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Article
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Purpose: This study investigated the initial feasibility of using femtosecond laser
trabeculotomy (FLT) to create open channels through the trabecular meshwork into
Schlemm’s canal to lower intraocular pressure (IOP) in a perfused anterior segment
model.

Methods: Human anterior segments (12 eyes) were assigned to either treatment (n =
6) or sham treatment (n = 6) groups. Both groups were perfused until a baseline IOP
was recorded uponwhich a direct FLT treatment or a sham treatment was administered.
IOP was recorded before and after the treatment. Spectral domain optical coherence
tomography and second harmonic generation imaging we used to investigate the FLT
channels.

Results: In the FLT group, there was a significant mean decrease in the IOP of 22%
compared with the pre-FLT IOP (7.13 ± 2.95 mm Hg to 5.34 ± 1.62 mm Hg; P < 0.05).
In the control group, the post-sham IOP remained relatively unchanged compared with
the pre-sham IOP (6.39 ± 3.69 mm Hg to 6.67 ± 4.12 mm Hg).

Conclusions: The results of this study indicate that FLT treatment can significantly
decrease the IOP in a perfusion model and may provide a potential noninvasive treat-
ment option for primary open angle glaucoma.

Translational Relevance: Investigating the use of femtosecond lasers for photodis-
rupting the trabecular meshwork can lead to a clinically relevant alternative to current
glaucoma procedures.

Introduction

Glaucoma is the leading cause of irreversible blind-
ness worldwide, affecting approximately 64.3 million
people in 2013. Estimates project that the incidences
of glaucoma will increase from 76.0 million in 2020 to
111.8 million people in 2040.1 Patients with primary
open angle glaucoma present with elevated intraoc-
ular pressure (IOP), which is believed to be caused
by an increased resistance to the normal outflow of
aqueous humor from the eye.2 Themajority of aqueous

humor outflow from the eye occurs through the tradi-
tional drainage pathway, which consists of special-
ized structures in the iridocorneal angle of the eye,
or the junction of the cornea and iris. The structures
consist primarily of the trabecular meshwork, juxta-
canalicular tissue, and Schlemm’s canal. Schlemm’s
canal is a vessel-like structure that runs circumferen-
tially around the iridocorneal angle and drains aqueous
humor into the episcleral venous system via collec-
tor channels.3 The major sources of proximal outflow
resistance that increase the IOP are thought to be the
juxtacanalicular tissue and the inner wall of Schlemm’s
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canal.3–7 An elevated IOP eventually leads to an
acquired optic neuropathy in which the neuroretinal
rim is thinned owing to the loss of retinal ganglion
cells. When the loss of optic nerve tissue is signifi-
cant, patients develop optic nerve–related visual field
loss.

The management of glaucoma typically requires
lifelong medication,8,9 often in conjunction with
surgical interventions including laser treatment10–13
or, more recently, minimally invasive glaucoma
surgeries (MIGS).14–20 The common goal among
the various therapies is to lower IOP to prevent loss
of visual field from excessive pressure on the optic
nerve. Although some MIGS procedures target the
suprachoroidal space, most target the trabecular
meshwork, juxtacanalicular tissue, and inner wall of
Schlemm’s canal to bypass the significant aqueous
humor outflow resistance found in those tissues.
Among the treatments targeting the aqueous humor
outflow resistance in the juxtacanalicular region are
the iStent (Glaukos, CA),15,16 Hydrus microstent
(Ivantis, Irvine CA),14 and excimer laser trabecu-
lostomy.13 These three procedures create a direct
conduit between the anterior chamber and Schlemm’s
canal, although all three require penetration into
the anterior chamber with surgical tools through a
corneal incision. Additionally, selective laser trabecu-
loplasty is a widely used, noninvasive laser procedure
that targets the pigmented cells of the trabecular
meshwork while causing minimal collateral damage
to the meshwork itself. No direct connection between
the anterior chamber and Schlemm’s canal is created,
although outflow through the trabecular meshwork is
thought to be increased via biological changes in the
tissue.11,21

