.2) weeks at the final visit, which was significantly longer compared to
baseline, p < 0.01. At the final follow-up, the majority of eyes (n = 27; 45.8%) were on an
injection interval between ≥8 and <10 weeks. A total of 10 (16.9%) eyes were on an interval
between ≥10 and <12 weeks, while 6 (10.2%) eyes were on an interval of ≥12 weeks. These
results are summarised in Figures 1 and 2.
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Figure 1. Injection interval at baseline and final visit. Box plots show the distribution of treatment
intervals (in weeks) at both time points. A statistically significant increase in injection interval was
observed at the final visit (p < 0.01).

Figure 2. Distribution of eyes across injection interval categories at baseline and final visit. Bar
heights represent the proportion of eyes receiving injections at intervals of <8 weeks, 8 to <10 weeks,
10 to <12 weeks, or ≥12 weeks at each time point.

3.3. Functional and Anatomical Outcomes

Following the first dose of aflibercept 8 mg, of the 53 (89.8%) eyes that had either SRF or
IRF at baseline, 8 (15.1%) showed complete resolution of fluid and 24 (45.2%) demonstrated
a decrease in SRF or IRF. Conversely, 19 eyes (41.3%) showed an increase in SRF or IRF
following the first dose of aflibercept 8 mg.

The mean (SD) CST, Cmax, and PED height at the final visit were 355.1 (107.7) µm,
471.8 (139.3) µm, and 211.6 (150.5) µm, respectively. The CST and Cmax were not signifi-
cantly different from baseline (p = 0.21 and p = 0.28, respectively). There was, however, a
statistically significant reduction in PED compared to baseline (p < 0.01). These results are
summarized in Figure 3.
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Figure 3. Changes in functional and anatomical markers from baseline to final visit. Box plots show
distributions of visual acuity (VA, letters), central subfield thickness (CST, µm), maximum central
retinal thickness (Cmax, µm), and pigment epithelial detachment height (PED, µm) at baseline and
final assessments.

In terms of proportions of eye with SRF, IRF, or PED at final visit, none were different
statistically compared to baseline (p > 0.05 for all): 32 eyes (54.2%) with SRF; 19 eyes (32.2%)
with IRF; 56 eyes (94.9%) with PED. These results are shown in Figure 4.

Figure 4. Bar graphs display the proportion of eyes with subretinal fluid (SRF), intraretinal fluid (IRF),
and pigment epithelial detachment (PED) at baseline and at the final follow-up. p-values indicate
comparisons between time points for each feature, none of which were statistically significant.

3.4. Visual Acuity Outcomes

At the final visit, the mean (SD) BCVA was 68.2 (12.9) letters, and was not statistically
significant from baseline (p = 0.86). The percentage of eyes with BCVA ≥ 70 letters was
49.2% (n = 29 eyes), less than baseline, although this was not statistically significant
(p = 0.22).
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In terms of letters gain, 19 eyes (32.2%) gained between 1 to 4 letters, and 8 eyes
(13.6%) gained ≥5 letters. As for letters loss, 18 eyes (30.5%) lost between 1 to 4 letters, and
12 eyes (20.3%) lost ≥5 letters. 2 eyes (3.4%) had no change in BCVA. This is represented in
Figure 5.

Figure 5. Distribution of visual acuity outcomes at final visit. Bars represent the percentage of eyes
that experienced ≥5 or 1–4 letter gain, no change, or 1–4 or ≥5 letter loss compared to baseline. The
number of eyes and corresponding percentages are shown above each bar.

3.5. Predictors of Visual Acuity Loss

None of the predictor variables including age, gender, lens status, indication for
switching, number of previous IVT injections, previous IVT interval, baseline BCVA, CST,
Cmax, or PED height were significantly associated with BCVA loss (p > 0.05 for all).
However, patients who received aflibercept 2 mg as their most recent intravitreal injection
had significantly lower odds of BCVA loss compared to those treated with faricimab (odds
ratio = 0.28, 95% confidence interval: 0.085 to 0.828, p = 0.03).

3.6. Safety

No eyes required IOP–lowering treatment at any visit, and none required emergency
paracentesis. One patient with pre-existing cardiovascular risk factors experienced a
documented stroke between their third and fourth intravitreal injections (with an injection
interval of 15 weeks). As a result of the stroke, the patient’s follow-up was delayed, and the
interval between their third and fourth injections was 15 weeks. This was not a protocol-
driven extension. There were no other documented adverse events such as retinal vasculitis
or endophthalmitis.

