
Trabeculectomy in the 

UK: is there room for 
improvement? 

This issue of Eye sees the publication of the 
second report from the UK National 
Trabeculectomy Survey.l The first paper2 gave 
details of the patients in the study. The current 
paper describes the surgical methods and 
intraocular pressure outcomes 1 year following 
surgery. 

The variations in operative techniques make 
interesting reading. The majority of surgeons in 
the' UK use a superior rectus rather than corneal 
traction suture, do fornix-based rather than 
limbus-based conjunctival flaps, cut a 
rectangular rather than a triangular scleral flap 
and do not perform a paracentesis, use 
releasable sutures or any sort of mechanical 
punch. About one-fifth (22.6%) of the 
consultants had a self-declared special interest 
in glaucoma ('glaucoma specialists'). These 
consultants differed from the majority in that 
they were more likely to use corneal traction 
sutures, triangular scleral flaps, releasable 
sutures and perioperative antimetabolites. 

In view of the fact that 15% of the group had 
pre-operative pressures less than 21 mmHg, a 
modified success rate criterion of a final 
intraoperative pressure (lOP) less than two
thirds of starting lOP off all medications was 
used. On this criterion 66% of the operations 
were successful. However, although the success 
rate in 'glaucoma specialists' was slightly higher 
(69.6% vs 65.7%) this was not statistically 
significant. It is not possible to draw definitive 
conclusions from differences in technique in this 
study, as the level of use of some of these 
techniques was relatively low overall, even in 
those with a special interest in glaucoma. For 
instance, intraoperative antimetabolites (mostly 
intraoperative 5-fluorouracil) were used in only 
14.7% of cases carried out by the 'glaucoma 
specialists'. This contrasts with the United 
States where a survey suggested that amongst 
ophthalmologists with an interest in glaucoma 
the use of intraoperative mitomycin in first-time 
trabeculectomy varied from 33% to 52%? 

The overall success rate using the more 
conventional criterion of an lOP less than 
21 mmHg of all medications in the survey was 
84.2%. This success rate is lower than that found 
in studies where surgery is performed in 
patients with virtually no prior medical 
treatment. These report success rates of >90% at 
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1 year.4,5 However, as the study authors state, 
this group of patients accounts for less than 5% 
of the survey population. Furthermore, the 
success rate in this national survey is 
considerably better than a recent multicentre 
survey across nine countries. This study found 
that more than 50% of patients were back on 
medication 1 year after surgery.6 In view of the 
comprehensiveness of this survey, the figures it 
provides will serve as a gold standard against 
which we can measure our personal and unit 
results, and look to improve in the future. 

There are other important facts in this paper 
that should help us to improve our practice. 
Only 57.7% of the patients had a visual field 
performed in the year following surgery. We 
know that even with pressures less than 
21 mmHg, visual field progression may 
continue, particularly if the pressures are not in 
the low teens. Therefore it is vital that further 
follow-up with field and disc assessment 
continues in patients even after apparently 
'successful' surgery, as there is accumulating 
evidence that maintaining the lOP in the low 
teens better preserves visual function in both so
called high tension and normal tension 
glaucoma?,8 

Finally, are there further ways that the 
results of surgery could be further improved in 
the UK? Small improvements of even 5-10% in 
the success rate may potentially affect the long
term prognosis for many thousands of patients 
per year in the UK if applied on a national scale. 
For instance in the Moorfields/Medical 
Research Council trial of intraoperative 
5-fluorouracil (5-FU) versus placebo in 
first-time surgery, half the group have received 
intraoperative 5-FU. In the pressure range that 
is most likely to preserve vision (15 mmHg or 
less)/,8 65% of all trial patients have pressures 
in this range versus 54.6% in the national 
survey. The trial patients receive active but 
simple bleb management in the post-operative 
period including posterior lip massage, 
releasable suture loosening and removal, and 
needling in the clinic. These procedures can be 
carried out in any centre. Pilot trials of newer 
more physiological antiscarring agents9 have 
also suggested that lower final lOPs may be 
possible in first-time surgery, and clinical trials 
of these promising agents are continuing. 
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In conclusion, this landmark survey has provided us 
with the national standards for trabeculectomy in the 
United Kingdom. We should all read the figures 
carefully, examine our own results and use this survey as 
a catalyst to see whether we can further improve the 
surgical management of all our patients undergoing 
glaucoma surgery. 
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