Despite the emergence of MIGS and various
minimally invasive laser therapies such as selective laser
trabeculoplasty, there is still an unmet medical need for
a noninvasive method that avoids penetrating corneal
incisions while causing minimal collateral damage to
create channels connecting the anterior chamber to
Schlemm’s canal. To this end, this study aimed to
investigate the feasibility of using a femtosecond laser
trabeculotomy (FLT) to create clear drainage channels
through the trabecular meshwork and into Schlemm’s
canal to lower the IOP. Femtosecond lasers for
ophthalmic surgery have been commercially available
since 2000, and their safety profile, lack of collateral
damage to surrounding ocular tissue, and noninvasive
capabilities are well-documented.22–25 In this proof-of-
concept study, we report on the efficacy of using FTL
to lower the IOP in a perfused human cadaver tissue
model.

Methods

Laser System

A commercially available OneFive Origami XP
laser (NKT Photonics, Birkerød, Denmark) generat-
ing amplified femtosecond laser pulses at a 1030-nm
wavelength was used in the experiments. The laser
beam was directed through a pair of x–y scanning
galvo mirrors into an objective lens focusing the laser
beam to a spot size of approximately 5 mm. The objec-
tive lens was mounted to a z-axis controller located
above a sample holder. Custom LabView software
was written to control the galvo mirrors and z-motor
so that the laser focus could be scanned in a three-
dimensional rectangular raster pattern. A red HeNe
laser was coaligned with the femtosecond laser to assist
in aiming the femtosecond beam onto the trabecu-
lar meshwork. An operating microscope eyepiece was
mounted above the objective to give a direct view of the
aiming beam and trabecular meshwork.

Cadaver Tissue, Perfusion, and IOP
Measurements

Twelve dissected corneoscleral shells with no history
of glaucoma, ocular hypertension, or trabecular
meshwork procedures were received within 24 hours of
death from the San Diego Eye Bank and preserved in
Optisol GS corneal transplant media (Chiron Intraop-
tics, Irvine, CA). Six eyes received FLT (FLT group)
and six eyes received a sham treatment (control group).
This study was performed in compliance with the
principles of the Declaration of Helsinki.

The constant flow, variable pressure anterior
segment perfusion model used in this study is based
on established methods frequently described in the
literature.26–28 This method has also been used to
evaluated MIGS implants (iStent) in the trabecular
meshwork.29 IOP (mm Hg), as opposed to outflow
facility (μL/min/mm Hg), was measured because of
the clinical relevance of IOP in glaucoma manage-
ment. The sample tissues were mounted to a custom
anterior segment perfusion device before being placed
into a tissue culture incubator at 37 °C, 5% CO2 and
95% humidity (SheldonManufacturing Inc, Cornelius,
OR). The inlet of the anterior segment perfusion device
was connected to a syringe pump (PHD 2000, Harvard
Apparatus, Inc., Holliston, MA) which provided an
inflow of cell perfusion media (Dulbecco’s modified
eagle media supplemented with 100 U/mL penicillin,
100 μg/mL streptomycin, 5 μg/mL amphotericin B)
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Figure 1. Perfusion system. The anterior segments were perfused
with a syringe pump in an incubator at a 2.5 μL/min flowrate. The
pressure was monitored by pressure transducers and recorded by
computer.

at a constant, physiological rate of 2.5 mL/min. The
outlet of the anterior segment perfusion device was
connected to a computer-controlled pressure gauge
that recorded the pressure within the eye at 1-minute
intervals. Figure 1 shows the schematics of the perfu-
sion system.

The eye was perfused for at least 12 hours
before treatment; steady-state IOP (baseline) was
maintained for 4 hours before the FLT surgery
or sham treatment was performed. Likewise, the
eye was perfused for at least 12 hours after treat-
ment, after which a steady-state IOP (final IOP) was
maintained for 4 hours before the experiment was
terminated.