4. Discussion
We present outcomes from an early real-world retrospective observational cohort of

eyes with treatment-refractory nAMD who were switched to aflibercept 8 mg and managed
using a standardized T&E regimen. The majority of eyes were followed for over 6 months,
providing early insights into the use of aflibercept 8 mg in routine NHS practice in the UK.
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This differs from the PULSAR trial, which evaluated aflibercept 8 mg in treatment-naïve
eyes under fixed dosing schedules in a controlled setting. Our study also builds upon early
real-world evidence reported by Sambhara et al., which included both treatment-naïve and
treatment-experienced eyes, with shorter follow-up and a mean of 3.38 aflibercept 8 mg
injections [15]. In their study, treatment decisions were made at the discretion of multiple
investigators without a standardized protocol. In contrast, our study applied a consistent
T&E approach within a single-centre setting, allowing for more uniform treatment delivery
and analysis across an exclusively treatment-refractory cohort.

We have several key findings. Firstly, switching led to a modest but statistically signif-
icant extension of treatment intervals, with a reduction in PED height, while maintaining
stable BCVA. Secondly, aflibercept 8 mg was well tolerated, with no cases of IOP elevation
requiring intervention, and no serious ocular adverse events observed.

At baseline, our cohort represented eyes with a high treatment burden with persis-
tent disease activity despite prior anti-VEGF therapy. Most eyes had already received a
substantial number of injections (mean 26.9). More than two thirds (76.3%) of eyes were
switched due to persistent disease activity, while less than one third were switched for
interval extension or new disease activity. Following the switch, there was an extension of
mean injection interval from 7.7 weeks to 8.7 weeks. This was similar to another real-world
study on switching to aflibercept 8 mg in previously treated nAMD eyes which gained
between 8.8 and 10.7 days [15]. Notably, a higher proportion of eyes (27.1%) in our cohort
achieved an interval of ≥10 weeks compared to baseline.

Anatomical improvements were variable. While CST and Cmax remained stable, there
was a statistically significant reduction in PED height following treatment switch (from
232.5 to 211.6 µm). PEDs are often considered difficult to treat in nAMD, although there
have been previous suggestions that higher dosage of various anti-VEGF agents may lead
to a more rapid or improved anatomical response [16]. The qualitative fluid response
following the first dose of aflibercept 8 mg was also variable. Approximately two-thirds of
eyes showed improvement, with 15% achieving complete resolution of fluid. One-third
demonstrated an initial increase in SRF or IRF. Although the proportions of eyes with
SRF and IRF were reduced at the final visit compared to baseline, these changes were not
statistically significant.

Approximately one-third of eyes (32.2%) gained between 1 and 4 letters, with an
additional 13.6% gaining 5 letters or more. Conversely, around 50.8% of eyes experienced
some degree of letter loss, while a small proportion (3.4%) demonstrating no change
in BCVA. The final mean BCVA was 68.2 letters, compared to 66.0 letters at baseline,
with nearly half of all eyes maintaining a BCVA of ≥70 letters. Despite these individual
variations, overall BCVA outcomes remained stable following the switch to aflibercept
8 mg, consistent with findings from other real-world studies of anti-VEGF switching in
nAMD [12,13,17,18]. The observed degree of letter loss may be due to several factors. Firstly,
our cohort had a relatively high baseline BCVA, with over half of eyes (55.9%) already
achieving ≥70 letters at baseline, limiting the potential for significant visual gains. Secondly,
the cohort had a mean of 26.9 prior anti-VEGF injections, and many eyes had persistent
fluid (89.1%) at baseline—reflecting longstanding disease where structural damage already
have occurred. This reflects the high prior treatment burden in this cohort, as well as the
well-recognized challenge of maintaining VA gains beyond the first year, in real-world
settings [19]. The observed lower odds of BCVA loss among patients treated with aflibercept
2 mg compared to faricimab may reflect a ceiling effect; patients already receiving faricimab
may have less room for further functional gains.

