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IMPORTANCE Glaucoma affects more than 75 million people worldwide. Intraocular pressure
(IOP)–lowering surgery is an important treatment for this disease. Interest in reducing
surgical morbidity has led to the introduction of minimally invasive glaucoma surgeries
(MIGS). Understanding the comparative effectiveness and safety of MIGS is necessary
for clinicians and patients.

OBJECTIVE To summarize data from randomized clinical trials of MIGS for open-angle
glaucoma, which were evaluated in a suite of Cochrane reviews.

DATA SOURCES The Cochrane Database of Systematic Reviews including studies published
before June 1, 2021.

STUDY SELECTION Reviews of randomized clinical trials comparing MIGS with cataract
extraction alone, other MIGS, traditional glaucoma surgery, laser trabeculoplasty,
or medical therapy.

DATA EXTRACTION AND SYNTHESIS Data were extracted according to Preferred Reporting
Items for Systematic Reviews and Meta-analyses guidelines by one investigator and
confirmed by a second. Methodologic rigor was assessed using the AMSTAR 2 appraisal
tool and random-effects network meta-analyses were conducted.

MAIN OUTCOMES AND MEASURES The proportion of participants who did not need to use
medication to reduce intraocular pressure (IOP) postsurgery (drop-free). Outcomes were
analyzed at short-term (<6 months), medium-term (6-18 months), and long-term
(>18 months) follow-up.

RESULTS Six eligible Cochrane reviews were identified discussing trabecular bypass with
iStent or Hydrus microstents, ab interno trabeculotomy with Trabectome, subconjunctival
and supraciliary drainage devices, and endoscopic cyclophotocoagulation. Moderate
certainty evidence indicated that adding a Hydrus safely improved the likelihood of drop-free
glaucoma control at medium-term (relative risk [RR], 1.6; 95% CI, 1.4 to 1.8) and long-term
(RR, 1.6; 95% CI, 1.4 to 1.9) follow-up and conferred 2.0-mm Hg (95% CI, −2.7 to −1.3 mm Hg)
greater IOP reduction at long-term follow-up, compared with cataract surgery alone. Adding
an iStent also safely improved drop-free disease control compared with cataract surgery
alone (RR, 1.4; 95% CI, 1.2 to 1.6), but the short-term IOP-lowering effect of the iStent was not
sustained. Addition of a CyPass microstent improved drop-free glaucoma control compared
with cataract surgery alone (RR, 1.3; 95% CI, 1.1 to 1.5) but was associated with an increased
risk of vraision loss. Network meta-analyses supported the direction and magnitude
of these results.

CONCLUSIONS AND RELEVANCE Based on data synthesized in Cochrane reviews, some MIGS
may afford patients with glaucoma greater drop-free disease control than cataract surgery
alone. Among the products currently available, randomized clinical trial data associate the
Hydrus with greater drop-free glaucoma control and IOP lowering than the iStent; however,
these effect sizes were small.
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G laucoma is a family of diseases characterized by pro-
gressive, irreversible optic neuropathy and visual field
loss.1 Recent estimates suggest that its most common

form, open-angle glaucoma (OAG), affects more than 3% of
people aged 40 years or older, and its global prevalence is
expected to exceed 111 million cases by 2040.2-4 It behooves
the international community of eyecare clinicians and vision
researchers to seek and rigorously evaluate effective, well-
tolerated treatments for this chronic condition.

The only known modifiable risk factor for OAG is intra-
ocular pressure (IOP), so IOP lowering is the mainstay of
medical and surgical glaucoma therapy.5 In the past decade,
there has been renewed interest in improving the success
and safety profile of incisional glaucoma surgery. Traditional
filtering surgeries, such as trabeculectomy and insertion of
glaucoma drainage devices, place patients at risk for
hypotony, diplopia, and infection.6 Minimally invasive glau-
coma surgery (MIGS), also known as microincisional or
microinvasive glaucoma surgery, refers to a diverse group of
relatively new procedures that lower IOP with limited or no
disruption to conjunctiva or sclera.7 Some of these proce-
dures involve implantation of devices and all are readily
combined with cataract extraction by phacoemulsification.
MIGS may lower IOP to a more modest degree than tradi-
tional filtering surgeries but pose fewer risks to patients,
so although they are not generally considered first-line
therapy, MIGS have become widely used in standard glau-
coma care.8-11 However, uncertainty persists about which
MIGS are best for which patients. With applications in early
glaucoma, MIGS are potentially relevant to an even larger
pool of patients than are other glaucoma surgeries and war-
rant careful assessment.

