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Abstract

Purpose: To investigate the current status and demographics of patients who underwent mitomycin C-augmented trabeculectomy

(MMC-trabeculectomy) in Japan using data from the Collaborative Bleb-related Infection Incidence and Treatment Study.

Subjects and Methods: Out of 1,249 patients (1,249 eyes), we selected patients who underwent trabeculectomy alone or phacotra-
beculectomy using MMC. Age at the time of surgery, type of glaucoma, pre-operative intraocular pressure (IOP) and medications,
previous anti-glaucoma procedures, visual function, routine ophthalmic examination results and intra-operative complications were

recorded.

Results: A total of 1,098 patients (1,098 eyes) were enrolled in this study. The mean age was 63.7+13.1 years, and there were 648
males and 450 females. The mean number of anti-glaucoma eyedrops used was 2.7 types, and 40.2% of the patients concomitantly
used an oral carbonic anhydrase inhibitor. The proportion of fornix-based conjunctival incision was comparable to that of limbus-
based conjunctival incision. A scleral flap was created at the superior site in 99.7% of all eyes. Primary open angle glaucoma was
the most predominant glaucoma subtype, followed by secondary glaucoma and psuedoexfoliation glaucoma. Significant differences
in glaucoma subtypes, age, pre-operative 10P, pre-operative medications, pre-operative visual acuity, and proportion of phacotrab-
eculectomy were observed. There were 31 (2.6%) intra-operative complications. The most frequent complications were failure of
conjunctival closure, hyphema, and phacoemulsification-related complications. The cumulative incidence of intra-operative compli-

cations was significantly different among glaucoma subtypes.

Conclusions: Subjects in Japan who underwent MMC-trabeculectomy were predominantly advanced cases. Patient background

characteristics and complications were different between glaucoma subtypes.
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Introduction

Reducing intraocular pressure (I0OP) is the most important factor in halting glaucomatous optic neuropathy using medication, laser
therapy, or a surgical procedure. In general, mitomycin C (MMC)-augmented trabeculectomy (referred to as MMC-trabeculectomy) is a
common type of surgery performed on glaucoma patients. MMC-trabeculectomy should be employed when the maximal tolerable phar-
macologic IOP-lowering therapy and/or laser surgery fail to deterioproportion optic nerve damage. A previous study reported no signifi-
cant difference in visual field defects between the initial medical therapy and surgical therapy over five years [1], although MMC-trabecu-
lectomy occasionally results in severe complications and deterioration of visual function [2-4]. Few reports have described the criteria for

the performance of MMC-trabeculectomy on eyes with glaucoma. The Japan Glaucoma Society initiated a prospective study to investigate
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the cumulative incidence and the severity of bleb-related infection (Collaborative Bleb-related Infection Incidence and Treatment Study

[CBIITS] [3]. In this study, we investigated the current status and demographics of patients who underwent MMC-trabeculectomy in Japan.

Subjects and Methods

This study has been conducted according to the principles expressed in the Declaration of Helsinki. Institutional review board ap-
proval was obtained at each institution, and all of the patients gave written informed consent after a thorough explanation of the study. As
described previously [5], the CBIITS was a multicenter prospective cohort study performed in Japan. The primary aim of the CBIITS was
to determine the incidence of and the risk factors for bleb-related infections. A total of 34 clinical centers located in Japan participated
and enrolled subjects in the CBIITS. The enrollment period was 2 years, and follow-up was performed every 6 months for up to 5 years.
The enrollment criteria were as follows: any type of filtering surgery, including those performed concomitantly with cataract or other in-
traocular surgery; the first eye opeproportiond on after study inclusion in cases in which both eyes were treated; and an expected 1 year
of follow-up at the time of surgery. The indications for surgery, the selection of the operative procedure and the operative technique, and
the administration of postoperative medications or additional glaucoma treatments (either medically or surgically) were determined at
the discretion of the local investigators. Consecutive eligible subjects were recruited at each clinical center. Additional visits to the clinical
center or to other ophthalmology clinics occurred at the discretion of the local investigators. In this study, we focused on patients who
underwent trabeculectomy alone or phacotrabeculectomy using MMC. We collected the following data concerning the study subjects: age
at the time of surgery, type of glaucoma, pre-operative IOP and medications, previous anti-glaucoma procedures, visual function, routine
ophthalmic examination results, and intra-operative complications. Because pseudoexfoliation glaucoma (XFG) was very common rela-

