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Abstract
Background: To compare the efficacy and tolerability of intravitreal ranibizumab (IVR) 0.5 mg or 0.3 mg with
non-anti-vascular endothelial growth factor (VEGF), and to compare the efficacy of IVR 0.5 mg with IVR 0.3 mg in
the treatment of macular edema secondary to retinal vein occlusion.
Methods: Relevant studies were selected after an extensive search using the PubMed, EMBASE, Web of Science,
and Cochrane Library databases. Outcomes of interest included visual outcomes, anatomic variables, and adverse
events.
Results: Four randomized controlled trials (RCTs) met our inclusion criteria. IVR 0.5 mg produced a significantly
higher improvement in visual acuity at six months, with pooled weighted mean differences (WMDs) of 12.30 early
treatment diabetic retinopathy study (ETDRS) letters (95% CI:10.03, 14.58) (P < 0.001),and led to a higher proportion
of patients gaining ≥15 letters (RR, 2.36; 95%CI: 1.86, 2.99; P < 0.001) at the follow-up endpoint, compared with
non-anti-VEGF. A more obvious reduction in central foveal thickness (CFT) was observed in the IVR 0.5 mg group
than the non-anti-VEGF group, and the mean difference in CFT was statistically significant (WMD, −216.86 μm; 95%
CI: −279.01, −154.71; P < 0.001). A similar efficacy was found between the IVR 0.3 mg group and the non-anti-VEGF
group. No significant differences were found between IVR 0.5 mg and 0.3 mg. The incidence of iris neovascularization
in the non-anti-VEGF group was significantly higher than that of the IVR group.
Conclusions: IVR 0.5 mg or 0.3 mg was more effective than sham injection and laser treatment. IVR 0.3 mg is as effective
as IVR 0.5 mg in the treatment of macular edema secondary to retinal vein occlusion.
Keywords: Intravitreal ranibizumab, Macular edema, Retinal vein occlusion

Background
Retinal vein occlusion (RVO) is a common retinal vascular disorder in which different complications, including
macular edema, may develop with a consequent loss of
central vision [1]. According to the localization of venous occlusion, central retinal vein occlusion (CRVO) and
branch retinal vein occlusions (BRVO) are the most frequently occurring and clinically relevant types [2]. Both
could result in macular edema, a condition that is characterized by the collection of fluid within the retina,
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resulting from the breakdown of the blood-retinal barrier and leakage of fluid from the vasculature [3]. It has
been proven that vascular endothelial growth factor
(VEGF) plays a crucial role in this pathological process
[3]. VEGF expression is up-regulated by hypoxia and a
number of other stimuli, and was noted to be elevated in
the ocular fluids of patients with CRVO [4]. Moreover,
intravitreal VEGF levels were observed to correlate with
the severity of clinical findings [5]. Therefore, several
anti-VEGF agents, including ranibizumab, bevacizumab,
and pegaptanib, have been widely used for treating
macular edema [6-9].
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Among all the anti-VEGF agents, ranibizumab is a
high-affinity recombinant Fab, which neutralizes all isoforms of VEGF [10]. It has been reported to provide
rapid and continuous improvements in best-corrected
visual acuity (BCVA) and rapid reduction of retinal
thickness in the treatment of macular edema [6,7,11].
Two treatment (0.5 mg or 0.3 mg) regimens are often
used when administering ranibizumab. It is unknown
whether the 0.3 mg and 0.5 mg groups may have had
even better outcomes. It is necessary to determine which
dosage is optimal.
Some studies have evaluated the efficacy of intravitreal
ranibizumab (IVR) for treating macular edema in patients with RVO [6,7,12,13]. Two previous meta-analysis
about treating macular edema secondary to RVO has
been published. However, they both focus on all kinds of
methods, including ranibizumab, bevacizumab, and intravitreal dexamethasone, for treating this condition
[14,15]. Moreover, they did not discuss the effect of different doses of ranibizumab. Recently, a high-quality
study on the effectiveness of ranibizumabin treating
macular edema secondary to RVO was published [6].
Therefore, we performed an updated meta-analysis
based only on randomized controlled trials (RCTs) to
compare the efficacy of ranibizumab in conjunction with
non-anti-VEGF (sham or laser), and the efficacy of ranibizumab 0.5 mg treatment with ranibizumab 0.3 mg.
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the editor, review articles, case reports, meeting abstracts, or animal experimental studies; or (ii) they were
extensions of the core study with different sample sizes.
Outcome measures