Cochrane Eyes and Vision formed a consortium in 2015 to
conduct a suite of Cochrane systematic reviews of random-
ized clinical trials (RCTs) (Cochrane reviews) of MIGS
procedures.12-17 Authors of these reviews harmonized their
protocols so that findings from individual reviews could be
compared and summarized in an overview. This overview
aims to highlight current evidence for MIGS interventions
and uncover areas where opportunities for important re-
search remain.

Methods
Eligibility Criteria
This study followed the Preferred Reporting Items for Sys-
tematic Reviews and Meta-analyses (PRISMA) reporting
guideline. We included Cochrane reviews of any MIGS
published in the Cochrane Database of Systematic Reviews
before June 1, 2021. Eligible reviews described patients with
OAG, ocular hypertension, or suspected glaucoma and
compared MIGS interventions with cataract extraction
alone (for those combined with cataract extraction) or
with other MIGS techniques, traditional glaucoma surgery,
laser trabeculoplasty, or medical therapy. We obtained
the list of eligible reviews from the Cochrane Eyes and Vision
editorial base.

Outcomes of the Overview
Our primary outcome was the proportion of participants who
did not require use of medication to lower IOP postsurgery
(drop-free), which has been identified as important to pa-
tients with mild to moderate glaucoma for whom most MIGS
devices are approved.15,18 Secondary outcomes included mean
change in IOP, mean change in number of IOP-lowering drops
taken per day, proportion of participants requiring additional
glaucoma procedures or experiencing intraoperative or post-
operative complications, and health-related quality-of-life
(QOL) measures. We evaluated these outcomes at times in each
of the following postoperative windows: less than 6 months
(short-term), 6 to 18 months (medium-term), 19 to 36 months
(long-term), and longer than 36 months.

Data Extraction
For each eligible review, 1 of us (A.K.B.) extracted data on re-
view characteristics, number of included trials and partici-
pants, risk of bias assessments, quantitative results, and re-
view authors’ Grading of Recommendations, Assessment,
Development and Evaluations (GRADE). GRADE assess-
ments incorporate risk of bias, directness of evidence, consis-
tency and precision of results, and possibility of publication
bias to evaluate the certainty of the evidence.19 A second one
of us (J.T.L. or T.L.) confirmed the accuracy and complete-
ness of the extracted data. We relied on data presented in the
published reviews. We used a classification system devel-
oped using the Delphi consensus method to categorize surgi-
cal complications: complications graded 7 and above on a scale
from 0 (no harm) to 10 (worst possible surgical outcome) were
considered severe.20 Two of us (J.T.L. and T.L.) worked inde-
pendently to assess the methodologic rigor of the included re-
views using the AMSTAR 2, a 16-question critical appraisal tool
for systematic reviews that include studies of health care
interventions.21

Data Synthesis
We summarize quantitative results and provide a narrative
description of all relevant comparisons grouped by type of

Key Points
Question What is the comparative effectiveness and safety
of minimally invasive glaucoma surgeries?

Findings This meta-analysis examined 6 Cochrane systematic
reviews of randomized clinical trials that described 6- to
60-month outcomes of minimally invasive glaucoma surgeries.
Compared with cataract surgery alone, addition of a trabecular
bypass stent (Hydrus microstent or iStent) safely improved
glaucoma control without use of medication and the Hydrus
also conferred approximately 2.0-mm Hg intraocular pressure
lowering; available data were insufficient to compare other
minimally invasive glaucoma surgeries techniques.

Meaning Among currently available minimally invasive glaucoma
surgeries for which randomized clinical trial data have been
published, Hydrus was associated with greater glaucoma control
without medication and lowering of intraocular pressure than
iStent, although effect sizes were small.
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MIGS procedure. If data were meta-analyzed, we report sum-
mary estimates, 95% CIs, and measures of statistical hetero-
geneity; if data were not meta-analyzed, we report trial-level
estimates.

