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ABSTRACT

Introduction: The purpose of this study was to
compare the surgical outcomes between ab in-
terno trabeculotomy (LOT) and iStent inject W
implantation (iStent) both combined with cat-
aract surgery, matching the background factors
including age, intraocular pressure (IOP), med-
ication score, central corneal thickness (CCT),
and axial length.
Methods: A total of 100 eyes from 75/79
patients with primary open-angle glaucoma
were included in the LOT/iStent groups. The
background factors were matched between the
two groups using the propensity score.

Results: There were no significant differences
in age, IOP, medication score, CCT, and axial
length, preoperatively. The postoperative med-
ication scores were 1.3 ± 1.2 and 1.2 ± 1.2 in
the LOT and iStent groups. The postoperative
IOPs were 12.8 ± 2.8 and 13.1 ± 2.4 mmHg in
the LOT and iStent groups, respectively. The
changes in the medication score were
- 0.64 ± 1.4 and - 0.44 ± 1.6 in the LOT and
iStent groups, respectively. The changes in the
IOP were - 2.1 ± 3.3 and - 1.5 ± 3.0 mmHg
in the LOT and iStent groups, respectively.
These values were not significantly different
between the two groups. The postoperative IOP
and changes in the IOP were significantly asso-
ciated with preoperative IOP and CCT. There
was no significant difference in the occurrence
of postoperative complications (hyphema,
11.0% and 6.0%, and transient ocular hyper-
tension, 8.0% and 5.0%, in the LOT and iStent
groups, respectively).
Conclusion: LOT and iStent have similar surgi-
cal outcomes with sufficient safety. Postopera-
tive IOP was significantly associated with
preoperative IOP and CCT in both groups.
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Key Summary Points

Why carry out this study?

It is not known whether microhook
ab interno trabeculotomy or iStent inject
is more effective.

What was learned from the study?

The changes in the medication score and
the changes in the intraocular pressure
were not significantly different between
the two groups.

There was no significant difference in the
occurrence of postoperative
complications.

Both surgeries have similar surgical
outcomes with sufficient safety.

INTRODUCTION

Glaucoma is one of the leading causes of
blindness worldwide [1]. In glaucoma, intraoc-
ular pressure (IOP) is the only modifiable
established factor to halt the progression of
glaucoma, and it should be adequately con-
trolled to avoid visual field (VF) deterioration
[2–10]. The prevalence of glaucoma also
increases with age [11, 12]. Nowadays, mini-
mally invasive glaucoma surgery (MIGS) has
greatly expanded the surgical treatment options
in glaucoma particularly combined with catar-
act surgery.

Ab interno trabeculotomy and iStent
inject W trabecular micro-bypass (iStent; Glau-
kos Corp., San Clemente, CA, USA) implanta-
tion are two representative examples of MIGS.
Both techniques facilitate aqueous outflow,
resulting in reduction in IOP; trabeculotomy
incises the trabecular meshwork, whereas iStent
is inserted into the trabecular meshwork. Both
techniques are often used in clinical settings
because of their safety and effectiveness [13–35];
however, no study has directly compared the

outcomes of the two procedures. As surgical
outcomes would be affected by the preoperative
conditions, such as and IOP and medications, it
is of critical importance that these are matched
in the compared groups. This is particularly true
in Japan because the application criteria for
iStent implantation are that the preoperative
IOP is\25 mmHg with antiglaucoma eye drops
and open angle (at least Shaffer grade III),
according to the guidelines from the Japanese
Ophthalmological Society [36]. In addition, the
surgery should be performed in combination
with cataract surgery [36]. To overcome these
possible problems, we used propensity score
analysis in the current study. The propensity
score is a conditional probability of being
exposed given a set of covariates. We can cal-
culate a propensity score for each subject in an
observational study regardless of the actual
exposure. Once we have a propensity score for
each subject, we then return to the real world of
exposed and unexposed. We can match the two
groups with the same or very similar propensity
score. Thus, the probability of belonging to one
group is the same as the probability of belong-
ing to the another. That is, the group selection
can be considered as ‘‘random’’ and a direct
comparison of the outcomes of the two proce-
dures can be made in a quasi-randomised
fashion.

In the current study, surgical outcomes were
compared between ab interno trabeculotomy
and iStent implantation both combined with
cataract surgery, matching the background fac-
tors including age, IOP, medication score, cen-
tral corneal thickness (CCT), and axial length.