FLT and Sham Treatments

Once an anterior segment reached the steady-state
(baseline) IOP, the tissue was removed from the incuba-
tor and unmounted from the perfusion device. The
tissue was then secured in a custom cuvette so that the
corneal endothelium and trabecular meshwork were
directed upward along the axis of the laser beam. The
sample was oriented so that the incoming femtosec-
ond laser beam was nearly orthogonal to the trabec-
ular meshwork. The tissue was submerged in perfu-
sion media and the top of the cuvette was covered
with a microscope slide so that no air gap remained
between the media and microscope slide. Laser scan
parameters were a 15 μJ pulse energies, a 1 kHz repeti-
tion rate, and 5 × 5 × 5 μm spot, line, and layer
separations. The surface of the trabecular meshwork
was located using the red HeNe aiming laser. The
raster scan was then programmed so that the scan
began 200 microns beneath the surface of the trabecu-
lar meshwork and advanced outward toward the media
filled cuvette. Given the angle of incidence and the
reported average thickness of the trabecular meshwork
(174.16 ± 28.14 μm),30 a standard 200 μm depth was
chosen to ensure the scan penetrated through the inner

Figure2. (A)General orientationof the tissue sample in the cuvette
relative to the laser. (B) Rectangular raster laser scanningpattern. The
pattern traverses the full depth of the trabecular meshwork (TM),
thus connecting the artificial anterior chamber to the Schlemm’s
canal (SC).

wall of Schlemm’s canal. The pattern was scanned
outward past the surface of the trabecular meshwork
to ensure the ablation of the entire tissue region of
interest and the creation of a contiguous channel from
the anterior chamber into Schlemm’s canal. During
the FLT treatment, three channels were created in the
trabecular meshwork measuring 1000 mm wide × 250
mm high, and through the full depth of the trabecular
meshwork. Figure 2 illustrates the general orientation
of the tissue and the laser pattern location in relation
to Schlemm’s canal while also showing the pattern
traversing the full depth of the trabecular meshwork.
The three FLT channels were separated by at least 1
mm. The tissue samples were outside of the incuba-
tor for about 20 minutes for a typical FLT treatment
cycle. The control eyes underwent a sham treatment in
which they were handled identically to the FLT eyes
with the exception that the femtosecond laser was not
applied.

Imaging

A custom-built spectral domain optical coherence
tomography (OCT) was used to verify the patency
of the channels. The spectral domain OCT had a
central wavelength of 850 nm and theoretical axial and
lateral resolutions of 2.7 μm and 8.2 μm in air, respec-
tively. Second harmonic generation (SHG) imaging
and autofluorescence imaging were also used to further
investigate the appearance of the FLT channel. A
commercially available multiphoton microscope (Leica
SP8 Falcon, Wetzlar, Germany) was used to perform
the nonlinear optical imaging. The wavelength of the
femtosecond excitation laser was set to 820 nm and the
collection band for SHG and autofluorescence were set
to 390 to 420 nm and 450 to 550 nm, respectively.
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Statistics

Paired t-tests were performed to determine whether
significant differences existed between pretreatment
and post-treatment perfusion pressures in each study
arm (FLT and sham) and an unpaired t-test was used
to determine if a difference existed between the baseline
perfusion pressures in both arms (FLT vs. sham).

Figure 3. There was an average reduction in IOP of 22% in the FLT-
treated eyes compared with baseline (n = 6). There was no signif-
icant change in IOP before and after the sham procedure in the
control group (n = 6).

Results

Overall, the perfusion pressure was decreased in the
perfused anterior segments that underwent FLT with a
mean decrease in the perfusion pressure of 22% from
baseline. In the FLT group, the mean pre-FLT perfu-
sion pressure was 7.13 ± 2.95 mm Hg and the post-
FLT pressure was significantly reduced to 5.34 ± 1.62
mm Hg (P < 0.05). In the control group, the presham
pressure was 6.39 ± 3.69 mm Hg, and the postsham
pressure remained statistically unchanged at 6.67 ±
4.12 mm Hg (P = 0.28). These results are summa-
rized in Figure 3. There was no statistically significant
difference between the pre-FLT perfusion pressure and
the presham perfusion pressure (P = 0.73). The data
for all eyes are presented in Table. A sample graph
showing the pressure over time in a perfused anterior
segment treated with FLT is presented in Figure 4; the
hashmarks represent 4 hours of elapsed time during
which the pressure of the perfused anterior segment
was stabilizing.