tive to the other subtypes of secondary glaucoma (SG), XFG was analyzed as an independent glaucoma subtype.

Statistical Analysis

JMP version 11 (SPSS Japan Inc., Tokyo, Japan) was used for statistical analysis. The log minimum angle of resolution (MAR) visual acu-
ity values were used for the analysis of visual function. The visual perception of finger counting and hand motion was replaced by a value
of 2 or 3, respectively. Age, pre- and post-operative IOP, Humphrey visual field mean deviation (MD), and refractive error were considered
as continuous variables, which were expressed as the means * standard deviation. Sex, systemic diseases, history of intraocular surgery,
lens status, glaucoma subtype, type of surgery, type of conjunctival incision, site of scleral flap, intra- and post- operative complications,
and post-operative procedures and surgeries were considered as categorical variables. Repeated-measures ANOVA was used to compare

the IOP values. the Pearson correlation coefficient test for P-values less than 0.05 were considered statistically significant.

Results

Patient demographics

As previously reported [5], the CBIITS enrolled 1,249 eyes of 1,249 cases. Of these, 151 eyes were excluded from the present study for
the following reasons: 38 eyes had been treated with surgical techniques other than trabeculectomy alone or trabeculectomy combined
with phacoemulsification and intraocular lens implantation; 65 eyes had undergone surgery without adjunctive MMC treatment; and 48
eyes lacked follow-up data because the cases were lost to follow-up before the 1 - year follow-up examination. A total of 1,098 eyes of
1,098 cases satisfied the enrollment criteria in this study. Table 1 summarizes the demographics of the enrolled subjects. The mean age
was 63.7 + 13.1 years, and there were 648 males and 450 females. The mean equivalent refractive error among phakic eyes at the time of
surgery was -2.5 * 4.1 D. Mean number of anti-glaucoma eyedrops was 2.7 types, and 40.2% of the subjects concomitantly used an oral
carbonic anhydrase inhibitor. A majority of the patients (83.4%) underwent MMC-trabeculectomy alone. In 2.7% of the cases, the eyes
were concomitantly treated with 5-fluorouracil at the time of surgery. The proportion of fornix-based conjunctival incision (FBCI) was

comparable to that of limbus-based conjunctival incision (LBCI). Only 0.3% surgeries were approached at the inferior site.
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Parameter

Age (range) (years)

63.7 +13.1 (13 - 92)

Male: female (%) 59.0:41.0
Pre-IOP (range) (mmHg) 254 +9.6 (70-12)
Pre-operative visual acuity logMAR 0.423 £ 0.60
Pre-refractive error* (range) (D) -25+4.1(-12.2-13.3)
Pre-eyedrops (range)** 27+11(0-6)
Oral CAI 40.2%

Pre-MD $(range)(dB)

-18.5 + 8.0 (0.8 - -33.34)

Previous glaucoma surgery (range)(times)

1.3 £0.70(0 - 6)

Trabeculectomy: phaco-trabeculectomy (%) 83.4:16.6
MMC only: MMC+5FU (%) 97.3:2.7
Conjunctival incision 56.9:43.1

(Fornix-base: limbal base) (%)

Bleb location (%)
(superior: superior temporal: superior nasal: inferior)

