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A MIGS device that helps glaucoma and cataract surgeons lower IOP and effectively manage glaucoma.

CYPASS MICRO-STENT:  
INNOVATION IN SURGICAL GLAUCOMA CARE

An expert panel of ophthalmologists led by Iqbal Ike K. Ahmed, MD, FRCSC, discussed their hands-on experience with CyPass Micro-Stent, 
including why the supraciliary space is an ideal target for MIGS, illustrative case studies, tips for new users, and recent study data. 
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Iqbal Ike K. Ahmed, MD, FRCSC:  The rationale for microin-
vasive glaucoma surgery (MIGS) procedures has become quite 
apparent. The current treatment paradigm is suboptimal, and 
MIGS meets a very large unmet need for safe pressure reduc-
tion among patients who are not controlled or compliant on 
medical therapy, which we know is related to progression. 
With CyPass Micro-Stent (Alcon), we are able to treat mild to 

moderate primary open-angle glaucoma and cataract simul-
taneously in procedures that meld very comfortably. With 
a minimally invasive intuitive ab interno approach, CyPass 
Micro-Stent is inserted into the supraciliary space, without 
affecting the conjunctiva or forming a filtering bleb. 

CyPass Micro-Stent offers an excellent fit for cataract surgery 
patients, about 15 to 20% of whom also have glaucoma.1,2 While 
cataract surgery alone lowers IOP to some extent, it is often not 
sufficient to reduce or eliminate use of medications. Treating both 
problems at the same time is an excellent one-time opportunity. 

CASE 1: A HIGH-PRESSURE SITUATION
Dr. Ahmed:  To show how CyPass Micro-Stent fits the new 

paradigm for glaucoma treatment, we have asked our panel to 
share their hands-on experience and advice. Dr. Tyson, you have 
an interesting case to discuss.

Farrell “Toby” Tyson, MD:  Yes, this was a very interesting case 
for me because the patient was my father, who is an 81-year-old 
ophthalmologist (Figure 1). You can imagine the pressure! He has a 
long-term clinical interest in glaucoma, and he had been following 
his own disease himself with IOP testing once or twice a month. 
His pressures were 16 and 17 mm Hg on latanaprost and dorzol-
amide and 24 mm Hg in both eyes when we did a washout. When 
it was time for cataract surgery, we decided to surgically address 
his glaucoma as well. Preoperatively, his vision was 20/60 OS and 
20/30 OD. We did cataract surgery with CyPass Micro-Stent in the 

CyPass Micro-Stent offers an excellent fit for 
cataract surgery patients, about 15 to 20% of whom 
also have glaucoma.1,2 Treating both problems at the 

same time is an excellent one-time opportunity. 

—Iqbal Ike K. Ahmed, MD, FRCSC
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right eye and cataract surgery with iStent* Trabecular Micro-Bypass 
Stent (Glaukos) in the left. 

Let me share with you some pearls about my CyPass Micro-
Stent technique. I like to perform the procedure after cataract 
surgery is completed. I introduce the loaded CyPass Micro-
Stent applier through my primary cataract incision and advance 
toward the intended site of implantation until the guidewire 
tube and sleeve have cleared the incision. When crossing the 
anterior chamber, I rotate the applier so that its curvature is 
parallel to the iris plane.  This technique allows me to go right 
at the iris root, and it usually will slide right in. CyPass Micro-
Stent has three retention rings that we can see very clearly, 
which provide guidance for proper insertion and depth. I 
advance the stent until only the most proximal retention ring 
and the collar of CyPass Micro-Stent are located in the ante-
rior chamber. In this position, the distal tip should be resting 
against the sclera in the supraciliary space. Unlike the trabecu-
lar meshwork, which varies in pigmen tation, appearance, and 
anatomy, the ciliary body can be reliably found at the iris root. 
It’s a very straightforward procedure. 