In our cohort, aflibercept 8 mg demonstrated a favourable short-term safety profile.
One patient experienced a documented stroke between their third and fourth injection,
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administered 15 weeks apart. However, the patient had pre-existing cardiovascular risk
factors, including advanced age and atrial fibrillation, making it unclear whether the event
was treatment-related or due to the natural history of their underlying disease. We deemed
that the patient was clinically safe to proceed with further intravitreal injections, and the
patient subsequently tolerated a fourth and fifth injection without further complications.
No other adverse events, such as intraocular inflammation, retinal vasculitis, retinal tears,
or endophthalmitis were observed. Importantly, although aflibercept 8 mg has a larger
injection volume—0.07 mL compared with the standard 0.05 mL used for most anti-VEGF
agents—no cases of IOP elevation requiring pressure-lowering treatment or emergency
paracentesis were recorded [6,20–22]. This is reassuring, given theoretical concerns that
larger injection volumes might increase the risk of transient IOP spikes. Our findings
are consistent with the PULSAR trial, where the safety profile of aflibercept 8 mg was
comparable to aflibercept 2 mg [8]. Nevertheless, ongoing real-world surveillance remains
essential as the use of aflibercept 8 mg expands into broader clinical practice.

The strength of this study is that we provide early real-world data on the efficacy,
durability and safety of aflibercept 8 mg following a switch from other anti-VEGF agents in
eyes with nAMD. There are, however, several limitations. Firstly, this study is retrospective
in nature, with a relatively small sample size and short follow-up period. Secondly, we
did not subtype the CNVM lesions using fluorescein angiography or indocyanine green
angiography as this was not available to us. However, this reflects real-world clinical
practice where treatment decisions are often guided by OCT findings. Thirdly, as with
all retrospective studies, the potential for selection bias exists. Nevertheless, real-world
analyses are essential for early safety and efficacy insights following the introduction of
new therapies and can help guide future prospective studies.

5. Conclusions
Switching to aflibercept 8 mg in treatment-refractory nAMD eyes in a real-world set-

ting was associated with increased treatment durability, modest anatomical improvements,
stable BCVA, and a favourable short-term safety profile. These early outcomes support
the use of aflibercept 8 mg in eyes with high treatment burden and persistent disease
activity within routine clinical practice. Importantly, no serious ocular adverse events were
observed despite the higher injection volume compared to conventional anti-VEGF agents.
Further prospective studies with larger sample sizes and longer follow-up are warranted
to confirm the long-term efficacy, durability, and safety of aflibercept 8 mg.

Author Contributions: Conceptualization, Y.J.C. and M.M. (Mohammed Musadiq); methodology,
Y.J.C.; data curation, M.M. (Muiz Musadiq), M.M. (Mohammed Musadiq), F.L., A.N., and Y.J.C.;
writing—original draft preparation, Y.J.C., B.N., M.A., and N.G.; writing—review and editing, Y.J.C.,
B.N., M.A., and N.G.; supervision, Y.J.C.; project administration, Y.J.C. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the clinic’s Clinical Governance team.

Informed Consent Statement: Not applicable.

Data Availability Statement: Data are available from the corresponding author on reasonable request.

Conflicts of Interest: The authors declare no conflicts of interest.



Life 2025, 15, 903 10 of 11

References
1. Wong, W.L.; Su, X.; Li, X.; Cheung, C.M.G.; Klein, R.; Cheng, C.-Y.; Wong, T.Y. Global Prevalence of Age-Related Macular

Degeneration and Disease Burden Projection for 2020 and 2040: A Systematic Review and Meta-Analysis. Lancet Glob. Health
2014, 2, e106–e116. [CrossRef] [PubMed]

2. Fleckenstein, M.; Schmitz-Valckenberg, S.; Chakravarthy, U. Age-Related Macular Degeneration: A Review. JAMA 2024, 331, 147.
[CrossRef] [PubMed]

3. Lanzetta, P.; Loewenstein, A. Vision Academy Steering Committee Fundamental Principles of an Anti-VEGF Treatment Regimen:
Optimal Application of Intravitreal Anti-Vascular Endothelial Growth Factor Therapy of Macular Diseases. Graefes Arch. Clin.
Exp. Ophthalmol. 2017, 255, 1259–1273. [CrossRef] [PubMed]

4. Chakravarthy, U.; Armendariz, B.G.; Fauser, S. 15 Years of Anti-VEGF Treatment for nAMD: Success or Failure or Something in
Between? Eye 2022, 36, 2232–2233. [CrossRef] [PubMed]

5. MHRA Approves Faricimab through International Work-Sharing Initiative 2022. Available online: https://www.gov.uk/
government/news/mhra-approves-faricimab-through-international-work-sharing-initiative (accessed on 12 April 2025).

6. Eylea 114.3 Mg/Ml Solution for Injection. Available online: https://www.medicines.org.uk/emc/product/15397/smpc#gref
(accessed on 12 April 2025).