Figure 5 shows a representative image of the three
FLT channels and where they are located relative to the
cornea, sclera, and trabecular meshwork. The darkest
band of trabecular meshwork just above the scleral

Table. IOP Values Before and After and Percent Change in IOP for the FLT Treatment Group and the Sham Control
Groups

IOP Data

FLT # Pre-FLT IOP (mm Hg) Post-FLT (mm Hg) Percent of IOP Change

1 6.20 ± 0.20 5.08 ± 0.42 18.06
2 8.33 ± 0.12 5.39 ± 0.10 35.29
3 7.04 ± 0.43 5.31 ± 0.16 24.57
4 3.57 ± 0.18 3.13 ± 0.90 12.32
5 4.88 ± 0.20 4.60 ± 0.29 5.74
6 12.80 ± 0.74 8.53 ± 1.10 33.36
Mean 7.13 5.34 21.55
Standard deviation 2.95 1.62 10.68
Standard deviation 0.0364

Sham # Pre-Sham (mm Hg) Post-Sham (mm Hg) Percent of IOP Change

1 2.81 ± 0.08 2.79 ± 0.24 0.71
2 2.34 ± 0.45 2.07 ± 0.06 11.54
3 5.94 ± 0.31 5.67 ± 0.27 4.55
4 4.61 ± 0.34 5. 02 ± 0.33 −8.89
5 11.90 ± 0.20 12.55 ± 0.51 −5.46
6 10.71 ± 0.64 11.92 ± 0.36 −11.30
Mean 6.39 6.67 −1.48
Standard deviation 3.69 4.12 7.94
P value 0.2866
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Figure 4. Pressure data from FLT eye #2 is presented. The gray
hashmarks indicate four hours of lapsed time (not shown). The time
between treatment and reperfusion was roughly 20 minutes.

Figure 5. A dissecting microscope image of three FLT channels in
a human eye. The corneoscleral shell was positioned so that the
endothelium faced upward; the tissue was imaged from above. The
three channelswere 1000μmwideby 250μmhigh, and spanned the
full depth of the trabecular meshwork (TM).

spur was targeted during the FLT. OCT and SHG
were used to determine if the channels had penetrated
the Schlemm’s canal through the trabecular meshwork
and to give finer detail regarding the appearance of
the channels. Figure 6 displays en face OCT images
of the channels and the in-tact tissues adjacent to
the channels. Figures 6A, B, G, and H show intact
trabecular meshwork and Schlemm’s canal tissues on
either side of the FLT channel, whereas Figures 6C
to F show the FLT channel. The eight images
were taken at 250-μm increments and clearly demon-
strate that the FLT channel penetrated the Schlemm’s
canal. Figure 7 shows SHG/autofluorescence images
of an FLT channel (Figs. 7B and D) as well as intact
tissues adjacent to the FLT channel (Figs. 7A and C).
The images clearly show the channels fully penetrating
the Schlemm’s canal through the trabecular meshwork.

Figure 6. (A–H) The en face OCT images of 2 mm of corneoscle-
ral/trabecular tissue along the circumferential axis of the eye. The
distance between each panel is 250 μm. Sclera (s) is on the left;
cornea (c) is on the right. The endothelium (e), Shwalbe’s line (sl),
and iris root (ir) are also visible. (A, B) Normal tissue with trabecular
meshwork (tm) and Schlemm’s canal (sc) intact. (C–F) The femtosec-
ond laser drainage channel (fsc) penetrating the SC through the TM.
(G–H) Regular tissue adjacent to the femtosecond surgical channel.