Dr. Ahmed:  CyPass Micro-Stent and iStent* utilize different 
pathways for aqueous outflow, supraciliary and trabecular mesh-
work pathways, respectively. How did the outcomes compare? 
Were they consistent with your experiences with other patients?

Dr. Tyson:  Both eyes did very well, with 20/20 unaided visu-
al acuity after surgery. For the IOP, we found that the eye with 
CyPass Micro-Stent had a pressure of 12 mm Hg at 1 month 
and at 2 years, without any eye drops. On the other eye that 
had the trabecular meshwork stent, pressures were 17 mm Hg 
at 1 month and 15 mm Hg at 2 years. 

When I choose the supraciliary space, I typically get a 
significant pressure reduction that’s usually into the low to 
mid-teens without hypotony. CyPass Micro-Stent leverages 
a virgin space, unlike the trabecular meshwork, which may 
already be clogged. Also, the supraciliary space has a large 
reservoir driving significant aqueous outflow. 

Dr. Ahmed:  How did the experience of performing the proce-
dures differ for you?

Dr. Tyson:  I find the learning curve of CyPass Micro-Stent to 
be short. It almost feels like CyPass Micro-Stent self-locates into 
final position. If I hit a little too high, I hit the scleral spur and it 
will not proceed, so I just drop it a little bit lower, and it slides 
right in. In my experience, CyPass Micro-Stent is a very intuitive 
procedure with minimal trauma. In contrast, it can be very hard 
to find the trabecular meshwork, so I might spend time trying to 
cannulate it with the stent. The CyPass Micro-Stent technique is 
more straightforward. 

UNLOCKING THE SUPRACILIARY SPACE 
Dr. Ahmed:  The supraciliary space is an obvious target for 

outflow that’s been studied for many years. Dr. Ianchulev, you 
helped develop CyPass Micro-Stent. Walk us through why the 
supraciliary space is an ideal target for MIGS intervention.

Sean Ianchulev, MD, MPH:  When you start developing a 
technology, you have an idea, but you do need a rationale. My 
first reaction to supraciliary stenting was, “We can really lower 
IOP with cyclodialysis, but what if we could keep that open?” It 
seemed like a stent would be the perfect way. There is an intui-
tive and a strong biologic rationale to support the uveoscleral 
outflow pathway with a stent. 

Pathophysiologically, the supraciliary space has a negative 
pressure gradient, so it could be a pressure sink. If we want to 
drive aqueous out of the anterior chamber, tapping a sink with 

In my experience, CyPass Micro-Stent is a very 
intuitive procedure with minimal trauma. In 

contrast, it can be very hard to find the trabecular 
meshwork, so I might spend time trying to 

cannulate it with the stent. The CyPass  
Micro-Stent technique is more straightforward.

—Farrell “Toby” Tyson, MD

Figure 1.  An 81-year-old ophthalmologist has CyPass Micro-Stent OD and and iStent* OS.
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a low pressure gradient to go downstream is, theoretically, a 
good approach. With trabeculectomy, we tap a very low pressure 
gradient outside the eye, with potential for hypotony and other 
complications. In an enclosed ab interno space, we thought we 
could prevent some of trabeculectomy’s fluctuations in IOP and 
aqueous egress. The supraciliary space is also quite large, so an 
entry point gets you a lot of real estate. And the most effective 
IOP-lowering drugs are prostaglandins, which take advantage of 
the uveoscleral pathway. These reasons all provided the rationale 
to begin developing this IOP-lowering technology directed at the 
supraciliary space back in 2007 (Figure 2). 

Other pharmacologic and now stent therapies target the trabec-
ular outflow. When we target the trabecular meshwork, we know 
there is a floor in terms of how low we can get the IOP because we 
will have additional resistance to the remainder of Schlemm canal, 
the collector channels, and the episcleral ve nous system. Episcleral 
venous pressures can typically be around 12 mm Hg, so with the 
added resistance, trabecular bypass can often result in pressures 
higher than that. There is downstream resistance where the canalic-
ular system is quite discrete and has episcleral venous back pressure. 
More importantly, collector channels that are not uniformly con-
nected create a lot of variability, so we cannot tap a confluent space 
at one point and reach the entire trabecular outflow. 