METHODS

This retrospective multicenter study was
approved by the Research Ethics Committees of
Seirei Hamamatsu General Hospital (#3835).
This study was conducted in accordance with
the tenets of the Declaration of Helsinki. All
participants signed a written informed consent
form for their clinical information to be stored
in the hospital database and used for research.

2758 Ophthalmol Ther (2023) 12:2757–2768



Participants

The study initially included 130 eyes of 94
patients and 100 eyes of 79 patients with pri-
mary open-angle glaucoma (POAG) who
underwent ab interno trabeculotomy (LOT
group) and iStent implantation (iStent group)
combined with cataract surgery either at the
Department of Ophthalmology in Seirei Hama-
matsu General Hospital, Hiroshima University
Hospital, Shimane University Hospital, or
Saneikai Tsukazaki Hospital between July 2019
and March 2022. All patients were followed up
for 12 months. Propensity score matching was
performed in the two groups by applying
logistic regression analysis, and each patient
was 1:1 matched for age, IOP, medication score,
CCT, and axial length preoperatively.

The inclusion criteria for the LOT and iStent
groups were as follows: typical glaucomatous
changes in the optic nerve head (e.g., rim notch
with a rim width B 0.1 disk diameters, a vertical
cup-to-disk ratio of[0.7, or a retinal nerve fiber
layer defect); glaucomatous VF defects compat-
ible with the optic nerve head changes meeting
the Anderson–Patella criteria [37] on two con-
secutive examinations; wide open angle with
gonioscopy; and no abnormal eye-related find-
ings except for POAG and cataract on biomi-
croscopy, gonioscopy, and funduscopy. The
choice of operation method was based on the
surgeon’s preference; however, LOT was selec-
ted when the IOP was[ 25 mmHg with
antiglaucoma eye drops, following the guide-
line from the Japanese Ophthalmological Soci-
ety [36].

The exclusion criteria for the two groups
were as follows: contact lens wearers; patients
aged\20 years; eyes with a history of other
ocular diseases, such as any abnormality of the
cornea and age-related macular degeneration;
and experience of any other ocular surgery,
including corneal refractive surgery.

Surgical Technique

In all cases, phacoemulsification with intraoc-
ular lens implantation in the posterior chamber
in the bag was performed through a clear

corneal incision. After successful lens implan-
tation, for the LOT group, trabecular meshwork
was incised through (between one and three
quadrants) using small trabecular hooks, such as
Tanito ab interno microhook� (Inami & Co.,
Ltd., Tokyo, Japan). For the iStent group, two
shots of the second-generation iStent inject W�
(Glaukos Corporation, San Clemente, CA, USA)
were injected under direct visualization into
Schlemm’s canal (SC). Postoperatively, patients
could receive topical anti-inflammatory medi-
cation for up to 3 months, topical steroid med-
ication for up to 6 weeks, topical antibiotic for
up to 6 weeks, topical pilocarpine for up to
6 months, and orally administered acetazo-
lamide for up to 5 days, at the surgeons’ pref-
erence. All antiglaucoma medications
prescribed preoperatively in patients with glau-
coma could be discontinued after the surgery
but may be resumed at the discretion of the
attending physician in the postoperative follow-
up.

Clinical Data Acquisition

The baseline demographic data, such as age,
axial length, IOP, and CCT, were collected from
the medical charts. The axial length was mea-
sured preoperatively using the IOL Master ver.
5.02 (Carl Zeiss Meditec, CA, USA) or OA-2000
(Tomey, Aichi, Japan). The Goldmann appla-
nation tonometer (GAT)-IOP measurements
were performed preoperatively and at
12 months postoperatively.

Statistical Analysis

Logistic regression analysis was conducted to
calculate a propensity score for each patient to
create a 1:1 match. The treatment-related pre-
operative covariates were age, IOP, medication
score, CCT, and axial length.

The baseline numerical clinical factors and
postoperative numerical values were compared
between the LOT and iStent groups using a
linear mixed model in which the random effect
was each patient. The linear mixed model is
similar to usual linear regression, because it
analyzes the association between the predictor
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variables and a single outcome variable; how-
ever, ordinal linear regression analysis is valid
when all observations are independent of each
other, unlike in the linear mixed model. In the
current study, measured eyes were nested
within patients and hence they are dependent
on each other. The standard errors of regression
coefficients will be underestimated when this
grouping of the measurements is ignored. The
linear mixed model adjusts for this hierarchical
structure of the data (measurements are
grouped within subjects) and hence bias due to
the nested structure of data is avoided.

