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role. Similarly, change can be difficult to quantify in non-
perimetric psychophysical tests such as motion detection.
Visual field testing, by contrast, has the edge with its ability to
achieve reproducible quantifiable change. With practice the
patient can be trained to ‘perform’ accurately even though
practice based improvement may occur in up to 10 successive
fields.

Which patients should be subjected to repeat perimetry for
their glaucoma follow up, and how often? The concept of
‘normal’ intraocular pressure (IOP) (with the inference of
stable disease) is seductive and wrong. The demonstration
that visual field loss continues in patients, despite ‘good’ IOP
control after glaucoma surgery, means that long term visual
field follow up is required, with further adjustments to IOP as
necessary.” The lower the IOP in the series reviewed, the
lower the risk of progression.” Patients ‘controlled’ on
medical treatment have an even greater need for accurate
perimetric assessment. Here greater diurnal variation as well
as a higher mean IOP may be responsible for a greater rate of
visual field loss.” Finally, patients with normal tension
glaucoma need the closest of monitoring, for they too will
progress and IOP measurements will always be ‘normal’.

Which patients do not need visual field monitoring? Those
with cataract likely to influence the visual field - in practice
nuclear sclerosis sufficient to reduce central acuity to <6/18
will cause visual field progression at a rate exceeding that of
the glaucoma; those whose rate of loss is so slow that actuarial
analysis would suggest that they will not be visually embar-
rassed in their lifetime; and, of course, those whose visual
performance is so poor that the chances of a reproducible
progression being detected must be extremely low. In
practice these exclusions remove a considerable body of the
typical glaucoma clinic population from the perimetric net,
freeing much needed services for those patients who do.

What perimeter should be used and what program?
Threshold perimetry offers the best possibility of detecting
change and should be available to all patients who can be
‘trained’. The 24-2 program on the Humphrey perimeter and
its equivalent the Octopus perimeter is shorter in duration
and encompasses the most important part of the visual field.
The outer two rows of the 30-2 program are tested towards
the end of the program and would be affected most by fatigue
and droopy eyelids and could be ignored. Those patients
unable to cope with these should undergo suprathreshold
perimetry or kinetic perimetry for they are less demanding,
but at the cost of greater change in the visual field being
required for detection. Recent shorter programs such as
FASTPAC have yet to be shown to be superior for eyes having
visual field defects.’

How should change be identified using the 24-2 program?
This can be by event analysis or trend analysis. Event analysis
can be simple raw data comparison of corresponding retinal
test locations on subsequent fields; however it is time
consuming, cumbersome, inconvenient, and inconsistent.”
It fails to allow for long term fluctuations and is of little value.
The STATPAC 2 program is of limited value, for it only allows
comparison of a ‘new’ field with a baseline field and plots
change likelihood at the 0-05 level without giving an idea of
depth of change. Any change so identified needs ratification
by a further field performed 1 month later.

Trend analysis makes the reasonable assumption that field
loss occurs in a linear fashion,” and analyses quadrants, areas
or individual retinal points by linear regression. This has the
advantage of ironing out long term fluctuation and provides
statistical verification of long term changes. It assumes that
the linear pattern is constantly present (so far only shown in
patients with untreated normal tension glaucoma (McNaught

"Hitchings

E, unpublished observations)) and relies on specialist soft-
ware.”*

In conclusion, perimetry has a reducing role in the
identification and follow up of the glaucoma suspect, but a
major role in the management of patients with established
disease. For these patients the most accurate and demanding
is threshold perimetry. For best results it should be available
for testing two to three times a year for some but not all
patients with glaucoma. The remainder may only require less
demanding perimetric tests or none at all. In this way
approprxate penmetry can be used in glaucoma, and the
repetitive strain injury of repeat testing given only to those
who need and stand to gain by it.
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