This is why some surgeons consider using multiple trabecular 
stents. I also find that threading a trabecular stent in the struc-
tures is a bit more challenging than targeting the angle and insert-
ing a stent into the supraciliary space. 

CASES 2 AND 3: GLAUCOMA PROCEDURE BY A REFRACTIVE 
CATARACT SURGEON

Dr. Ahmed:  Dr. Davidson, you’re a high-volume refractive 
cataract surgeon who has embraced MIGS, including CyPass 
Micro-Stent, and incorporated them into your practice. Give us 
an idea of the cases you see. 

John Davidson, MD:  An 81-year-old woman was referred to 
me for the purpose of cataract surgery evaluation. She decided 
to proceed with a toric lens. She was on medical therapy for 
glaucoma (bimatoprost/timolol, Combigan*; Allergan) and 
was at the target pressure of 14 mm Hg set by her glaucoma 
specialist. 

When I mentioned the possibility of reducing this 
patient’s glaucoma medication burden postoperatively by 
surgically addressing her glaucoma with CyPass Micro-Stent, 
she was delighted. I’m finding that this is very common—
when patients learn they have this unexpected opportunity 
to potentially reduce their glaucoma medications, they’re 
very excited. Postoperatively, without glaucoma medica-
tions and taking a steroid, this patient’s pressure was 12 mm 
Hg at day 1, 9 mm Hg at week 1, 16 mm Hg at 3 weeks, and 
10 mm Hg at 5 weeks. We usually see similar numbers or 
slightly lower.

Dr. Ahmed:  Do you have any tips regarding the technique you 
use with CyPass Micro-Stent? 

Figure 2.  The benefits of targeting the supraciliary space and uveoscleral pathway. 

1.  Emi K, Pederson JE, Toris CB. Hydrostatic pressure of the suprachoroidal space. Invest Ophthalmol Vis Sci. 1989;30(2):233-238.
2.  Kim YC, Edelhauser HF, Prausnitz MR. Targeted delivery of antiglaucoma drugs to the supraciliary space using microneedles. Invest Ophthalmol Vis Sci. 2014;55(11):7387-7397.
3.  Gilger BC, Abarca EM, Salmon JH, Patel S. Treatment of acute posterior uveitis in a porcine model by injection of triamcinolone acetonide into the suprachoroidal space using microneedles. Invest Ophthalmol Vis Sci. 2013;54(4):2483-2492.
4.  Weinreb RN, Toris CB, Gabelt BT, Lindsey JD, Kaufman PL. Effects of prostaglandins on the aqueous humor outflow pathways. Surv Ophthalmol. 2002;47(suppl 1):s53-s64.

BENEFITS OF MIGS IN THE SUPRACILIARY SPACE
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Dr. Davidson:  I implant the stent radially, perpendicular 
and just posterior to the scleral spur, and just anterior to the 
iris root insertion (Figure 3). You can get a little bit of “heme” 
there, but that doesn’t affect your implantation ability. If the 
proximal scleral limbus starts to block my visualization, that’s a 
cue that I’m pushing against sclera and need to back up just a 
little bit. I lift my arm and elevate the applier to get more of an 
angle, posterior to that area. 

We tell patients, “We’re getting ready to implant CyPass 
Micro-Stent. You may feel a little pinch, but that’s normal. 
Please hold still and do not move.” To help prevent that 
“pinch,” our protocol includes an intracameral anesthetic, and 
the anesthesiologist can give an intravenous fentanyl boost if 
we request if for certain patients.

 Dr. Tyson:  We give patients propofol, so they don’t feel it, 
and we don’t have a movement issue. I’m able to easily rotate 
the head so I get very good visibility. I think it’s a nice option 
when you’re getting started, because then you’re not in a hurry 
and you don’t cause the patient any discomfort. 