The outcomes included were: (1) the mean changes in
BCVA using ETDRS charts at four meters from the
baseline with different inventions, indicating functional
improvement (continuous); (2) the proportion of patients who gained or lost ≥ 15 ETDRS letters at the
follow-up endpoint (dichotomous); (3) the mean changes
in central foveal thickness (CFT) from the baseline with
different inventions on ocular coherence tomography
(OCT), indicating anatomical improvement; and (4) the
incidence of adverse events.
Data extraction

Two reviewers (WTS and XBX) independently selected
and assessed the methodological quality of the studies
and performed the data collection in a standardized way.
Disagreements were resolved through discussions and
the achievement of consensus. The following data were
extracted from each study: first author, year of publication, study design, location of the trial, follow-up period,
sample size, type of diagnosis, treatment regimen, baseline patient characteristics, inclusion and exclusion criteria, dosage, and outcome. Patients reporting adverse
effects were also recorded.

Methods
Literature search

Quality assessment

A literature search of the PubMed, ISI Web of Science,
EMBASE, and Cochrane library databases was performed to identify relevant studies. The search combined
terms related to drugs (ranibizumab, Lucentis) and
terms related to diseases (macular edema, retinal vein
occlusion), with a filter restricting the results to only
clinical trials. Google Scholar and the websites of professional associations were also searched for information.
Once relevant articles were identified, their reference
lists were searched for additional articles. The final
search was carried out in April 2014 without restricting
the publication year, language, or methodology.

The quality assessment was performed according to the
risk-of-bias tool outlined in the Cochrane Handbook for
Systematic Reviews of Interventions (version 5.1.0) [16].
Six key aspects that influence the quality of an RCT
were assessed: sequence generation, allocation concealment, patient blinding, personnel and outcome assessors, management of incomplete outcome data, and
completeness of outcome reporting, as well as other
potential threats to validity. For each parameter, “yes” indicated a low risk of bias, “no” indicated a high risk of
bias, and “unclear” indicated an unclear or unknown risk
of bias.

Inclusion and exclusion criteria

Statistical analysis

We included full-text publications when the following
inclusion criteria were met: (i) study design—randomized clinical trials; (ii) population—patients with macular
edema secondary to RVO; (iii) intervention—IVR 0.5 mg
versus no anti-VEGF treatment, or IVR 0.3 mg versus
no anti-VEGF treatment, or IVR 0.5 mg versus IVR
0.3 mg treatment; (iv) outcome variables—evaluating at
least one of the outcomes of interest mentioned below;
(v) duration—minimum follow-up time was 6 months.
Trials were excluded if (i) they were editorials, letters to

Data from this meta-analysis are presented in accordance with the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis [17]. The weighted mean differences (WMDs) and risk ratios (RRs) were used to
compare continuous and dichotomous variables, respectively. All outcomes were reported with 95% Confidence intervals (CIs). Considering the different clinical
characteristics among study groups and the variation in
sample sizes, we assumed that heterogeneity was present
even when no statistical significance was identified, and
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we decided to combine data by using a random effects
model to achieve more conservative estimates [18]. The
statistical heterogeneity between studies was assessed
using the chi-square test, and the quantity of heterogeneity was evaluated using the I2 statistic. We performed
the subgroup analyses when comparing IVR 0.5 mg with
non-anti-VEGF treatment. (1) to separately estimate effects according to the type of RVO; (2) to separately estimate effects for small (<100) and large sample sizes
(>100); (3) to separately estimate effects according to the
control group (sham or laser). However, when comparing IVR 0.3 mg with non-anti-VEGF treatment, this
meta-analysis included only two studies, so we could not
perform the subgroup analysis. The same is true when
comparing IVR 0.5 mg with IVR 0.3 mg treatment. To
investigate the potential for publication bias, we constructed standard funnel plots by visually examining
their asymmetry. Publication bias was evaluated using
Begg’s and Egger’s tests [19,20]. P < 0.05 was considered
statistically significant. All statistical analyses were performed using Stata (version 12; Stata Corp, College Station, Texas).