68.0: 18.4:13.3: 0.3

Table 1: Demographics.
MAR: logarithmic minimum angle of resolution; D: diopter; CAI: carbonic anhydrase inhibitor; MD:
mean deviation; MMC: mitomycin C; 5FU: 5-fluorouracil; *phakic eyes only; **fixed combination
calculated as 2; §HFA30-2 only

Comparison of parameters among glaucoma subtypes

As shown in Figure 1, primary open angle glaucoma (POAG) was the most predominant glaucoma subtype (43.3%), followed by SG
(21.9%), and XFG (8.1%). Normal tension glaucoma (NTG) was observed in 6.0% of the cases. We investigated the differences in demo-
graphic characteristics between glaucoma subtypes after elimination of unclassified eyes (Table 2). Significant differences in age (Figure
2), pre-operative IOP (Figure 3), pre-operative medication score (Figure 4), pre-operative logMAR (Figure 5), the proportion of phacotra-

beculectomy (Figure 6), and sex (Table 2) between glaucoma subtypes were detected.

0.4%

oPOAG
ONTG
PACG
BSG
abDG
aNVG
aXFG

2.6%

munclassified

L /6.1%) 6.0%\

Figure 1: Distribution of glaucoma subtypes.
POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma; SG: secondary

glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation glaucoma
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Age (Years) Pre-Operative Logmar Pre-Operative Pre-Operative Sex | Simple
Iop(Mmhg) Medication Score | (%) | Vs.
Combined
(%)
Mean * SD 95%CI Mean * SD 95%CI Mean * SD 95%CI Mean £ SD | 95%CI | Male | Combined
POAG | 64.0+0.6 | 629-65.1 | 031+0.51 | 0.26-0.35 | 224+74 |21.7-231| 32+15 |3.1-34| 59.0 | 19.0
NTG 63.2+15 | 603-66.1|013+0.37 | 0.04-0.23 | 152+46 |14.1-164 | 22+11 |2.0-25| 439 |13.6
PACG | 69.6+15 | 66.7-72.4|0.40+0.56 | 0.27-0.54 | 24.7+9.1 |225-270| 34+15 |31-38| 373 |31.3
SG 599+0.8 | 584-61.5|051+0.63 | 0.43-0.59 | 31.1+10.2 | 29.7-324 | 3.8+x15 |3.6-4.0 | 57.3 | 12.0
DG 41.2+23 | 36.8-457|0.74+0.74 | 046-1.03 | 27.2+10.3 | 23.2-31.2 | 39+13 |3.4-44 | 643 |10.7
NVG 62.6+13 | 60.1-65.0|1.17+0.67 | 1.03-1.31 | 340298 |319-36.1| 3.7+14 |3.4-40| 753 |45
XFG 726+1.1 | 70.5-74.7 | 027 +0.42 | 0.19-034 | 25.0+75 |23.7-264 | 3.5+14 |3.2-3.7| 703 | 195
Table 2: Comparison among glaucoma subtypes.
(years)
100
80

POAG NTG PACG
Significant PACG DG i SG
glaucoma (0.012) (<0.0001) : (<0.0001)
subtype
(p value) SG XFG DG
(0.0008) (<0.0001) : (<0.0001)
DG
(<0.0001)
XFG
(<0.0001)

POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;

SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation
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Figure 2: Comparison of age between glaucoma subtypes.
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*POAG vs. NTG, SG, and NVG (p<0.0001)
**NTG vs. all other subtypes (P<0.0001, except for unclassified P=0.017)
§ PACG vs. SG and NVG (P<0.0001)

Figure 3: Comparison of pre-operative intraocular pressure between glaucoma subtypes.

POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;

SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation

glaucoma

POAG NTG PACG SG DG NVG XFG

(Tukey-Kramer post hoc test, *P=0.002, ** P=0.02, §P=0.03)

Figure 4: Comparison of pre-operative medications between glaucoma subtypes.

POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;

SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation

glaucoma
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Figure 5: Comparison of pre-operative logMAR between glaucoma subtypes.
POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;
SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation

glaucoma; MAR: minimum angle of resolution
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Figure 6: Comparison of proportion of phacotrabeculectomy between glaucoma subtypes.
POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;
SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation

glaucoma
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There were 61 (5.6 %) intra-operative complications (Table 3). The frequent complications were hyphema (3.5 %) and failure of con-
junctival closure (0.7 %). Ten eyes (0.9 %) exhibited phacoemulsification-related complications, predominantly rupture of the posterior
lens capsule (5 eyes). There was a significant difference in the cumulative incidence of intra-operative complications between glaucoma
subtypes. NVG showed highest cumulative incidences of intra-operative complications than other glaucoma subtypes (Figure 7). Intra-
operative complications were different among glaucoma subtypes. Hyphema was a major complications in NVG eyes, while, phacoemul-

sification-related complications were popular in PACG eyes.

Intra-operative complications Cases (%)
Phaco-related Post capsule rupture 5 | 10(0.9%)
Damage of Tinn’s zonule 2
# of cases (%)
Vitreous herniation in anterior chamber 2
IOL capture 1
Failure of conjunctival 8(0.7%)
closing
# of cases (%)
Hyphema 38(3.5%)
# of cases (%)
Others 5(0.5%)
# of cases (%)
Total 61(5.6%))
# of cases (%)

Table 3: Intra-operative complications.
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g
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Figure 7: Comparison of intra-operative complications between glaucoma subtypes.
POAG: primary open angle glaucoma; NTG: normal tension glaucoma; PACG: primary angle-closure glaucoma;
SG: secondary glaucoma; DG: developmental glaucoma; NVG: neovascular glaucoma; XFG: psuedoexfoliation

glaucoma
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Discussion

The current large-scale study revealed which patients received MMC-trabeculectomy in Japan. The institutes that participated in this
study were limited to those employing a councilor of the Japan Glaucoma Society; therefore, the results of the current study may represent
the current status of MMC-trabeculectomy in Japan. These results clearly revealed that patients receiving MMC-trabeculectomy had se-

verely damaged glaucomatous neuropathy based on their MD of -18.5 dB on the HFA and their use of 2.7 types of anti-glaucoma eyedrops.

According to the Tajimi study [6], 72% of the total glaucoma population 40 years of age or older exhibited NTG, followed by 6% for
POAG. In contrast, the proportions of patients with NTG and POAG were 8.1% and 43.3%, respectively, in our study. Based on the results of
this study, the need for MMC-trabeculectomy was significantly different between glaucoma subtypes. It is well known that NVG is the most
refractive glaucoma. Indeed, eyes with NVG showed a significantly higher pre-operative IOP and received more types of anti-glaucoma

eyedrops. Among all glaucoma subtypes, NVG is the most likely to require MMC-trabeculectomy.

It is controversial whether trabeculectomy alone is associated with a better prognosis than phacotrabeculectomy among eyes with
open angle glaucoma. Some previous articles reported a negative effect of lens extraction concomitant with trabeculectomy [7, 8]. Among
eyes that were phakic at the time of surgery, 76.5% underwent trabeculectomy alone. However, 47.5% of eyes with PACG underwent
trabeculectomy alone (P < 0.0001, Pearson Chi-square test). It may be widely accepted that lens extraction is a useful procedure when
performed concomitantly with trabeculectomy, possibly by resolving a narrow angle. Moreover, the present study indicates that PACG
may more frequently result in phacoemulsification-related complications than other glaucoma subtypes. It is necessary to pay attention

to eyes with PACG when performing phacotrabeculectomy.