7. Korobelnik, J.-F.; Lanzetta, P.; Wykoff, C.C.; Wong, T.Y.; Zhang, X.; Morgan-Warren, P.; Fitzpatrick, S.; Leal, S.; Brunck, L.;
Hasanbasic, Z.; et al. Sustained Disease Control with Aflibercept 8 Mg: A New Benchmark in the Management of Retinal
Neovascular Diseases. Eye 2024, 38, 3218–3221. [CrossRef] [PubMed]

8. Lanzetta, P.; Korobelnik, J.-F.; Heier, J.S.; Leal, S.; Holz, F.G.; Clark, W.L.; Eichenbaum, D.; Iida, T.; Xiaodong, S.; Berliner, A.J.; et al.
Intravitreal Aflibercept 8 Mg in Neovascular Age-Related Macular Degeneration (PULSAR): 48-Week Results from a Randomised,
Double-Masked, Non-Inferiority, Phase 3 Trial. Lancet 2024, 403, 1141–1152. [CrossRef] [PubMed]

9. Narendran, N.; Bailey, C.; Downey, L.; Gale, R.; Kotagiri, A.; Pearce, I.; Rennie, C.A.; Sivaprasad, S.; Talks, J.; Morgan-Warren, P.;
et al. Expert Panel Consensus for Optimizing Outcomes in Neovascular Age-Related Macular Degeneration in the Context of
Suboptimal Response to a Biosimilar: The Role of Aflibercept. Clin. Ophthalmol. 2024, 18, 3133–3142. [CrossRef] [PubMed]

10. Bailey, C.; Cackett, P.; Kotagiri, A.; Mahmood, S.; Minos, E.; Narendran, N.; Patwardhan, A.; Sim, D.A.; Morgan-Warren, P.;
O’Neil, C.; et al. Practical Implementation of a Q4–Q16 Aflibercept Treat-and-Extend Pathway for the Treatment of Neovascular
Age-Related Macular Degeneration: Updated Guidance from a UK Expert Panel. Eye 2023, 37, 1916–1921. [CrossRef] [PubMed]

11. NHS England National Health Service England. Operational Note: Updated Commissioning Recommendations for Medical Retinal
Vascular Medicines Following the National Procurement for Ranibizumab Biosimilars; NHS England National Health Service England:
London, UK, 2023.

12. Borchert, G.A.; Kiire, C.A.; Stone, N.M.; Akil, H.; Gkika, T.; Fischer, M.D.; Xue, K.; Cehajic-Kapetanovic, J.; MacLaren, R.E.; Charbel
Issa, P.; et al. Real-World Six-Month Outcomes in Patients Switched to Faricimab Following Partial Response to Anti-VEGF
Therapy for Neovascular Age-Related Macular Degeneration and Diabetic Macular Oedema. Eye 2024, 38, 3569–3577. [CrossRef]
[PubMed]

13. Ng, B.; Kolli, H.; Ajith Kumar, N.; Azzopardi, M.; Logeswaran, A.; Buensalido, J.; Mushtaq, B.; Chavan, R.; Chong, Y.J. Real-World
Data on Faricimab Switching in Treatment-Refractory Neovascular Age-Related Macular Degeneration. Life 2024, 14, 193.
[CrossRef] [PubMed]

14. Gale, R.P.; Pearce, I.; Eter, N.; Ghanchi, F.; Holz, F.G.; Schmitz-Valckenberg, S.; Balaskas, K.; Burton, B.J.L.; Downes, S.M.; Elefthe-
riadis, H.; et al. Anatomical and Functional Outcomes Following Switching from Aflibercept to Ranibizumab in Neovascular
Age-Related Macular Degeneration in Europe: SAFARI Study. Br. J. Ophthalmol. 2020, 104, 493–499. [CrossRef] [PubMed]

15. Sambhara, D.; Vakharia, P.; Eichenbaum, D.A. Real-World Efficacy and Safety of 8 Mg Aflibercept in Neovascular AMD: A Case
Series. BMJ Open Ophthalmol. 2025, 10, e002091. [CrossRef] [PubMed]

16. Khanani, A.M.; Eichenbaum, D.; Schlottmann, P.G.; Tuomi, L.; Sarraf, D. Optimal management of pigment epithelial detachments
in eyes with neovascular age-related macular degeneration. Retina 2018, 38, 2103–2117. [CrossRef] [PubMed]