Results
Identification of eligible studies

A total of 373 potentially relevant articles were identified
by our literature search, of which 185 were excluded

Figure 1 Flowchart of publication search and selection.
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because they were duplicate studies, and 174 were excluded based on their titles and abstracts. Of the
remaining 14 that were retrieved for full text review, 6
were excluded due to duplicate data [11,21-25], 2 were
not randomized studies [26,27], 1 was an uncontrolled
study, and the intervention of 1 was not of interest.
Thus, 4 RCTs were included in the final analysis
[6,7,12,13]. Interestingly, 2 articles about CRUISE and
BRAVO [24,25] trials with duplicated data reported
BCVA and CFT at 12 months. However, the sham control group received pro re nata (PRN) IVR 0.5 mg treatment after 6 months, which might have influenced the
true effect of sham injection. So, we chose the primary
endpoint for this meta-analysis [12,13]. The trial selection process is shown in Figure 1.

Study characteristics

The main characteristics of the four included RCTs are
shown in Tables 1 and 2. The trials were conducted in
various countries: two were from the United States, one
was from Norway, and one was from Australia. Two trials were carried out with patients with CRVO, and two
were carried out with patients with BRVO. The sample
size ranged from 32 to 397. Among these trials, three
compared IVR 0.5 mg with sham injection, one compared
IVR 0.5 mg with sham injection plus laser treatment, two

Study (year) Center Location

CRUISE (2010) M

Type of Primary NO. of eyes
Age (year)
RVO
endpoint
IVR
IVR
control IVR
IVR
0.5 mg 0.3 mg
0.5 mg
0.3 mg

United States (95site) CRVO

6m

130

132

130

Sex (male/female)
control

Patient characteristics

IVR
IVR
control
0.5 mg 0.3 mg

65.4 ± 13.1 69.7 ± 11.6 65.4 ± 13.1 80/50

71/61

72/58

1) Age > 18 y
2) BCVA between 73 and 24 ETDRS letters
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Table 1 Characteristics of included RCT studies

3) RVO duration within 12 months
4) CFT ≥ 250 μm
ROCC (2010) M

Norway (4 sites)

CRVO

6m

16

16

NA

NA

NA

NA

1) Age > 50 y
2) BCVA between 73 and 6 ETDRS letters
3) CFT ≥ 250 μm

BRAVO (2010) M

United States (93site) BRVO

6m

131

134

132

65.2 ± 12.7 66.6 ± 11.2 65.2 ± 12.7 71/60

67/67

74/58

1) Age > 18 y
2) BCVA between 73 to 24 ETDRS
letters
3) RVO duration within 12 months
4) CFT ≥ 250 μm

Tan (2014)

M

Australia (5site)

BRVO

12 m

15

21

69.6 ± 11.6

66.7 ± 10.7 8/7

9/12

1) Age > 18 y
2) BCVA between 68 to 20
3) RVO duration between 6 weeks to
9 months.
4) CFT ≥ 250 μm

RCT = prospective randomized controlled; RVO = retinal vein occlusion; IVR = intravitreal ranibizumab; M = multicenter; CRVO = central retinal vein occlusion; BCVA = best-corrected visual acuity; ETDRS = Early Treatment
Diabetic Retinopathy Study; CFT = central foveal thickness; NA = not available; BRVO = branch retinal vein occlusion.
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Table 2 Characteristics of treatment exposures included in the meta-analysis
Trial (year)

Treatment group

Treatment protocol

CRUISE (2010)

IVR 0.5 mg (n = 130)

IVR 0.5 mg every month for 6 months (6 injections) then PRN (open-label) for 6 months

IVR 0.3 mg (n = 132)

IVR 0.3 mg every month for 6 months (6 injections) then PRN (open-label) for 6 months

Sham injection (n = 130)

sham injection every month for 6 months (6 injections) then PRN IVR 0.5 mg (open-label)
for 6 months

ROCC (2010)

IVR 0.5 mg (n = 16)