Subsequently, the association between post-
operative IOP and preoperative age, axial
length, IOP, CCT, and medication score was
investigated using the linear mixed model, in
each of the LOT and iStent groups. Similar
analysis was conducted between the change in
the IOP (calculated as postoperative IOP minus
preoperative IOP) and preoperative age, axial
length, IOP, CCT, and medication score.

Finally, the changes in the IOP and changes
in the medication score (calculated as postop-
erative medication score minus preoperative
medication score) were compared between LOT
and iStent, in each of the three subgroups
according to the preoperative IOP (\14, 14–18,
and[18 mmHg).

All data processing and analyses were per-
formed using the statistical programming lan-
guage R (The R Foundation for Statistical
Computing, Vienna, Austria).

RESULTS

A total of 100 eyes from 75 patients with POAG
who had undergone LOT combined with catar-
act surgery and 100 eyes from 79 patients with
POAG who had undergone iStent combined
with cataract surgery were included in the final
analysis. The baseline characteristics of each
group are shown in Table 1. The preoperative
ages were 72.8 ± 8.1 (mean ± standard devia-
tion) and 74.5 ± 8.8 years in the LOT and iStent
groups, respectively, which were not signifi-
cantly different (p = 0.98, linear mixed model).
The preoperative axial lengths were 24.8 ± 1.9
and 24.7 ± 1.7 mm in the LOT and iStent

groups, respectively, which were not signifi-
cantly different (p = 0.93). The preoperative
medication scores were 2.0 ± 1.4 and 1.6 ± 1.5
in the LOT and iStent groups, respectively,
which were not significantly different
(p = 0.093). The preoperative IOPs were
14.9 ± 3.3 and 14.6 ± 3.3 mmHg in the LOT
and iStent groups, respectively, which were not
significantly different (p = 0.42). The preopera-
tive CCTs were 525.9 ± 47.6 and
530.5 ± 41.5 lm in the LOT and iStent groups,
respectively, which were not significantly dif-
ferent (p = 0.93). The preoperative IOP was not
significantly associated with any of age, axial
length, medication score, and CCT, in both
groups (p[ 0.05, Table 2), except for age in the
iStent group (p = 0.043). Medication score and
IOP were significantly lower postoperatively
than preoperatively in both groups (p\0.001).

The comparisons of the postoperative medi-
cation score and IOP are shown in Table 3. The
postoperative medication scores were 1.3 ± 1.2
and 1.2 ± 1.2 in the LOT and iStent groups,

Table 1 Background demographics

Parameter LOT group iStent group p value

Age (years),

mean ± SD

72.8 ± 8.1 74.5 ± 8.8 0.98

Sex (male to

female ratio)

44:56 54:46 0.20

Eye (right to

left)

48:52 46:54 0.88

Axial length

(mm),

mean ± SD

24.8 ± 1.9 24.7 ± 1.7 0.93

Eye drop score,

mean ± SD

2.0 ± 1.4 1.6 ± 1.5 0.093

IOP (mmHg),

mean ± SD

14.9 ± 3.3 14.6 ± 3.3 0.42

CCT (lm),

mean ± SD

525.9 ± 47.6 530.5 ± 41.5 0.93

LOT trabeculotomy, SD standard deviation, IOP intraoc-
ular pressure, CCT central corneal thickness
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respectively, which were not significantly dif-
ferent (p = 0.90, linear mixed model). The
postoperative IOPs were 12.8 ± 2.8 and
13.1 ± 2.4 mmHg in the LOT and iStent groups,
respectively, which were not significantly dif-
ferent (p = 0.95). Similarly, as shown in Table 3,
the changes in the medication score were
- 0.64 ± 1.4 and - 0.44 ± 1.6 in the LOT and
iStent groups, respectively, which were not sig-
nificantly different (p = 0.18). The changes in
the IOP were - 0.64 ± 1.4 and - 0.44 ± 1.6
mmHg in the LOT and iStent groups, respec-
tively, which were not significantly different
(p = 0.37).