We conducted random-effects network meta-analyses
(NMAs) for outcomes examined by 2 or more comparisons
across the included reviews (proportion of participants drop-
free, mean change in unmedicated IOP, and mean change in
number of IOP-lowering drops) at the longest follow-up ana-
lyzed. Use of NMA enables simultaneous comparisons of mul-
tiple interventions. We assumed a common network-specific
heterogeneity parameter for each outcome and equal effects
of cataract extraction by phacoemulsification when com-
bined with any MIGS. We present summary estimates with their
95% CIs and 95% prediction intervals (PIs) in interval plots.
For each outcome, we also estimated the mean rank for
each intervention. Statistical significance was set at 2-sided
P < .05. We used Stata, version 15 (StataCorp LLC) and the net-
work graphs package of Stata.

Results
Review Assessment
We included 6 Cochrane reviews published between Decem-
ber 1, 2018, and February 28, 2021, that draw together evi-
dence from RCTs on most MIGS interventions currently avail-
able for patients with OAG. eTable 1 in the Supplement provides
summary characteristics of the reviews. Most RCTs included
in these reviews reported outcomes according to US Food and
Drug Administration guidelines, recording change in IOP from
baseline and describing washout of IOP-lowering medica-
tions before baseline and postoperative IOP measurements. In
2 cases—subconjunctival devices and endoscopic cyclopho-
tocoagulation—the Cochrane authors found no RCTs to in-
clude in the review.12,15 Randomized clinical trials included in
the other 4 Cochrane reviews evaluated our prespecified pri-
mary outcome—the proportion of participants who were drop-
free—as well as 4 of 5 prespecified secondary outcomes for at
least 1 comparison. No trials included in the Cochrane re-
views reported any health-related QOL measures. We sum-
marized quantitative results in eTable 2 in the Supplement.
All 6 included Cochrane reviews received a rating of high
overall confidence in their results on AMSTAR-2 assessment,
with 0 weaknesses found (eTable 3 in the Supplement).

Primary Outcome
Compared with cataract extraction alone in direct compari-
sons made in RCTs, addition of trabecular bypass with either
Hydrus or iStent increased the likelihood of study partici-
pants remaining drop-free at medium-term follow-up (Hy-
drus, 804 of 1000 vs 502 of 1000: relative risk [RR], 1.6;
95% CI, 1.4-1.8; iStent, 804 of 1000 vs 583 of 1000: RR, 1.4;
95% CI, 1.2-1.6). Each estimate was based on 2 trials,
although the certainty of the evidence was moderate for the
Hydrus comparison and very low for the iStent comparison.
For participants receiving a Hydrus, this effect was sustained
at long-term follow-up (2 years) (RR, 1.6; 95% CI, 1.4-1.9);
long-term follow-up data were not available for other tech-
niques. There was moderate certainty evidence that addition
of a CyPass to cataract surgery also increased the likelihood
of remaining drop-free at medium-term follow-up (RR, 1.3;
95% CI, 1.1-1.5); the estimate was based on 1 trial (Figure 1).

In RCTs directly comparing Hydrus and iStent implanted
without cataract extraction, study participants who received
a Hydrus were more likely to be drop-free at medium-term
follow-up than those who received an iStent (Hydrus, 466 of
1000 vs iStent, 240 of 1000: RR, 1.9; 95% CI, 1.2-3.1). In com-
parisons of 1 vs multiple stand-alone iStents, additional de-
vices did not increase the proportion of participants who re-
mained drop-free. Ab interno trabeculotomy with Trabectome
combined with cataract extraction did not result in a greater
proportion of drop-free participants than combined trabecu-
lectomy and cataract extraction at medium-term follow-up.

Indirect comparisons were made through common com-
parators using NMA. Our NMA indicated that drop-free dis-
ease control was less likely for patients after iStent than Hy-
drus (RR, 0.8; 95% CI, 0.6-0.9; 95% PI, 0.6-1.1; mean rank: 2.5
vs 1.0). Indirect comparison with CyPass via NMA suggested
that CyPass was as likely as iStent to render patients drop-
free (RR, 1.0; 95% CI, 0.8-1.3; 95% PI, 0.7-1.4; mean rank: 2.5
for both) (Table and Figure 2A).