IVR 0.5 mg every month for 3 months, then as required (at the discretion of the physician)
for persisting macular oedema

Sham injection (n = 16)

sham injection (plastic syringe pressed against the eyeball)

BRAVO (2011)

IVR 0.5 mg (n = 131)

IVR 0.5 mg monthly injections then PRN (open-label) for 6 months

IVR 0.3 mg (n = 134)

IVR 0.3 mg monthly injections then PRN (open-label) for 6 months

Sham injection (n = 132)

sham injection every month for 6 months (6 injections) then PRN IVR 0.5 mg (open-label)
for 6 months

IVR 0.5 mg (n = 15)

IVR 0.5 mg monthly injections up to month 5 then PRN for 6 months

Sham injection plus laser (n = 21)

sham injection monthly up to month 5 then PRN for 6 months, laser at week 13 and 25 if eligible

Tan (2014)

IVR = intravitreal ranibizumab; PRN = Pro Re Nata.

compared IVR 0.5 mg with IVR 0.3 mg, and two compared IVR 0.3 mg with sham injection.
Quality and bias assessment of studies

The included RCTs had some risk of biases (Table 3).
Sequence generation was appropriate in three studies,
and allocation concealment was described in two studies.
In the other two studies, these were unclear. All studies
clearly elaborated upon patient blinding. All studies were
judged to have a low risk of bias from selective reporting, because it was clear from the published articles that
all the main pre-specified outcomes had been reported.
Only one study clearly elaborated upon the analysis of
intention-to-treat.
Visual outcomes

In all studies, BCVA was reported to be a mean change
in ETDRS letters, and it was measured by ETDRS letters
from the baseline to follow-up. Pooling the results revealed that treatment with IVR 0.5 mg significantly improved BCVA, compared with non-anti-VEGF (WMD,
12.30 ETDRS letters; 95% CI: 10.03, 14.58; P < 0.001) at
six months. A similar result was found between the IVR
0.3 mg group and non-anti-VEGF group, with a pooled
WMD of 10.26 ETDRS letters (95% CI: −2.59, 2.28).
However, in the mean, BCVA did not show a significant

difference between the IVR 0.5 mg group and 0.3 mg
group, with a pooled WMD of 1.90 ETDRS letters (95%
CI: −0.35, 4.16; P = 0.098). When comparing the IVR
0.5 mg group and non-anti-VEGF group, we divided the
studies into subgroups according to the type of RVO
(CRVO and BRVO), sample size (>100 and <100), and
different non-anti-VEGF treatment (sham and sham plus
laser). All subgroups showed a statistically significant
difference in favor of the IVR 0.5 mg group. No substantial statistical heterogeneity was observed across studies
(Table 4).
Figure 2 shows that the IVR 0.5 mg demonstrated a
higher proportion of patients who gained ≥15 ETDRS
letters, compared to non-anti-VEGF (RR, 2.36; 95% CI:
1.86, 2.99; P < 0.001) at the follow-up endpoint. IVR
0.3 mg achieved a similar result when compared with
the non-anti-VEGF group (RR, 2.22; 95%CI: 1.58, 3.12;
P < 0.001). However, no significant differences were
found between IVR 0.5 mg and 0.3 mg and the proportion of patients who gained ≥15 ETDRS letters (RR,
1.08; 95% CI: 0.92, 1.26; P < 0.001). No substantial heterogeneity was found in these comparisons. Figure 3
shows the results of the proportion of patients who
lost ≥ 15 ETDRS letters by the follow-up endpoint. Nonanti-VEGF had a higher proportion, compared to IVR
0.5 mg and 0.3 mg. No significant differences were

Table 3 Results of Cochrane collaboration’s tool of assessing of bias
Trial (year)

Sequence
generation

Allocation
concealment

Blinding
Patient

Personnel

Assessor

Adequate
assessment of
each outcome

Selective
reporting
avoided

No other
bias

CRUISE (2010)

Yes

Unclear

Yes

Yes

Yes

Unclear

Yes

Yes

ROCC (2010)

Unclear

Yes

Yes

Yes

Unclear

Unclear

Yes

Yes

BRAVO (2011)