Figure 7. Magenta represents the SHG signal which primarily
shows the collagen structure of the cornea and sclera. Green repre-
sents the autofluorescence signal that primarily shows the TM and
iris structures. A The intact trabecular meshwork (tm), Schlemm’s
canal (sc), iris root (ir), Schwalbe’s line (sl), corneal endothelium (e),
sclera (s), and cornea (c) are visible. (B) Sn FLT channel approximately
1 mm away from the intact TM region in (A). A collector channel is
visible within the FLT region. (C, D) Higher resolution images taken
from the trabecular regions in (A) and (B), respectively.
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Discussion

The purpose of this study was to determine if
FLT channels through the trabecular meshwork would
significantly decrease the anterior chamber perfusion
pressure in an anterior segment perfusion model.
Overall, the data support the statement that the
femtosecond laser-created channels through the trabec-
ular meshwork resulted in a significant decrease in the
perfusion pressure. Anterior segment perfusion is a
generally accepted technique that has been used for
decades in the study of the aqueous humor outflow
pathway.26–28,31,32 It is important to recognize that
the baseline IOP values reported in this study were
generally lower than the average physiological IOP of
15 mmHg.33 This is due in part to the lack of episcleral
venous back pressure in the perfusion model which, in
the living eye, is 7 to 11 mm Hg.34–36 Given the range
of episcleral venous pressure, the reported IOP values
are well within the realm of reason. Furthermore, the
pressure values reported in this study can be converted
to outflow facility for comparison with values in the
literature via the standard Goldmann equation, P0 =
(F/C) + Pv, where P0 is the measured pressure (mm
Hg), F is the inflow (μL/min), C is the outflow facil-
ity (μL/min/mm Hg), and Pv is the episcleral venous
pressure, which is absent in this study. The results
are in line with previously reported values of outflow
facility ranging from 0.14 to 0.47 μL/min/mm Hg in
the perfused human anterior segment when compared
with the average 0.37 μL/min/mm Hg measured in this
study.31,37–39

There are numerous anterior segment perfusion
studies in the literature that have also investigated
trabecular bypass, specifically by MIGS devices, and
demonstrated IOP reductions or increases in outflow
facility. Bahler et al.29 (2012) showed nearly a 50%
decrease in the IOP from baseline using an iStent
(Glaukos, San Clemente, CA) in the perfused anterior
segment. Another study evaluating the iStent, iStent
Inject, and Hydrus microstent reported a 32% IOP
decrease for one iStent, a 47% IOP decrease for two
iStents, an 11% IOP decrease for two iStent Injects,
and a 79% IOP decrease for the Hydrus microstent.40
The reported IOP decreases varied widely between the
studies, although all showed a general decrease in the
IOP. The FLT procedure in the current study demon-
strates the same IOP decrease trend in an anterior
segment perfusion model as the established trabecu-
lar bypass MIGS procedures. FLT is similar to micro-
trabecular bypass implants in that it also provides a
direct route for aqueous humor through the trabecu-
lar meshwork into Schlemm’s canal. It should be noted
that, in this study, no attempt was made to optimize

the size, number, or locations of the FLT channels, and
further research and refinement are needed to establish
optimal surgical parameters to decrease the IOP.

SHG and OCT confirmed that the FLT channels
penetrated the Schlemm’s canal through the full thick-
ness of the trabecular meshwork. The depth of the
laser raster pattern beyond the surface of the trabec-
ular meshwork (200 μm) was chosen based on the
upper end of trabecular meshwork thickness ranges
reported in the literature.30,41 For this reason, the outer
wall of Schlemm’s canal was not entirely unperturbed,
especially in the case of a shallow trabecularmeshwork.
In fact, Figure 7 shows that the outer wall of Schlemm’s
canal was photodisrupted to some degree, although
the depth of the damage was approximately 10 μm. In
future studies, it may be possible to image or measure
the trabecular meshwork geometry beforehand to fine
tune the scan depth to avoid the outer wall. Other-
wise, the well-defined edges of the channel indicate
that collateral damage to the surrounding tissue was
minimal. The trabecular sheets in Figure 7 seem to
be fully intact adjacent to the channel. Additionally,
the presence of a collector channel in Figure 7B is
noteworthy.