Dr. Davidson:  Another patient had a pressure of 16 mm Hg 
on three medications. This 78-year-old woman came to us for 
her cataracts and elected to have nonlaser, nonrefractive cata-
ract surgery. Again, she was delighted to hear about the oppor-
tunity to treat her glaucoma simultaneously, which I think is 
important to emphasize. Postoperatively, this patient’s IOP was 
5 mm Hg with no medications. 

Dr. Ahmed:  Patients referred to Dr. Davidson for cataract 
surgery are excited about the chance to treat their glaucoma 
and possibly get off of their mediations. Dr. Rocha, why do you 
think penetration lags? If 20% of patients who have cataract 
surgery have glaucoma,1,2 but only about one in three cataract 
surgeons is performing MIGS,3 what’s holding surgeons back? 

Karolinne Maia Rocha, MD, PhD:  I think we are talking about 
best practices here, a responsibility to take that unique, exciting 
opportunity to help patients on glaucoma medications at the time 
of cataract surgery, but we haven’t quite caught up to that reality. 
I started with MIGS procedures about 3 years ago, and it is not 
difficult to train and become comfortable. We should all be doing 
these procedures, or our patients are missing an opportunity.

 
Dr. Ahmed:  For other surgeons with a busy cataract practice, 

what kind of preparation would you recommend for the proce-
dure itself, Dr. Davidson? 

Dr. Davidson:  Adopting MIGS into my practice has been an 
easier transition than most other technologies that required 
more flow adjustments and education for office and surgical staff. 
MIGS—and, in particular, CyPass Micro-Stent—has a relatively 
short technical learning curve, and I have found the incorpora-
tion to be seamless. 

For cataract surgeons getting started, I’d make three recom-
mendations. First, get used to maneuvering the gonioprism 
in your nondominant hand. Glaucoma surgeons are adept at 
using a gonioprism for angle surgery, but I was fearful of doing 
that. I began to practice several weeks before my first case at 
the end of every cataract procedure. Place a dollop of visco-
elastic on the cornea, turn the patient’s head, raise your chair, 
and get comfortable holding a gonioprism on the eye and 
ensuring good visualization. Consider a gonioprism that has a 
concave proximal edge, which will keep you from catching the 
edge of the gonioprism with the collar of CyPass Micro-Stent 
during implantation.

Second, I like to zoom in on the microscope with angle surgery, 
so I recommend practicing performing delicate steps of your cata-
ract cases zoomed in before your first CyPass Micro-Stent case. 
Finally, when you perform the procedure, I recommend hyperin-
flating the anterior chamber with viscoelastic to avoid indenting 
the cornea with the gonioprism, which may cause striae that 
adversely affect your view. 

CASE 4: A GLAUCOMA SPECIALIST’S EXPERIENCE
Dr. Ahmed:  Dr. Lewis, as a glaucoma specialist, how has it been 

for you to begin combining cataract and glaucoma procedures? 

Richard Lewis, MD:  I’ve been a glaucoma subspecialist 
since the 1980s and experienced a lot of frustration and very 
slow progress in glaucoma treatments. The last 10 years have 
been a true renaissance in diagnostics and therapies, particu-
larly MIGS. Now we’re discussing treatments with cornea and 
refractive surgeons, because glaucoma surgery is no longer 
strictly the domain of the glaucoma specialist. With combined 
cataract and glaucoma procedures, we now have the same 
goal to optimize both vision and visual function through pres-
sure control. 

Figure 3.  Dr. Davidson implants CyPass Micro-Stent radially, perpendicular, just posterior to 
the scleral spur, and just anterior to the iris root insertion. 
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Dr. Ahmed:  Tell us about one of your cataract/glaucoma 
procedures.

Dr. Lewis:  This patient was a 64-year-old woman with 
decreased vision from cataract and a fair amount of astig-
matism. Her pressure was 19 mm Hg on a prostaglandin and 
brimonidine. Her preoperative optical coherence tomography 
showed well-defined cupping with nerve fiber loss and an early 
visual field nasal step in the right eye.