As shown in Table 4, both in the LOT and
iStent groups, the preoperative IOP (the coeffi-
cients were 0.27 and 0.30 with p = 0.0012 and
p\0.001 in the LOT and iStent groups,
respectively; linear mixed model) and CCT (the
coefficients were 0.018 and 0.017 with
p = 0.0041 and p = 0.0022 in the LOT and iStent
groups, respectively) were significantly associ-
ated with postoperative GAT-IOP. Similarly,

both in the LOT and iStent groups, the preop-
erative IOP (the coefficients were - 0.77 and
- 0.70 with p\ 0.001 and p\ 0.001 in the LOT
and iStent groups, respectively; linear mixed
model) and CCT (the coefficients were 0.019
and 0.017 with p = 0.0036 and p = 0.0023 in the
LOT and iStent groups, respectively) were sig-
nificantly associated with the change in the IOP
(Table 5).

In the LOT and iStent groups, 11 and 6 eyes
had postoperative hyphema (with niveau for-
mation), whereas 9 and 5 eyes had postopera-
tive ocular hypertension of [29 mmHg,
respectively (Table 6). No association was noted
between the occurrence of these complications
and operation method (p = 0.21 and p = 0.89,
generalized linear mixed model). All of these
conditions improved without additional surgi-
cal interventions.

As shown in Fig. 1, the changes in the IOP
were not significantly different between the
LOT and iStent groups in all three subgroups
according to the preoperative IOP (\14, 14–18,

Table 2 Association between the preoperative intraocular pressure and various variables

Parameter LOT group iStent group

Coefficient SE p value Coefficient SE p value

Age (years) - 0.072 0.060 0.23 - 0.10 0.049 0.043

Axial length (mm) - 0.45 0.24 0.067 - 0.40 0.24 0.096

Preoperative eye drop score 0.28 0.25 0.28 - 0.026 0.27 0.92

CCT (lm) 0.0093 0.0074 0.22 0.013 0.0085 0.12

LOT trabeculotomy, SE standard error, CCT central corneal thickness

Table 3 Comparisons of the medication score and intraocular pressure (postoperative value and change)

Parameter LOT group iStent group p value

Medication score, mean ± SD 1.3 ± 1.2 1.2 ± 1.2 0.90

IOP (mmHg), mean ± SD 12.8 ± 2.8 13.1 ± 2.4 0.95

Change in the medication score, mean ± SD - 0.64 ± 1.4 - 0.44 ± 1.6 0.18

Change in the IOP (mmHg), mean ± SD - 2.1 ± 3.3 - 1.5 ± 3.0 0.37

LOT trabeculotomy, SD standard deviation, IOP intraocular pressure
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and [18 mmHg) (p[ 0.05, linear mixed
model). These values were significantly smaller
than 0 in two subgroups (14–18 and
[18 mmHg) within both the LOT and iStent
groups (p\0.001). As shown in Fig. 2, the
changes in the medication score were signifi-
cantly different between the LOT and iStent
groups in the subgroup with preoperative IOP
14–18 mmHg (p = 0.045, linear mixed model)

but not in the other subgroups (preoperative
IOP,\14 or [18 mmHg) (p[ 0.05, linear
mixed model). These values were significantly
smaller than 0 in three of the five subgroups
(p\ 0.05).

DISCUSSION

In the current study, surgical outcomes were
compared between LOT and iStent both com-
bined with cataract surgery (both 100 eyes).
These eyes were matched for the background
factors, including age, IOP, medication score,
CCT, and axial length, using the propensity
score. The results showed that all postoperative
IOPs, postoperative medication scores, changes
in the IOP, and changes in the medication score
were not significantly different between the two

Table 4 Association between the postoperative intraocular pressure and various variables

Parameter LOT group iStent group

Coefficient SE p value Coefficient SE p value

Age (years) 0.0058 0.047 0.90 - 0.038 0.030 0.21

Axial length (mm) 0.17 0.19 0.38 0.19 0.15 0.19

Preoperative eye drop score - 0.16 0.20 0.42 0.076 0.16 0.63

Preoperative IOP (mmHg) 0.27 0.081 0.0012 0.30 0.065 < 0.001

CCT (lm) 0.018 0.0059 0.0041 0.017 0.0054 0.0022

Bold signifies p\ 0.05
LOT trabeculotomy, SE standard error, IOP intraocular pressure, CCT central corneal thickness

Table 5 Association between the change in the intraocular pressure and various variables

Parameter LOT group iStent group

Coefficient SE p value Coefficient SE p value

Age (years) 0.0083 0.046 0.86 - 0.038 0.030 0.21

Axial length (mm) 0.058 0.19 0.76 0.19 0.15 0.19

Preoperative eye drop score - 0.12 0.21 0.58 0.076 0.16 0.63

Preoperative IOP (mmHg) 2 0.77 0.081 < 0.001 2 0.70 0.065 < 0.001

CCT (lm) 0.019 0.0063 0.0036 0.017 0.0054 0.0022

Bold signifies p\ 0.05
LOT trabeculotomy, SE standard error, IOP intraocular pressure, CCT central corneal thickness