A major shortcoming of this study was that FLT
was performed directly on a corneoscleral anterior
segment artificially mounted such that the trabecular
meshwork was directly facing the axis of the femtosec-
ond laser beam. Such an orientation is obviously
not realistic for any clinical setting. To achieve clini-
cal relevance, the FLT procedure would need to be
performed through the intact cornea via a gonio-
type lens. A previous study sought to do this in the
primate trabecular meshwork using a femtosecond
laser through a gonio lens, although the investiga-
tors were unable to penetrate the Schlemm’s canal.42
There are significant technical barriers related to focus-
ing a femtosecond laser into the iridocorneal angle
via a gonio lens while maintaining a sufficiently tight
spot size for successful trabecular meshwork photodis-
ruption. The investigators in the above study used a
0.15 NA focusing lens along with a standard trabecu-
loplasty goniolens (Magna View Gonio Laser Lens,
OMVGL; Ocular Instruments Inc., Bellevue, WA) that
was designed to deliver spot sizes on the order of
hundreds of microns to the trabecular meshwork.
This delivery system did not compensate for optical
aberrations introduced by the gonio delivery and likely
resulted in a large spot size not adequate for photodis-
rupting the trabecular meshwork. Previously, the same
group demonstrated that ablation of the trabecular
meshwork directly, that is, not through the cornea
and similar to the present study, was possible with a
femtosecond laser, although they did not investigate
IOP effects with a perfusion model.43 Before this study,
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our group used a 1.7-μm amplified femtosecond pulses
to photodisrupt the iridocorneal angle, creating partial
thickness and subsurface drainage channels via an ab
externo approach through the sclera.44,45 Although the
approach did decrease the IOP in rabbit eyes, the proce-
dure did not specifically target the trabecularmeshwork
or Schlemm’s canal, but instead created a very thin
scleral region through which the aqueous humor could
filter from the eye. Although there were limitations
in the current study, the data are encouraging and
provide sufficient evidence that FLT has the potential
to decrease the IOP in a clinical setting. The technical
engineering problems of maintaining tight focus of the
femtosecond laser pulses through the peripheral cornea
must be addressed.

The creation of femtosecond laser drainage
channels through the trabecular meshwork of perfused
human anterior segments resulted in a marked reduc-
tion of perfusion pressure compared with baseline and
a control group. The results of this study support the
further investigation and development of FLT as a
noninvasive treatment for glaucoma.

Acknowledgments

Supported by NIH EY030304, Research to Prevent
Blindness, Inc. (RPB 203478), S10OD028698, and
Vialase, Inc. Research reported in this publication
was also supported by the Office of The Director,
National Institutes of Health of the National Institutes
of Health under Award Number S10OD028698. The
content is solely the responsibility of the authors and
does not necessarily represent the official views of the
National Institutes of Health.

Disclosure: E. Mikula, Vialase Inc. (E, P);
G. Holland, Vialase Inc. (E); H. Srass, Vialase Inc.
(E); C. Suarez, Vialase Inc. (E); J.V. Jester, Vialase Inc.
(C, P); T. Juhasz, Vialase Inc. (E, P)

References

1. Tham YC, Li X, Wong TY, Quigley HA, Aung
T, Cheng CY. Global prevalence of glaucoma and
projections of glaucoma burden through 2040: a
systematic review and meta-analysis. Ophthalmol-
ogy. 2014;121:2081–2090.

2. Chandler PA, Grant WM. ‘Ocular hyperten-
sion’ vs open-angle glaucoma. Arch Ophthalmol.
1977;95:585–586.

3. Carreon T, van der Merwe E, Fellman RL, John-
stone M, Bhattacharya SK. Aqueous outflow - a

continuum from trabecular meshwork to episcleral
veins. Prog Retin Eye Res. 2017;57:108–133.

4. Alm A. Uveoscleral outflow. Eye (Lond).
2000;14(Pt 3B):488–491.

5. Alm A, Nilsson SF. Uveoscleral outflow–a review.
Exp Eye Res. 2009;88:760–768.

6. JohnsonM,McLaren JW,OverbyDR.Unconven-
tional aqueous humor outflow: a review. Exp Eye
Res. 2017;158:94–111.

7. Brubaker RF. Flow of aqueous humor in humans
[The Friedenwald Lecture]. Invest Ophthalmol Vis
Sci. 1991;32:3145–3166.

8. Winkler NS, FautschMP. Effects of prostaglandin
analogues on aqueous humor outflow pathways. J
Ocul Pharmacol Ther. 2014;30:102–109.