This patient needed a combined procedure. She opted for a 
toric lens and CyPass Micro-Stent (Figure 4). Once I implanted 

the IOL, I reinflated the eye with additional viscoelastic. Like 
Dr. Davidson, I warn patients about a “pinch” to avoid move-
ment and put in CyPass Micro-Stent. I removed the viscoelas-
tic and made sure the toric axis was where I wanted it to be. 
Postoperatively, the patient had 20/20 vision and a pressure of 
8 mm Hg without any medication. I think the case illustrates 
how the MIGS era has broadened our ability to customize sur-
gery to each patient using safe, effective options.

Dr. Ahmed:  That’s what I would call the quadruple effect: 
the cataracts are out, and you’ve corrected her aphakia, toricity, 
and IOP problem, which will likely stop the progression she is 
showing on optical coherence tomography. Any tips for tech-
nique with CyPass Micro-Stent? 

Dr. Lewis:  It’s crucial to get comfortable repositioning the 
head and the microscope for adequate visualization of the angle 
and its anatomy. The anesthetic to limit movement is crucial as 
well. And finally, as others have mentioned, you have to be com-
fortable using the gonioprism in your nondominant hand. If you 
get some bleeding, you’ll need to use viscoelastic to clear out the 
space so you can manipulate the tip of CyPass Micro-Stent. 

TWO-YEAR RESULTS FROM THE COMPASS TRIAL 
Dr. Ahmed:  Dr. Ianchulev, 2-year results of the COMPASS 

Trial were recently published, offering an impressive level of data 
in terms of both longevity and the number of patients enrolled.1 
Could you speak to the safety and efficacy of CyPass Micro-Stent 
based on the COMPASS trial data? Figure 4.  Dr. Lewis addressed cataracts, glaucoma, aphakia, and toricity for this 64-year-old patient. 

Figure 5.  CyPass Micro-Stent provides superior IOP lowering without compromising the safety of cataract surgery. 

1.  CyPass® Micro-Stent Instructions for Use.
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Dr. Ianchulev:  CyPass Micro-Stent is the first MIGS device to set 
a primary endpoint of efficacy at 2 years, measuring the proportion 
of eyes with 20% or greater reduction of unmedicated diurnal IOP.1 
We saw 72.5% success in the combined phaco-CyPass Micro-Stent 
group, versus 58% of patients in the control phaco group. A sec-
ondary endpoint was the proportion of eyes with an unmedicated 
diurnal IOP between 6 and 18 mm Hg, which was achieved in 
61% of CyPass Micro-Stent eyes and 43.5% of phaco control eyes 
(Figure 5). In the COMPASS trial, the addition of CyPass Micro-
Stent to cataract surgery improves pressure reduction by 32%.

The trial shows the consistent, long-term effect of CyPass 
Micro-Stent at 2 years. We had quite a few responders on two 
or three medications who are using none 2 years later: 93% com-
pared to 72.4% with cataract surgery alone. 

Best-corrected visual acuity at 2 years was good as well. 
Among CyPass Micro-Stent eyes, 8.8% lost more than 10 letters, 
compared to 15.3% in the phaco group. This is an important 
difference between CyPass Micro-Stent and trabeculectomy, 
which is accompanied by greater loss of visual acuity.4 We used 
to combine trabeculectomy with phaco, but trabeculectomy 
couldn’t match phaco’s safety. Now the safety of CyPass Micro-
Stent makes this an effective combination. Just 2.9% of eyes had 
hypotony in the first 30 days, numeric hypotony in these cases 
because patients recover very quickly. 

CASE 5: LEARNING CURVE PEARLS 
Dr. Ahmed:  Dr. Rocha, we have heard tips for cataract sur-

geons learning to use CyPass Micro-Stent, as well as discussion of 
the learning curve. Do you have any pearls to add? 