Yes

Unclear

Yes

Yes

Yes

Unclear

Yes

No

Tan (2014)

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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Table 4 Mean change from baseline in BCVA at 6 months
Outcome of interest

Studies (n)

WMD (95% CI)

P

Study heterogeneity
χ2

P

I2

1.66

0.646

0.00%

IVR 0.5 mg vs non-anti-VEGF
Type of RVO
All trials

4

12.30 (10.03,14.58)

<0.001

CRVO

2

14.05 (10.54, 17.56)

<0.001

0.02

0.900

0.00%

BRVO

2

11.05 (8.07, 14.02)

<0.001

0.01

0.933

0.00%

All trials

4

12.30 (10.03,14.58)

<0.001

1.66

0.646

0.00%

>100

2

12.43 (9.40, 15.46)

<0.001

1.61

0.205

37.9%

<100

2

11.74 (3.98, 19.51)

<0.001

0.03

0.868

0.00%

4

12.30 (10.03,14.58)

<0.001

1.66

0.646

0.00%

1.62

0.446

0.00%

Sample size

Different non-anti-VEGF treatment
All trials
Sham

3

12.37 (10.02, 14.72)

<0.001

Sham plus laser

1

11.40 (2.64, 20.16)

0.011

IVR 0.5 mg vs IVR 0.3 mg

2

1.90 (−0.35, 4.16)

0.098

0.05

0.831

0.00%

IVR 0.3 mg vs non-anti-VEGF

2

10.26 (7.80, 12.72)

<0.001

1.11

0.293

9.50%

-

BCVA = best-corrected visual acuity; WMD = weighted mean differences; OR = odds ratio; CI = confidence interval; IVR = intravitreal ranibizumab; VEGF = vascular
endothelial growth factor; RVO = retinal vein occlusion; CRVO = central retinal vein occlusion; BRVO = branch retinal vein occlusion.

found between IVR 0.5 mg and 0.3 mg. There was no
significant heterogeneity in this analysis.
Central foveal thickness

CFT is considered to be a strong prognostic measure for
ME levels, so it was also assessed in this meta-analysis.
At six months, the pooled result was more effective in
decreasing CFT in the IVR 0.5 mg group, and the

summary mean difference (WMD: −216.86 μm) was statistically significant (95% CI: −279.01, −154.71; P <
0.001), compared to the non-anti-VEGF group. A more
obvious reduction in the CFT of the IVR 0.3 mg group
was observed than in the CFT of the non-anti-VEGF
group, and the mean difference in CFT was statistically
significant (WMD, −218.97 μm; 95% CI: −303.31, −134.63;
P < 0.001); however, the corresponding I2 value was 70.5%.

Figure 2 Forest plot depicting the meta-analysis for the proportion of patients who gained ≥ 15 ETDRS letters. RR = risk ratio; CI = confidence
interval; IVR = intravitreal ranibizumab; VEGF = Vascular endothelial growth factor.
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Figure 3 Forest plot depicting the meta-analysis for the proportion of patients who loss ≥ 15 ETDRS letters. RR = risk ratio; CI = confidence
interval; IVR = intravitreal ranibizumab; VEGF = Vascular endothelial growth factor.

No significant differences were found between the
IVR 0.5 mg and 0.3 mg groups (WMD: −12.26 μm;
95% CI: −55.60, 31.08; P = 0.579). Subgroup analyses
comparing the IVR 0.5 mg group to the non-antiVEGF group were performed. All the analyses showed
a statistically significant difference in favor of the IVR
0.5 mg group. The pooled estimates for the CFT
change from the baseline to 6 months are summarized in
Table 5.