9. WatsonPG,BarnettMF, ParkerV,Haybittle J. A 7
year prospective comparative study of three topical
beta blockers in the management of primary open
angle glaucoma. Br J Ophthalmol. 2001;85:962–
968.

10. Juzych MS, Chopra V, Banitt MR, et al. Com-
parison of long-term outcomes of selective laser
trabeculoplasty versus argon laser trabeculo-
plasty in open-angle glaucoma. Ophthalmology.
2004;111:1853–1859.

11. Kagan DB, Gorfinkel NS, Hutnik CM. Mecha-
nisms of selective laser trabeculoplasty: a review.
Clin Exp Ophthalmol. 2014;42:675–681.

12. Latina MA, de Leon JM. Selective laser trabecu-
loplasty. Ophthalmol Clin North Am. 2005;18:409–
419, vi.

13. Wilmsmeyer S, Philippin H, Funk J. Excimer laser
trabeculotomy: a new, minimally invasive proce-
dure for patients with glaucoma. Graefes Arch Clin
Exp Ophthalmol. 2006;244:670–676.

14. Samet S, Ong JA, Ahmed IIK. Hydrus micros-
tent implantation for surgicalmanagement of glau-
coma: a review of design, efficacy and safety. Eye
Vis (Lond). 2019;6:32.

15. Katz LJ, Erb C, Carceller Guillamet A, et al.
Long-term titrated IOP control with one, two,
or three trabecular micro-bypass stents in open-
angle glaucoma subjects on topical hypotensive
medication: 42-month outcomes.Clin Ophthalmol.
2018;12:255–262.

16. Myers JS, Masood I, Hornbeak DM, et al.
Prospective evaluation of two iStent((R)) tra-
becular stents, one iStent Supra((R)) supra-
choroidal stent, and postoperative prostaglandin in
refractory glaucoma: 4-year outcomes. Adv Ther.
2018;35:395–407.

17. Batlle JF, Fantes F, Riss I, et al. Three-year follow-
up of a novel aqueous humorMicroShunt. J Glau-
coma. 2016;25:e58–65.



Femtosecond Laser Trabecular Channels TVST | August 2021 | Vol. 10 | No. 9 | Article 22 | 8

18. Bendel RE, Patterson MT. Long-term effective-
ness of trabectome (ab-interno trabeculectomy)
surgery. J Curr Glaucoma Pract. 2018;12:119–124.

19. Richter GM, Coleman AL. Minimally inva-
sive glaucoma surgery: current status and future
prospects. Clin Ophthalmol. 2016;10:189–206.

20. Lavia C, Dallorto L, Maule M, Ceccarelli
M, Fea AM. Minimally-invasive glaucoma
surgeries (MIGS) for open angle glaucoma: a
systematic review and meta-analysis. PLoS One.
2017;12:e0183142.

21. Garg A, Gazzard G. Selective laser trabeculo-
plasty: past, present, and future. Eye (Lond).
2018;32:863–876.

22. Juhasz T, Losel F, Kurtz R, Horvath C, Bille J,
Mourou G. Corneal refractive surgery with fem-
tosecond lasers. IEEE J Sel TopQuantumElectron.
1999;5:902–910.

23. Ratkay-Traub I, Juhasz T, Horvath C, et al. Ultra-
short pulse (femtosecond) laser surgery: initial use
in LASIK flap creation. Ophthalmol Clin N Am.
2001;14:347–355.

24. Nagy Z,McAlindenC. Femtosecond laser cataract
surgery. Eye Vision. 2015;2:11.

25. Juhasz T, Loesel FH, Kurtz RM, Horvath C, Bille
JF, Mourou G. Corneal refractive surgery with
femtosecond lasers. IEEE J Sel TopQuantumElec-
tron. 1999;5:902–910.

26. Johnson DH, Tschumper RC. Human trabecular
meshwork organ culture. A new method. Invest
Ophthalmol Vis Sci. 1987;28:945–953.