Dr. Rocha:  I think surgeons who are just starting with MIGS and 
with CyPass Micro-Stent will see that it is minimally invasive and 
straightforward, with a really short learning curve. Let me tell you 
about my second CyPass Micro-Stent patient, a 59-year-old woman 
who came to me for cataract surgery with 20/80 vision. I diagnosed 
her with glaucoma. Her pressures were very high at 52 mm Hg with-
out medication, and she had thin corneas (507 µm and 510 µm). 
Optic nerve examination showed mild cupping. I started the patient 

on medical therapy, and her pressure dropped to 26 mm Hg on 
three drops. Because her pressure was high, I chose CyPass Micro-
Stent, hoping it would be the best option for her (Figure 6).

On our panel, we’ve talked about operating temporally, but 
I seat superiorly. I don’t need to make another incision. I just 
ask my patients to look down a little bit, which gives me a very 
good view of the angle. Aim the posterior portion of the scleral 
spur at the iris root, and then the curved guide wire allows the 
device to glide into the sclera. If you feel a hard stop, just angle 
up a bit and you’re in the right place. I like to align the curva-
ture of CyPass Micro-Stent with the curvature of the sclera 
bordering the supraciliary space to reduce the possibility of 
encountering resistance during insertion.

The patient did very well. Her uncorrected visual acuity was 
20/20. For the first 2 weeks, her pressure was around 10 mm Hg, 
and now it’s 17 mm Hg with no medications. Accessing the supra-
ciliary space comes with the added benefit of bypassing outflow 
obstructions encountered with the trabecular meshwork, specifi-
cally episcleral venous resistance. 

The trial shows the consistent, long-term effect of 
CyPass Micro-Stent at 2 years. We had quite a few 
responders on two or three medications who are 
using none 2 years later: 93% compared to 72.4% 

with cataract surgery alone.

—Sean Ianchulev, MD, MPH

Figure 6.  Dr. Rocha’s patient was a 59-year-old woman with undiagnosed glaucoma with an IOP of 
52 mm Hg without medication. After cataract surgery with CyPass Micro-Stent, it was 17 mm Hg. 

Accessing the supraciliary space comes with the 
added benefit of bypassing outflow obstructions 

encountered with the trabecular meshwork, 
specifically episcleral venous resistance. 

—Karolinne Maia Rocha, MD, PhD
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Dr. Ahmed:  Could you comment on the postoperative medi-
cation and management for patients like this one? 

Dr. Rocha:  It depends on the patient’s pressures after surgery. I 
prescribe a corticosteroid twice a day for regular cases, along with 
a nonsteroidal anti-inflammatory three to four times per day. 

Dr. Ahmed:  Does anyone else have advice about the learning 
curve for surgeons who are new to CyPass Micro-Stent? 

Dr. Tyson:  To enhance visualization, use a medium molecular 
weight viscoelastic that gives you good form, does not come out 
of the wound while you’re applying the gonioprism, and optically 
couples with the gonioprism. 

Dr. Davidson:  I think surgeons see two obstacles to adopt-
ing this technology: a fear of hypotony and reluctance to take 
on the learning curve. Well, hypotony is usually not a significant 
issue with CyPass Micro-Stent. I’ve had occasional patients drop 
between 5 and 6 mm Hg, with good visual acuity and no hypoto-
ny maculopathy or choroidals.

CONCLUSION
Dr. Ahmed:  It’s been an amazing presentation and panel dis-

cussion. In closing, I’d like to say that MIGS is here to stay. Our 
patients need long-term treatment and relief from medications. 
What better opportunity to perform a procedure than when 
we’re already performing cataract surgery? 