Secondary Outcomes
Compared with cataract extraction alone, moderate cer-
tainty evidence showed adding Hydrus lowered IOP by an ad-
ditional 2.0 mm Hg at long-term follow-up (95% CI, −2.7 to −1.3
mm Hg; estimate based on 2 trials). Very low-certainty evi-
dence suggested that adding iStent to cataract extraction low-
ered IOP an additional 5.0 mm Hg (95% CI, −7.5 to −2.5 mm
Hg; estimate based on 3 trials) at short-term follow-up, but this

Figure 1. Network Meta-analyses of Primary and Select Secondary Outcomes

Proportion of participants drop-freeA Mean change in unmedicated IOPB Mean change in number of
IOP-lowering drops per day

C

Cypass + cataract surgery Cypass + cataract surgery
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Network plots for (A) proportion of
participants drop-free, (B) mean
change in unmedicated intraocular
pressure (IOP) after washout,
and (C) mean change in number of
IOP-lower drops per day. Hydrus vs
iStent comparisons include data from
1 trial (148 participants) that did not
involve cataract extraction, assuming
an equivalent effect of concurrent
cataract extraction on both minimally
invasive glaucoma surgery
procedures.
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outcome was not statistically significant at medium-term
follow-up. The addition of a CyPass to cataract surgery con-
ferred an additional 2.3-mm Hg IOP lowering at medium-
term follow-up (95% CI, −3.0 to −1.6 mm Hg; estimate based
on 1 trial), and the certainty of this evidence was high. Use of
NMA suggested similar IOP lowering with CyPass and Hydrus
(Figure 2B). In direct comparison of Hydrus and iStent with-
out cataract extraction, moderate-certainty evidence showed
Hydrus lowered IOP by 3.1 mm Hg (95% CI, 2.0 to 4.2 mm Hg;
estimate based on 1 trial) more than iStent alone. In addition,
NMA evidence suggested a statistically significant but more
attenuated effect (1.9 mm Hg; 95% CI, 0.3 to 3.6 mm Hg;
95% PI, −1.9 to 5.8) (Figure 2B). Neither the iStents nor the
iStent inject lowered IOP more than medical therapy at
medium-term follow-up, and although 2 or 3 iStents showed
an IOP-lowering benefit over 1 iStent at medium-term follow-
up, no statistically significant difference was found at either
short-term or long-term follow-up. Compared with ab in-
terno trabeculotomy with Trabectome and cataract extrac-
tion, there might be greater IOP lowering after trabeculec-
tomy plus cataract surgery, but this finding was not statistically
significant.

Not all reviews contained sufficient data to describe
changes in the numbers of IOP-lowering drops required per day,
and the certainty of the evidence was low or very low in all
cases. Compared with cataract extraction alone, a combina-
tion of Hydrus and cataract extraction reduced daily drops re-
quired by participants at long-term follow-up by 0.41 (95% CI,
−0.6 to −0.3; estimate based on 2 trials) and a combination of
iStent and cataract extraction reduced daily drops by 0.42
(range −0.6 to −0.2; estimate based on 3 trials) at medium-
term follow-up. Comparing Hydrus and iStent implanted with-
out cataract extraction, Hydrus reduced participants’ daily
medication requirement by an additional 0.6 drops (95% CI,
−1.0 to −0.2 drops; estimate based on 1 trial) at medium-term
follow-up. Evidence from the NMA showed a similar effect (0.2
drops; 95% CI, −0.1 to 0.6 drops; 95% PI, −0.5 to 0.9 drops)
(Figure 2). Sandhu et al17 reported a change of −1.2 drops after
combined cataract extraction with CyPass vs −0.7 drops after
cataract extraction alone, but this effect was not statistically
analyzed. No significant difference was seen in mean change
in IOP-lowering drops when ab interno trabeculotomy with
Trabectome plus cataract extraction was compared with tra-
beculectomy plus cataract extraction.

Further Procedures and Adverse Outcomes
In most reviews, the number of study participants requiring
additional glaucoma procedures was too small in all groups to
analyze the relative effect of the MIGS interventions on this
outcome. Complications were categorized as mild to moder-

ate or severe for purposes of this overview (eTable 2 in the
Supplement). The most prevalent severe complication re-
ported was loss of 2 or more lines of vision. Comparing cata-
ract extraction alone with cataract surgery combined with
Hydrus implantation, available low-certainty evidence did not
indicate a definite safety difference. High-certainty evidence
demonstrated that addition of CyPass to cataract surgery in-
creased the incidence of more than 2 lines of vision loss both
at medium-term (11 of 1000 vs 0 of 1000) and long-term
(112 of 1000 vs 60 of 1000; estimate based on 1 trial) follow-
up, although relative effects were not analyzed. Mild or mod-
erate complications were common in patients undergoing ab
interno trabeculotomy with Trabectome (8 of 10) or trabecu-
lectomy (8 of 9) with cataract extraction. The severe compli-
cation of hypotony maculopathy was seen in 2 trabeculec-
tomy cases at short-term follow-up, but not at medium-term
follow-up. The certainty of this evidence was very low.