Table 6 Comparison of complications

Parameter LOT iStent p value

Hyphema, eyes 11 (11.0%) 6 (6.0%) 0.21

OH, eyes 9 (9.0%) 5 (5.0%) 0.89

LOT trabeculotomy, OH ocular hypertension
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groups. Both preoperative IOP and the change
in the IOP were significantly associated with
preoperative IOP and CCT in the LOT and iStent
groups. A decrease in either the IOP or medi-
cation score can be expected even with a very
low (\14 mmHg) preoperative IOP.

Most previous studies investigated the out-
come of LOT during a postoperative follow-up
period of \1 year; however, a recent study
reported a postoperative IOP at 1 year of 15–-
16 mmHg (the median medication score was 5)
[21]. The postoperative IOP values in the cur-
rent study were relatively lower (12.7 mmHg
with a medication score of 1.3) than those in
the previous study (Table 2) [21]. This may be
because of the difference in the studied samples.
For instance, there was a significant difference
in the preoperative IOP: 27–28.5 mmHg (the
median medication scores were 3.5–4) in the

previous study [21] and 14.9 or 14.6 mmHg (the
mean medication score was 2.0 or 1.6) in the
current study. In addition, only patients with
POAG were included in the current study,
whereas there was a mixture of POAG, exfolia-
tion glaucoma, steroid-induced glaucoma, and
other secondary glaucomas in the previous
study [21]. Another previous study with a lower
preoperative IOP (between 16.9 and 18.6 mmHg
with medication scores of 2.8 and 3.1) reported
a 1-year postoperative IOP between 10.9 and
13.7 mmHg (the medication scores were 0.9 and
1.4) [23, 24], which is similar to the current
result; however, it is not appropriate to directly
compare this with the result of the current
study because exfoliation glaucoma was also
included. With iStent (two iStent inject�
implantations), a similar 1-year postoperative
IOP has been reported with LOT described

Fig. 1 Comparison of the changes in the intraocular
pressure (IOP) according to the preoperative IOP. The
changes in the IOP are not significantly different between
the trabeculotomy and iStent groups in all three subgroups

according to the preoperative IOP. The gray color suggests
no significant difference from zero. The red color suggests
a significant difference from zero (p\ 0.01). N.S. not
significant
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earlier between 11.4 and 16.9 mmHg (the
medication scores were between 0.30 and 1.28)
from a preoperative IOP between 15.8 and
21.3 mmHg (the medication scores were
between 0.8 and 2.2) [26, 27, 29, 30, 33]. These
values were 13.1 mmHg (the medication score
was 1.2) postoperatively (Table 3) and
14.6 mmHg (the medication score was 1.6)
preoperatively in the iStent group, in the cur-
rent study (Table 1).

From their observations in enucleated
human eyes, Rosenquist et al. reported that
aqueous outflow resistance incrementally
decreased with increasing degree of incision:
30%, 60%, and 71% reductions in the IOP with
30�, 120�, and 360� incisions, respectively [38].
In contrast, it has remained debatable whether
IOP incrementally decreases with increasing

degree of incision. For instance, Manabe et al.
[39] examined the effect of the extent of inci-
sion (between 150� and 360�) on postoperative
IOP, and no significant association was
observed [39]. No significant difference was
observed in the IOP reduction between 180�
and 360� incisions [24] and between the 1- and
2-quadrant incisions [21]. Both iStent and LOT
are glaucoma surgeries facilitating the aqueous
outflow by decreasing the resistance of the tra-
becular meshwork; however, iStent removes
this resistance at two locations with an 80-lm-
diameter circle, whereas it is at a wider angle in
LOT. Nonetheless, in the current study, there
was no significant difference in the postopera-
tive IOP and change in the IOP between these
two groups. This may imply that the decrease in
the extent of the incision does not affect

Fig. 2 Comparison of the changes in the medication score
according to preoperative intraocular pressure (IOP). The
changes in the medication score were not significantly
different between the trabeculotomy and iStent groups in
all three subgroups according to the preoperative IOP. The

gray color suggests no significant difference from zero. The
pink color suggests a significant difference from zero
(p\ 0.05). The red color suggests a significant difference
from zero (p\ 0.01). N.S. not significant. *p\ 0.05
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postoperative IOP, even\150�. However, a
previous study has suggested that second-gen-
eration iStent inject (two stent implantations)
resulted in a lower postoperative IOP than first-
generation iStent (one stent implantation) [29].
One of the possible reasons for the contradic-
tory results may be the difference of the studied
samples; these were a mixture of POAG and
other open-angle glaucomas (35.9% or 16.3%),
and the medication score was significantly dif-
ferent between the first- and second-generation
groups.