We’ve talked about the specific advantages of CyPass 
Micro-Stent, including its superior IOP lowering compared 
to cataract surgery and ease of adoption. CyPass Micro-Stent 
certainly fits our high expectations of MIGS in terms of safety 
and recovery, with a postoperative course very similar to cata-
ract surgery alone. It’s one of the technologies that makes this 
a very exciting time for both glaucoma and cataract surgeons 
to lower IOP and effectively manage glaucoma. n

1.  Vold S, Ahmed IIK, Craven ER, et al; for the CyPass Study Group. Two-year COMPASS trial results: supraciliary microstenting 
with phacoemulsification in patients with open-angle glaucoma and cataracts. Ophthalmology. 2016;123(10):2103-2112.
2.  Tseng VL, Yu F, Lum F, Coleman AL. Risk of fractures following cataract surgery in Medicare beneficiaries. JAMA. 
2012;308(5):493-501.
3.  Alcon Laboratories, Inc. Data on File. 
4.  Francis BA, Hong B, Winarko J, et al. Vision loss and recovery after trabeculectomy risk and associated risk factors. Arch 
Ophthalmol. 2011;129(8):1011–1017.

Attention: Please refer to the Product Instructions for a complete list of contraindications, warnings, precautions, and adverse events.

CyPass® Micro-Stent
Important Product Information

Caution: Federal (USA) law restricts this device to sale by or on the order of a physician.

Indication:  The CyPass® Micro-Stent is indicated for use in conjunction with cataract surgery for the reduction of intraocular pressure (IOP) in adult patients with mild to 
moderate primary open-angle glaucoma (POAG).  

Contraindications:  Use of the CyPass® Micro-Stent is contraindicated in the following circumstances or conditions: (1) in eyes with angle closure glaucoma; and (2) in 
eyes with traumatic, malignant, uveitic or neovascular glaucoma or discernible congenital anomalies of the anterior chamber angle.  

MRI Information:  The CyPass® Micro-Stent is magnetic resonance (MR) Safe: the implant is constructed of polyimide material, a non-conducting, non-metallic, non-
magnetic polymer that poses no known hazards in all magnetic resonance imaging environments.

Warnings:  Gonioscopy should be performed prior to surgery to exclude peripheral anterior synechiae (PAS), rubeosis, and other angle abnormalities or conditions that 
would prohibit adequate visualization of the angle that could lead to improper placement of the stent and pose a hazard. 

Precautions:  The surgeon should monitor the patient postoperatively for proper maintenance of intraocular pressure. The safety and effectiveness of the CyPass® 
Micro-Stent has not been established as an alternative to the primary treatment of glaucoma with medications, in patients 21 years or younger, in eyes with significant 
prior trauma, chronic inflammation, eyes with an abnormal anterior segment, eyes with chronic inflammation, eyes with glaucoma associated with vascular disorders, 
pseudophakic eyes with glaucoma, eyes with uveitic glaucoma, eyes with pseudoexfoliative or pigmentary glaucoma, eyes with other secondary open angle glaucomas, 
eyes that have undergone prior incisional glaucoma surgery or cilioablative procedures, eyes with laser trabeculoplasty performed ≤ 3 months prior to the surgical 
screening visit, eyes with unmedicated IOP less than 21 mmHg or greater than 33 mmHg, eyes with medicated IOP greater than 25 mmHg, in the setting of complicated 
cataract surgery with iatrogenic injury to the anterior or posterior segment, and when implantation is without concomitant cataract surgery with IOL implantation for 
visually significant cataract.  The safety and effectiveness of use of more than a single CyPass® Micro-Stent has not been established.

Adverse Events:  In a randomized, multicenter clinical trial comparing cataract surgery with CyPass® Micro-Stent to cataract surgery alone, the most common post-
operative adverse events included: BCVA loss of 10 or more letters at 3 months after surgery (8.8% for CyPass® vs. 15.3% for cataract surgery only); anterior chamber cell 
and flare requiring steroid treatment 30 or more days after surgery (8.6% vs. 3.8%); worsening of visual field mean deviation by 2.5 or more decibels (6.7% vs. 9.9%); IOP 
increase of 10 or more mmHg 30 or more days after surgery (4.3% vs. 2.3%); and corneal edema 30 or more days after surgery, or severe in nature (3.5% vs. 1.5%).  
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