Adverse events

We compared the incidence of adverse events, combining the IVR 0.5 mg and IVR 0.3 mg groups with the IVR
group. There was insufficient data about adverse effects,
restricting the ability of meta-analyses to evaluate the efficacy of adverse effects occurring at different follow-up
points. The meta-analysis could only analyze the adverse
events reported by two trials or more; therefore, we
pooled the eye and non-ocular adverse events of cataract

Table 5 Mean change from baseline in CFT at 6 months
Outcome of interest

Studies (n)

WMD (95% CI)

P

Study heterogeneity
χ2

P

I2

IVR 0.5 mg vs non-anti-VEGF
Type of RVO
All trials

4

−216.86 (−279.01, −154.71)

<0.001

5.57

0.135

46.1%

CRVO

2

−230.84 (−357.63, −104.06)

<0.001

3.03

0.082

67.0%

BRVO

2

−190.05 (−243.33, −136.78)

<0.001

0.07

0.789

0.00%

Sample size

4

−216.86 (−279.01, −154.71)

<0.001

5.57

0.135

46.1%

>100

2

−233.77 (−328.83, −138.72)

<0.001

4.49

0.034

77.7%

<100

2

−175.95 (−277.40, −74.50)

<0.001

0.30

0.585

0.00%

4

−216.86 (−279.01, −154.71)

<0.001

5.57

0.135

46.1%

Sham

3

−216.42 (−292.99, −139.85)

<0.001

5.56

0.062

64.0%

Sham plus laser

1

−210.84 (−371.90, −49.79)

<0.001

IVR 0.5 mg vs IVR 0.3 mg

2

−12.26 (−55.60, 31.08)

0.579

0.06

0.812

0.00%

IVR 0.3 mg vs non-anti-VEGF

2

−218.97 (−303.31, −134.63)

<0.001

3.39

0.066

70.5%

Different non-anti-VEGF treatment
All trials

-

CFT = central foveal thickness; WMD = weighted mean differences; CI = confidence interval; IVR = intravitreal ranibizumab; VEGF = vascular endothelial growth
factor; RVO = retinal vein occlusion; CRVO = central retinal vein occlusion; BRVO = branch retinal vein occlusion.
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formation, iris neovascularization, vitreous hemorrhage,
hypertension, and myocardial infarction (Figure 4). The
pooled results showed that the incidence of cataract formation (RR: 1.07; 95% CI: 0.19, 5.97), vitreous hemorrhages (RR: 0.84; 95% CI: 0.44, 1.59), myocardial
infarction (RR: 1.41; 95% CI: 0.22, 9.20), and hypertension (RR: 1.77; 95% CI: 0.19, 16.55) were comparable in
both the IVR and non-anti-VEGF groups. However, the
incidence of iris neovascularization in the non-antiVEGF group was significantly higher than in the IVR
group. No significant heterogeneity was observed in this
analysis.
Publication bias

A funnel plot showing the relatively symmetrical distribution suggested no evidence of publication bias, despite
the small number of trials that were included in this
meta-analysis (Figure 5). Begg’s and Egger’s tests, based
on the mean changes of BCVA, showed that there was
little potential publication bias among the included trials
(Egger’s test, P = 0.958; Begg’s test, P = 0.734).

Discussion
Ranibizumab, a high-affinity recombinant Fab, can inhibit all the biological activities of VEGF, and it has been
demonstrated to be effective for treating some ocular
neovascular diseases [12,13,28,29]. In the present metaanalysis, we have reviewed the literature regarding the

Figure 5 Tests for publication bias for WMD of the BCVA change.
WMD = weighted mean differences.

efficacy of ranibizumab treatment for macular edema
secondary to retinal vein occlusion, and regarding the
success of different doses of ranibizumab for treating
this visually threatening disease. Using a random-effects
model, the pooled results of four RCTs indicated that
ranibizumab was successful in treating macular edema
secondary to retinal vein occlusion, and that 0.5 mg and
0.3 mg of ranibizumab were comparably effective.
A comparison of IVR 0.5 mg and 0.3 mg versus nonanti-VEGF showed that both IVR 0.5 mg and 0.3 mg led
to marked improvements, demonstrated by the number
of BCVA ETDRS letters gained and the proportion of