17. Aldhanhani, A.A.; Azzam, O.A.; AlAli, S.H.; Almasri, K.G.; Aljneibi, S.H.; Pichi, F. Switch to Faricimab after Initial Treatment with
Aflibercept in Eyes with Neovascular Age-Related Macular Degeneration. Int. Ophthalmol. 2024, 44, 369. [CrossRef] [PubMed]

18. Nasimi, N.; Nasimi, S.; Grauslund, J.; Vergmann, A.S.; Subhi, Y. Real-World Efficacy of Intravitreal Faricimab for Neovascular
Age-Related Macular Degeneration: A Systematic Review. Int. J. Retin. Vitr. 2024, 10, 48. [CrossRef] [PubMed]

19. Mehta, H.; Kim, L.N.; Mathis, T.; Zalmay, P.; Ghanchi, F.; Amoaku, W.M.; Kodjikian, L. Trends in Real-World Neovascular AMD
Treatment Outcomes in the UK. Clin. Ophthalmol. 2020, 14, 3331–3342. [CrossRef] [PubMed]

20. Lucentis 10 Mg/Ml Solution for Injection. Available online: https://www.medicines.org.uk/emc/product/5418/smpc#gref
(accessed on 12 April 2025).

https://doi.org/10.1016/S2214-109X(13)70145-1
https://www.ncbi.nlm.nih.gov/pubmed/25104651
https://doi.org/10.1001/jama.2023.26074
https://www.ncbi.nlm.nih.gov/pubmed/38193957
https://doi.org/10.1007/s00417-017-3647-4
https://www.ncbi.nlm.nih.gov/pubmed/28527040
https://doi.org/10.1038/s41433-022-02153-9
https://www.ncbi.nlm.nih.gov/pubmed/35752715
https://www.gov.uk/government/news/mhra-approves-faricimab-through-international-work-sharing-initiative
https://www.gov.uk/government/news/mhra-approves-faricimab-through-international-work-sharing-initiative
https://www.medicines.org.uk/emc/product/15397/smpc#gref
https://doi.org/10.1038/s41433-024-03312-w
https://www.ncbi.nlm.nih.gov/pubmed/39217260
https://doi.org/10.1016/S0140-6736(24)00063-1
https://www.ncbi.nlm.nih.gov/pubmed/38461841
https://doi.org/10.2147/OPTH.S481772
https://www.ncbi.nlm.nih.gov/pubmed/39512482
https://doi.org/10.1038/s41433-022-02264-3
https://www.ncbi.nlm.nih.gov/pubmed/36207506
https://doi.org/10.1038/s41433-024-03364-y
https://www.ncbi.nlm.nih.gov/pubmed/39394370
https://doi.org/10.3390/life14020193
https://www.ncbi.nlm.nih.gov/pubmed/38398702
https://doi.org/10.1136/bjophthalmol-2019-314251
https://www.ncbi.nlm.nih.gov/pubmed/31383649
https://doi.org/10.1136/bmjophth-2024-002091
https://www.ncbi.nlm.nih.gov/pubmed/39947712
https://doi.org/10.1097/IAE.0000000000002195
https://www.ncbi.nlm.nih.gov/pubmed/29697591
https://doi.org/10.1007/s10792-024-03297-1
https://www.ncbi.nlm.nih.gov/pubmed/39235669
https://doi.org/10.1186/s40942-024-00566-0
https://www.ncbi.nlm.nih.gov/pubmed/38997766
https://doi.org/10.2147/OPTH.S275977
https://www.ncbi.nlm.nih.gov/pubmed/33116384
https://www.medicines.org.uk/emc/product/5418/smpc#gref


Life 2025, 15, 903 11 of 11

21. Vabysmo 120 Mg/mL Solution for Injection. Available online: https://www.medicines.org.uk/emc/product/13741/smpc#gref
(accessed on 12 April 2025).

22. Eylea 40 Mg/Ml Solution for Injection in Pre-Filled Syringe. Available online: https://www.medicines.org.uk/emc/product/11
273/smpc#gref (accessed on 12 April 2025).

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://www.medicines.org.uk/emc/product/13741/smpc#gref
https://www.medicines.org.uk/emc/product/11273/smpc#gref
https://www.medicines.org.uk/emc/product/11273/smpc#gref

	Introduction 
	Materials and Methods 
	Data Collection 
	Treatment Protocol 
	OCT Imaging 
	Statistical Analysis 

	Results 
	Baseline Characteristics 
	Treatment Summary 
	Functional and Anatomical Outcomes 
	Visual Acuity Outcomes 
	Predictors of Visual Acuity Loss 
	Safety 

	Discussion 
	Conclusions 
	References