In the current study, a higher preoperative
IOP was significantly associated with a higher
postoperative IOP, in both the LOT and iStent
groups (Tables 4 and 5). This is in agreement
with several previous studies with LOT
[22, 23, 40] and iStent [30, 33]. Of note, in the
current study, a larger reduction in the IOP was
also significantly associated with a higher post-
operative IOP, in both the LOT and iStent
groups. In brief, the current results suggest that
a larger magnitude of IOP reduction can be
expected in the eyes with a higher preoperative
IOP; however, the value of postoperative IOP
itself tends to remain at a higher level in such
eyes. The current results also suggested that a
thicker CCT was also significantly associated
with a higher postoperative IOP and larger
magnitude of IOP reduction (Tables 4 and 5).
One of the reasons for this finding would be
that the IOP tended to be overestimated in the
eyes with a thick cornea. It has been reported
that the IOP reading with the Goldmann
applanation tonometry increased approxi-
mately 0.032 or 0.012 mmHg per 1-lm increase
in the CCT [41, 42]. This would affect not only
the postoperative IOP reading but also the
change in the IOP. In contrast to the postoper-
ative IOP reading and the change in the IOP, no
significant association was observed between
the CCT and preoperative IOP (Table 2). Further
investigation may be needed to shed light on
the association between the CCT and outcome
of LOT and iStent.

In the current study, both surgical groups
had sufficient safety. The occurrences of
hyphema have been reported to be between
17% and 50% with LOT [19, 21–23] and
between 0% and 6% with iStent [27, 29, 30, 33].

In addition, a previous study has reported a
positive correlation between the extent of the
incision in SC (between 150� and 320�) and the
hyphema score [39]. Another study has reported
a significant difference between the 180� and
360� SC incisions for the frequency of postop-
erative hyphema [24]. These results could imply
a higher occurrence of hyphema in the LOT
group than in the iStent group; however, these
values were 11.0% and 6.0% in the LOT and
iStent groups, respectively, without a significant
difference (Table 6). This may be because the
occurrence of hyphema increases probably
when the incision extent is beyond 180�
[21, 23]. Another possible reason may be the
relatively low occurrence rate in the LOT group
in the current study that all LOT procedures
were performed by well-experienced surgeons,
and it was unlikely that tissues other than the
trabecular meshwork, such as collector chan-
nels, were damaged during surgery.

The current study has some limitations. First,
this was a retrospective study of patients fol-
lowed up for 12 months. Hence, those who
failed and had additional surgical interventions
were not included. Because iStent is often per-
formed in the eyes at a relatively early stage, it is
clinically rare that such an additional surgical
procedure is performed within 12 months after
iStent. The current study suggested that the
surgical outcomes are similar between LOT and
iStent in such cases. A further study should be
conducted to compare the outcomes of these
surgeries in the eyes needing more aggressive
treatments. In addition, LOT and iStent
implantation facilitate aqueous outflow by
decreasing the resistance of trabecular mesh-
work; however, it is not possible to separate the
effects of LOT and iStent implantation them-
selves from that associated with cataract surgery
because these LOT and iStent implantations
were performed in combination with cataract
surgery in the current study; indeed, solo iStent
surgery is not allowed in Japan [43]. Future
research should be conducted to compare the
effects of solo LOT and iStent surgeries prepar-
ing such cases in the future. In addition, the
status of VF damage could not be collected from
all patients preoperatively, to be compared
between the two groups.
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CONCLUSIONS

The current study compared surgical outcomes
between LOT and iStent both combined with
cataract surgery, matching the background fac-
tors including age, IOP, medication score, CCT,
and axial length, using the propensity score.
The results showed that both the postoperative
IOP and change in the IOP and change in the
medication score were not significantly differ-
ent between the two groups. Both preoperative
IOP and change in the IOP were significantly
associated with the preoperative IOP and CCT
in the LOT and iStent groups. A decrease in
either the IOP or medication score can be
expected even with a very low (\14 mmHg)
preoperative IOP.
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