Discussion
The suite of Cochrane reviews describing MIGS not only sum-
marizes current evidence of clinically meaningful differ-
ences between them, but also reveals opportunities for fu-
ture research. Among the devices reviewed, adding the iStent,
Hydrus, or CyPass to cataract extraction may increase the like-
lihood of patients remaining drop-free at 6- to 18-month follow-
up. For the Hydrus, moderate certainty evidence suggests that
drop-free status is sustained at 24 months. Because accept-
ability to patients is a valuable characteristic of MIGS, selec-
tion of a patient-centered primary outcome for these harmo-
nized reviews was appropriate.22 With that said, these results
should be understood in the context of the small absolute re-
duction in the number of IOP-lowering drops reported by each
of the reviews: approximately half of 1 drop per day on aver-
age for each of the iStent (0.42), Hydrus (0.41), and CyPass (0.5).

For safe IOP control, the Hydrus outperformed the iStent
and CyPass. Both Hydrus and CyPass, when combined with
cataract surgery, conferred a modest but statistically signifi-
cant mean reduction in IOP over cataract extraction alone (2.0-
2.3 mm Hg); the evidence for these findings was of moderate
to high certainty and NMA did not strongly favor one device
over the other. The IOP-lowering effect of iStent, on the other
hand, was no longer statistically significant at medium-term
follow-up. However, neither Hydrus nor iStent increased the
risk of severe postoperative complications, but high-
certainty evidence from both COMPASS XT23 and the US Food
and Drug Administration–mandated safety study2 4

(NCT03273907) demonstrated that adding CyPass to cataract
surgery increased the incidence of 2 or more lines of vision loss

Table. Network Meta-analyses Mean Ranks

Outcome

Intervention

Cataract surgery CyPass Hydrus iStent
Proportion of participants no longer requiring medication 4.0 2.5 1.0 2.5

Mean change in unmedicated IOP (after washout) 3.8 1.7 1.4 3.1

Mean change in No. of IOP-lowering drops per day 3.0 NA 1.1 1.9 Abbreviations: IOP, intraocular
pressure; NA, not available.
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both at medium- and long-term follow-up in a setting of en-
dothelial cell density reduction greater than 30% over 5 years
in 27.2% of the participants. Other glaucoma surgeries, nota-
bly implantation of glaucoma drainage devices, have been
associated with loss of endothelial cells at rates exceeding
9% annually.25,26 However, given the emphasis placed
on safety as a hallmark of MIGS, this concerning finding led
its manufacturer to voluntarily withdraw the CyPass from the
global market. With regard to other highly important out-
comes (ie, health-related QOL and disease progression mea-
sured with visual field testing), there was no comparative
evidence available.27

In assembling this overview, we have uncovered several
knowledge gaps in the evidence base for MIGS. To our knowl-
edge, the published ophthalmic literature does not contain
RCTs comparing either endoscopic cyclophotocoagulation or
subconjunctival-draining MIGS devices with other treat-
ments for glaucoma. One ongoing study (NCT01881425) com-
pares PreserFlo to trabeculectomy in persons with OAG; once
published, its results are well-positioned to inform glaucoma
surgical management.12 A third MIGS approach with limited
RCT evidence is ab interno trabeculotomy with Trabectome.
The European Glaucoma Society argues that there is insuffi-
cient evidence to compare any MIGS with another MIGS or with
trabeculectomy, and the American Academy of Ophthalmolo-
gy’s Preferred Practice Pattern identifies several MIGS tech-
niques not described herein for which evidence is scarce:

Kahook Dual Blade (New World Medical), Goniotome (Neo-
Medix Corp), gonioscopy-assisted transluminal trabecu-
lotomy, and ab interno canaloplasty.28,29 As existing and
emerging MIGS techniques become established for appropri-
ate indications in glaucoma surgical practice, clinicians
need evidence from well-designed studies that explore all rel-
evant comparisons.