In this study, the frequency of intra-operative complications was 5.6%. The most frequent complication was hyphema, and 16.4% of
these complications were associated with cataract surgery. Although MMC-trabeculectomy is associated with a relatively low frequency
of intra-operative complications, our previous study revealed that MMC-trabeculectomy resulted in bleb-related infection in 2.5% of cases
after five years of follow-up [3]. Further, DeBry, et al. reported that the risks of endophthalmitis and blebitis over the 5 years following
MMC-trabeculectomy were 7.5% and 6.3%, respectively [2]. Other post-operative complications include hypotony leading to the devel-
opment of hypotonic maculopathy, shallow anterior chamber, and corneal-lenticular touch resulting in bullous keratopathy and cataract
development. The post-operative complications observed in this study will be reported elsewhere. In short, a total proportion of post-
operative complications was 14.3%, which is higher than that of intraoperative complication. The management of trabeculectomy may be

important during both the intra- and post-operative periods.

In the current study, the proportion of FBCI was slightly higher than that of LBCI. FBCF is considered to be an easier technique to
perform and to be associated with a lower incidence of buttonholing than LBCI [9,10]. In contrast, the primary disadvantage of FBCI is
the difficulty in achieving water-tight would closure at the limbus. Previous articles reported no statistically significant difference success
proportion or complications between LBCI and FBCI [11,12]. In the current study, a site of conjunctival incision among eyes showing a

failure of conjunctival closure was LBCI.

A scleral flap was created at the superior site in 99% of all eyes. The surgeons probably recognized that a filtering bleb located in the

inferior site is associated with an increased risk of bleb-related infections, as reported previously [13-15].

Our study has several limitations. First, all surgeries were performed in Japan across 34 centers, and this geographical and ethnic
homogeneity could limit the applicability of the findings to clinical settings outside Japan. Second, the surgical technique was not identi-
cal among centers or surgeons because the indication for surgery and the selection of the operative procedure were determined at the
discretion of each investigator. Therefore, inter-observer differences might have affected the results. We reported the current status of
MMC-trabeculectomy, including indications and perioperative complications, in Japan based on a large-scale prospective study. Other

reports from this study will be published elsewhere.
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In general, medical treatment and laser treatment are considered to have higher priority than surgical treatment, including filtering
surgery, because MMC-trabeculectomy is associated with a high risk for operation-related complications. Primary surgery reduces I0P
further than primary medication but is associated with greater eye discomfort. One trial suggested that loss of visual field at five years
is not significantly different between medication and trabeculectomy as the initial treatment [16]. However, the indications for filtering
surgery vary depending on the treatment center and/or the physician. In this study, the mean pre-operative MD on the HFA was -18.5
dB, and this result indicates very advanced glaucomatous optic neuropathy among the enrolled patients. Many of the ophthalmologists
who participated in this study may be concerned with operation-related complications. Thus, they might apply as many non-surgical ap-

proaches as possible before performing surgery.

Recently, other surgical procedures, referred to minimally invasive glaucoma surgeries (MIGS), have been proposed as alternatives
to MMC-trabeculectomy [17-19]. MIGS appear to be safer than MMC-trabeculectomy, although the evidence that IOP reduction is similar
between MIGS and MMC-trabeculectomy is insufficient [20,21]. Most studies regarding effectiveness of MIGS have shown an IOP in the
mid- to low-teens at best, which is insufficient to halt glaucomatous optic neuropathy, especially among eyes with NTG or advanced glau-
comatous optic neuropathy. Moreover, we must consider cost effectiveness. Trabeculectomy and tube shunt are cost-effective compared
with medical treatment alone, and trabeculectomy is the most cost-effective treatment of all [22]. From the perspectives of quality of life

and cost effectiveness, surgical approaches that are less invasive and more effective than MMC-trabeculectomy may be necessary.

Acknowledgments

The author(s) have no proprietary or commercial interest in any materials discussed in this article. This study had been support by

Japan Glaucoma Society in part.

Bibliography

1. Lichter PR, et al. “Interim clinical outcomes in the Collaborative Initial Glaucoma Treatment Study comparing initial treatment ran-
domized to medications or surgery”. Ophthalmology 108.11 (2001): 1943-1953.