Figure 4 Forest plot depicting the meta-analysis for adverse events between IVR and non-anti-VEGF treatments. RR = risk ratio;
CI = confidence interval.
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patients who gained at least 15 letters. Three studies
compared IVR with sham injection and one study compared IVR with laser coagulation treatment; both comparisons demonstrated the advantages of IVR therapy.
Ranibizumab was shown to not only prevent further vision loss, but also to improve visual acuity (≥15 letters
gained) among 47.7–61.1% of patients with macular
edema secondary to retinal vein occlusion [6,12,13]. A
similar trend was also observed in the mean CFT change;
a greater reduction in foveal thickness occurred in patients
treated with IVR 0.5 mg or 0.3 mg.
The pooled results of the present meta-analysis
showed that the IVR 0.5 mg group was associated with a
numerically larger change in BCVA and reduction in
CFT, relative to the IVR 0.3 mg group. However, there
was no significant difference. The results revealed that
both IVR 0.5 mg and 0.3 mg treatment were effective
and had the similar efficacy.
The rising popularity of ranibizumab was accompanied
by concerns about its clinical safety. For example, it may
result in the formation of cataracts, vitreous hemorrhages, and arterial thromboembolic events [6,12,13,25].
A comparison of the incidence of adverse events in the
IVR group and non-anti-VEGF group showed that there
was a higher incidence of iris neovascularization in the
non-anti-VEGF group. Unsurprisingly, without the antiVEGF treatment, persistently high concentrations of
VEGF in the vitreous and anterior chambers would result in iris neovascularization. Some have raised concerns about the potential for arterial thromboembolic
events with IVR treatment, but the present analysis suggests that the incidence of myocardial infarction was comparable between the two groups. Moreover, Yanagida et al.
[30] undertook a systematic review of the adverse
events associated with ranibizumab and found that it
was systemically safe for treating macular edema. Thus,
the conclusion could be drawn that IVR was a safe
treatment for macular edema secondary to retinal vein
occlusion. However, physicians should pay attention
when administering repeated doses.
For the current meta-analysis, we evaluated the efficacy
and safety of IVR 0.5 mg and 0.3 mg for treating macular
edema secondary to retinal vein occlusion. In an attempt
to produce robust results, we stated rigorous inclusion
criteria before beginning and included only RCTs that
compared the efficacy of ranibizumab and non-anti-VEGF
for treating this disease. Moreover, we performed subgroup analyses, the results of which suggested that all subgroups did not materially alter the pooled results, adding
robustness to our main findings. In this analysis, most
comparisons exhibited no heterogeneity.
Our study had a number of strengths. First, all the
original studies that were included used a randomized
controlled design. Second, the present meta-analyses
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had strict inclusion and exclusion criteria. Third, in the
CRUISE [13] and BRAVO [12] studies, the sham injection group received sham injections every month for
6 months, then PRN IVR 0.5 mg for 6 months. Thus,
we only extracted the outcome of month 6 to avoid
crossover of the treatment groups. Fourth, we strictly
followed the Cochrane Handbook for Systematic Reviews of Interventions and the PRISMA statement
when performing the literature search, data extraction,
quality assessment, and statistical analysis. This makes
our conclusions more scientific and reliable. Thus, this
meta-analysis contributes robust information to this
area of study.
Although the present analysis represents a complete
summary of the currently available evidence for the efficacy of IVR 0.5 mg or 0.3 mg for treating macular
edema secondary to retinal vein occlusion, it also serves
to highlight any limitations. The main weakness of the
analysis is the short follow-up times of the included
studies. Longer follow-ups after the last injection or longer periods of repeated injections would have provided
more certainty regarding treatment recommendations.
Another potential limitation is that the included trials
contained two types of RVO. This factor may result in
heterogeneity, and could impact our results. However,
subgroup analyses showed that the CRVO and BRVO
subgroups had similar results and did not alter the
pooled results. Additionally, the small number of trials
eligible for our meta-analysis made it difficult to acquire
enough data for meaningful results. Fourth, the sample
sizes of some of the included studies were small. For example, Tan’s [6] trial only included 36 participants,
which substantially increases the risk of a type II error.
The fifth limitation is that the analyses of adverse events
outcome measures were based on data pooled from trials with different follow-up periods. Finally, as we cannot attempt to gain access to unpublished results,
publication bias cannot be fully excluded.

Conclusions
In conclusion, the current limited evidence suggests that
ranibizumab is more effective than sham injection and
laser treatment. IVR 0.3 mg is as effective as IVR 0.5 mg
for treating macular edema secondary to retinal vein occlusion. However, long-term data on the effectiveness
and safety of this treatment method are needed.
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