27. Johnson DH, Tschumper RC. The effect of organ
culture on human trabecular meshwork. Exp Eye
Res. 1989;49:113–127.

28. Clark AF, Wilson K, de Kater AW, Allingham
RR, McCartney MD. Dexamethasone-induced
ocular hypertension in perfusion-cultured human
eyes. Invest Ophthalmol Vis Sci. 1995;36:478–489.

29. Bahler CK, Hann CR, Fjield T, Haffner D, Heitz-
mann H, Fautsch MP. Second-generation trabecu-
lar meshwork bypass stent (iStent inject) increases
outflow facility in cultured human anterior seg-
ments. Am J Ophthalmol. 2012;153:1206–1213.

30. Fernandez-Vigo JI, Garcia-Feijoo J, Martinez-de-
la-Casa JM, Garcia-Bella J, Fernandez-Vigo JA.
Morphometry of the trabecular meshwork in vivo
in a healthy population using Fourier-domain opti-
cal coherence tomography. Invest Ophthalmol Vis
Sci. 2015;56:1782–1788.

31. Ericksonlamy K, Rohen JW, Grant WM. Outflow
facility studies in the perfused human ocular ante-
rior segment. Exp Eye Res. 1991;52:723–731.

32. Ericksonlamy K, Schroeder AM, Bassettchu S,
Epstein DL. Absence of time-dependent facil-

ity increase (washout) in the perfused enucleated
human eye. Invest Ophth Vis Sci. 1990;31:2384–
2388.

33. Wang YX, Xu L, Wei WB, Jonas JB. Intraocular
pressure and its normal range adjusted for ocular
and systemic parameters. The Beijing Eye Study
2011. PLoS One. 2018;13:e0196926.

34. Phelps CD, Armaly MF. Measurement of episcle-
ral venous pressure.Am JOphthalmol. 1978;85:35–
42.

35. Sit AJ, Ekdawi NS, Malihi M, McLaren JW. A
novel method for computerized measurement of
episcleral venous pressure in humans.ExpEyeRes.
2011;92:537–544.

36. Sit AJ, McLaren JW. Measurement of episcleral
venous pressure. Exp Eye Res. 2011;93:291–298.

37. Erickson KA, Schroeder A. Direct effects of mus-
carinic agents on the outflow pathways in human
eyes. Invest Ophthalmol Vis Sci. 2000;41:1743–
1748.

38. Erickson KA, Schroeder A, Netland PA. Vera-
pamil increases outflow facility in the human eye.
Exp Eye Res. 1995;61:565–567.

39. Pang IH, McCartney MD, Steely HT, Clark AF.
Human ocular perfusion organ culture: a versatile
ex vivo model for glaucoma research. J Glaucoma.
2000;9:468–479.

40. Toris CB, Pattabiraman PP, Tye G, Samuel-
son TW, Rhee DJ. Outflow facility effects of 3
Schlemm’s canal microinvasive glaucoma surgery
devices. Ophthalmol Glaucoma. 2020;3:114–121.

41. Chen Z, Sun J, Li M, et al. Effect of age on
the morphologies of the human Schlemm’s canal
and trabecular meshwork measured with swept–
source optical coherence tomography. Eye (Lond).
2018;32:1621–1628.

42. Nakamura H, Liu Y, Witt TE, Gordon RJ,
Edward DP. Femtosecond laser photodisruption
of primate trabecular meshwork: an ex vivo
study. Invest Ophthalmol Vis Sci. 2009;50:1198–
1204.

43. Toyran S, Liu Y, Singha S, et al. Femtosecond
laser photodisruption of human trabecular mesh-
work: an in vitro study. Exp Eye Res. 2005;81:298–
305.

44. Chai D, Chaudhary G, Mikula E, Sun H, Juhasz
T. 3D finite element model of aqueous outflow to
predict the effect of femtosecond laser created par-
tial thickness drainage channels. Lasers Surg Med.
2008;40:188–195.

45. Chai D, Chaudhary G, Mikula E, Sun H, Kurtz
R, Juhasz T. In vivo femtosecond laser subsurface
scleral treatment in rabbit eyes. Lasers Surg Med.
2010;42:647–651.