2. DeBry PW, et al. “Incidence of late-onset bleb-related complications following trabeculectomy with mitomycin”. Archives of Ophthal-
mology 120.3 (2002): 297-300.

3. Yamamoto T, et al. “The 5-year incidence of bleb-related infection and its risk factors after filtering surgeries with adjunctive mitomy-
cin C: collaborative bleb-related infection incidence and treatment study 2”. Ophthalmology 121.5 (2014): 1001-1006.

4. Bindlish R, et al. “Efficacy and safety of mitomycin-C in primary trabeculectomy: five-year follow-up”. Ophthalmology 109.7 (2002):
1336-1342.

5. Yamamoto T and Kuwayama Y. “Interim clinical outcomes in the collaborative bleb-related infection incidence and treatment study”.
Ophthalmology 118.3 (2011): 453-458.

6. Iwase A, etal. “The prevalence of primary open-angle glaucoma in Japanese: The Tajimi Study”. Ophthalmology 111.9 (2004): 1641-
1648.

7. Lochhead]., et al. “Long term effect on intraocular pressure of phacotrabeculectomy compared to trabeculectomy”. British Journal of
Ophthalmology 87.7 (2003): 850-852.

8. Ogata-lwao M, et al. “A prospective comparison between trabeculectomy with mitomycin C and phacotrabeculectomy with mitomy-
cin C". Acta Ophthalmologica 91.6 (2013): e500-e501.

9. Shuster JN,, et al. “Limbus- v fornix-based conjunctival flap in trabeculectomy. A long-term randomized study”. Archives of Ophthal-
mology 102.3 (1984): 361-362.

Citation: Kenji Kashiwagi., et al. “Current Status of Mitomycin C-Augmented Trabeculectomy in Japan Based on Collaborative Bleb-Related
Infection Incidence and Treatment Study”. EC Ophthalmology 4.3 (2016): 553-562.


https://www.ncbi.nlm.nih.gov/pubmed/11713061
https://www.ncbi.nlm.nih.gov/pubmed/11713061
https://www.ncbi.nlm.nih.gov/pubmed/11879132
https://www.ncbi.nlm.nih.gov/pubmed/11879132
https://www.ncbi.nlm.nih.gov/pubmed/24424248
https://www.ncbi.nlm.nih.gov/pubmed/24424248
https://www.ncbi.nlm.nih.gov/pubmed/12093659
https://www.ncbi.nlm.nih.gov/pubmed/12093659
https://www.ncbi.nlm.nih.gov/pubmed/20932582
https://www.ncbi.nlm.nih.gov/pubmed/20932582
https://www.ncbi.nlm.nih.gov/pubmed/15350316
https://www.ncbi.nlm.nih.gov/pubmed/15350316
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1771770/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1771770/
https://www.ncbi.nlm.nih.gov/pubmed/23617934
https://www.ncbi.nlm.nih.gov/pubmed/23617934
https://www.ncbi.nlm.nih.gov/pubmed/6703982
https://www.ncbi.nlm.nih.gov/pubmed/6703982

Current Status of Mitomycin C-Augmented Trabeculectomy in Japan Based on Collaborative Bleb-Related Infection Incidence

and Treatment Study

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

562

Traverso CE., et al. “Limbal- vs fornix-based conjunctival trabeculectomy flaps”. American Journal of Ophthalmology 104.1 (1987):
28-32.

Brincker P and Kessing SV. “Limbus-based versus fornix-based conjunctival flap in glaucoma filtering surgery”. Acta Ophthalmologica
70.5 (1992): 641-644.

Kuroda U, et al. “Fornix-based versus limbal-based conjunctival flaps in trabeculectomy with mitomycin C in high-risk patients”. Clini-
cal Ophthalmology 8 (2014): 949-954.