The path for investigators working to meet this need is
clear. The US Food and Drug Administration outlines recom-
mended premarket evaluation for MIGS devices, including
RCTs reporting effectiveness, health-related QOL, and safety
outcomes at 12 to 24 months.30 The IDEAL framework for es-
tablishing an evidence base outlines 5 stages of surgical inno-
vation (idea, development, exploration, assessment, and long-
term study) that reflect refinement of the equipment and
procedure and uptake in the medical community.31 Subcon-
junctival MIGS devices, for instance, have reached the assess-
ment stage of the IDEAL framework, with stable implanta-
tion procedures and widespread use; at this stage, an RCT is
the optimal tool for proving their value.30,32 This overview is
timely in light of recent updates to the European Glaucoma
Society33 and American Academy of Ophthalmology34 clini-
cal practice guidelines for glaucoma management, which dis-
cuss MIGS. Moreover, ClinicalTrials.gov reports 2 dozen reg-
istered MIGS RCTs planned or recruiting, each representing
an opportunity to build the evidence base for MIGS by report-
ing long-term effectiveness, safety, and health-related QOL

Figure 2. Network Meta-analyses of Primary and Select Secondary Outcomes
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Interval plots for (A) proportion of
participants drop-free; (B) mean
change in unmedicated intraocular
pressure (IOP) after washout;
(C) mean change in number of
IOP-lowering drops per day.
Hydrus vs iStent comparisons include
data from 1 trial (148 participants)
that did not involve cataract
extraction, assuming equivalent
outcome of concurrent cataract
extraction with both minimally
invasive glaucoma surgery
procedures. PI indicates
prediction interval.

Minimally Invasive Glaucoma Surgical Techniques for Open-Angle Glaucoma Original Investigation Research

jamaophthalmology.com (Reprinted) JAMA Ophthalmology September 2021 Volume 139, Number 9 987

© 2021 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ on 08/26/2022

http://www.jamaophthalmology.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamaophthalmol.2021.2351


outcomes.30,35 Ideally, effectiveness will be assessed using
objective measures of glaucoma progression, such as visual
field, that are absent from most MIGS trials (reported as a
secondary outcome in only 1 of the RCTs presented herein).23

In addition, future studies should consider cost-effectiveness,
because use of MIGS will reflect their financial implications for
both individuals and health care systems.36 The harmonized
outcomes of the Cochrane reviews described might provide
a model for future ophthalmic trial design and, ultimately,
guide policy based on efficacy.

Strengths and Limitations
A strength of this study is the comprehensiveness of the evi-
dence described. A database maintained by the Cochrane Eyes
and Vision group contains 46 non-Cochrane systematic re-
views addressing glaucoma surgery, of which 14 pertain to
MIGS (eTable 4 in the Supplement).37 Most of these reviews
were methodologically flawed and, in 2 reviews, inclusion of
observational studies artificially amplified MIGS effects.38 Even
so, the main conclusions of these reviews regarding direction
and magnitude of MIGS effect were generally in concordance
with the Cochrane reviews.

One limitation of this overview flows from the challenge
of extracting patient-important outcomes from the published

literature on MIGS. Our primary outcome—drop-free disease
control—was chosen to reflect a stated patient priority.22 How-
ever, detailed discussion with patients with OAG reveals that
even those with mild and moderate glaucoma, for whom dis-
ease symptoms are minimal, value reduced medication bur-
den but prioritize maintenance of function and health-
related QOL more.18,39-42 None of the reviews in this overview
described data gathered using a health-related QOL instru-
ment. For a field such as MIGS, which stands to alter standard
care in an effort to improve the lives of patients with glau-
coma, consideration of health-related QOL measures is needed.

Conclusions
Among currently available MIGS for which reliable RCT data
have been published, Hydrus was associated with greater drop-
free glaucoma control and IOP-lowering than iStent, al-
though effect sizes were small. There are important gaps in
the evidence base for MIGS, most notably for subconjuncti-
val devices. Vision researchers and device manufacturers might
aid in bridging these gaps with well-designed RCTs reporting
effectiveness, safety, and health-related QOL outcomes at
24 months and beyond.
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