Song A, et al. “Delayed-onset bleb-associated endophthalmitis: clinical features and visual acuity outcomes”. Ophthalmology 109.5
(2002): 985-991.

Higginbotham EJ., et al. “Bleb-related endophthalmitis after trabeculectomy with mitomycin C”. Ophthalmology 103.4 (1996): 650-
656.

Soltau JB,, et al. “Risk factors for glaucoma filtering bleb infections”. Archives of Ophthalmology 118.3 (2000): 338-342.
Burr]., et al. “Medical versus surgical interventions for open angle glaucoma”. Cochrane Database System Reviews 9 (2012): CD004399.

Ayyala RS,, et al. “Comparison of surgical outcomes between canaloplasty and trabeculectomy at 12 months’ follow-up”. Ophthalmol-
ogy 118.12 (2011): 2427-2433.

Schoenberg ED,, et al. “Comparison of Surgical Outcomes Between Phacocanaloplasty and Phacotrabeculectomy at 12 Months’ Fol-
low-up: A Longitudinal Cohort Study”. Journal of Glaucoma 24.7 (2015): 543-549.

Matlach J., et al. “Comparison of phacotrabeculectomy versus phacocanaloplasty in the treatment of patients with concomitant cata-
ract and glaucoma”. BMC Ophthalmology 13 (2013): 1.

Mosaed S, et al. “Comparative outcomes between newer and older surgeries for glaucoma”. Transactions of the American Ophthalmo-
logical Society 107 (2009): 127-133.

Francis BA,, et al. “Novel glaucoma procedures: a report by the American Academy of Ophthalmology”. Ophthalmology 118.7 (2011):
1466-1480.

Kaplan RI,, et al. “Comparative Cost-effectiveness of the Baerveldt Implant, Trabeculectomy With Mitomycin, and Medical Treatment”.
Journal of the American Medical Association Ophthalmology 133.5 (2015): 560-567.

Volume 4 Issue 3 December 2016
© All rights reserved by Kenji Kashiwagi., et al.

Citation: Kenji Kashiwagi., et al. “Current Status of Mitomycin C-Augmented Trabeculectomy in Japan Based on Collaborative Bleb-Related
Infection Incidence and Treatment Study”. EC Ophthalmology 4.3 (2016): 553-562.


https://www.ncbi.nlm.nih.gov/pubmed/3605278
https://www.ncbi.nlm.nih.gov/pubmed/3605278
https://www.ncbi.nlm.nih.gov/pubmed/1471489
https://www.ncbi.nlm.nih.gov/pubmed/1471489
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4031201/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4031201/
https://www.ncbi.nlm.nih.gov/pubmed/11986108
https://www.ncbi.nlm.nih.gov/pubmed/11986108
https://www.ncbi.nlm.nih.gov/pubmed/8618766
https://www.ncbi.nlm.nih.gov/pubmed/8618766
https://www.ncbi.nlm.nih.gov/pubmed/10721955
https://www.ncbi.nlm.nih.gov/pubmed/22972069
https://www.ncbi.nlm.nih.gov/pubmed/21856008
https://www.ncbi.nlm.nih.gov/pubmed/21856008
https://www.ncbi.nlm.nih.gov/pubmed/24240873
https://www.ncbi.nlm.nih.gov/pubmed/24240873
http://bmcophthalmol.biomedcentral.com/articles/10.1186/1471-2415-13-1
http://bmcophthalmol.biomedcentral.com/articles/10.1186/1471-2415-13-1
https://www.ncbi.nlm.nih.gov/pubmed/20126489
https://www.ncbi.nlm.nih.gov/pubmed/20126489
https://www.ncbi.nlm.nih.gov/pubmed/21724045
https://www.ncbi.nlm.nih.gov/pubmed/21724045
https://www.ncbi.nlm.nih.gov/pubmed/25741886
https://www.ncbi.nlm.nih.gov/pubmed/25741886

	_GoBack
	_GoBack
	_GoBack
	_GoBack

