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MEASUREMENT OF AGREEMENT BETWEEN
PROGRESSOR AND STATPAC-2 ANALYSIS
Each of the 10 eyes from the sample ofNTG
patients had a series of 12 fields. From the final
(12th) field of each series a total of 540 retinal
locations (excluding peripheral and blind
spot locations) were analysed. A further 49
locations were excluded because they could
not be classified by STATPAC-2 (indeterminate
level of loss with respect to baseline and data-
base comparison).

Classification of the remaining locations as
progressing or stable by the glaucoma change
probability analysis (STATPAC-2) and the point-
wise linear regression analysis (PROGRESSOR) iS
shown in Table 1. The kappa coefficient of
agreement was 0-62 (SE 0-04). This value
indicates a reasonably good level of agreement
between the two techniques for this length of
follow up.31
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A Discussion
....A- Advances in automated perimetry have

provided the clinician with vast amounts of
nt quantitative visual field data from which clear

interpretation and diagnosis must be formed.
This is a formidable task which is further com-

AG pounded by the difficulty in detecting whether
A differences between serial visual fields are real

or merely fluctuation as a result of patient
response variability or other factors.
Summary measures or global estimates of

sensitivity change are insensitive in detecting
subtle and localised glaucomatous field loss
against the background of the noisy perimetric
process. Evaluation of sensitivity at individual
locations to identify change more precisely has
therefore been adopted by recent methods of
analysis such as STATPAC-2 glaucoma change

A A probability analysis for Humphrey data.7
AA_AA It generates probability estimates of individ-
A---. ual locations changing in sensitivity when

compared with baseline and normal reference
data and has been shown to demonstrate dif-
ferences between static and deteriorating field
locations.32 Another study indicated good

A A agreement between this technique and clinical
impressions of visual field change.33

Results from an initial sample of series of
glaucomatous fields indicate reasonably good
agreement between the STATPAC-2 technique

A and the new pointwise linear regression
method to separate progressing from stable loca-
tions. The differences in classification between
the methods can be explained by various
factors. For example, the STATPAC-2 procedure
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Table1 Number of locations fromfinal (12th) field of
all series found progressing or stable by glaucoma change
probability analysis (sTATPAc-2) and pointwise linear
regression technique (PROGRESSOR). Excludes 49 locations
classified as indeterminate by sTATPAc-2 analysis

STATPAC-2 criteria

The colour coding does also highlight the
location close to fixation in the inferior
hemifield which demonstrates marked, highly
significant (p<OO1, bright red) deterioration
in sensitivity.
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Figure 4 Analysis of a
series of visualfield results
from a patient with open
angle glaucoma. (A)
Shows the results as
displayed by PROGRESSOR.
For comparison (B) shows
the same data as described
by outputfrom STATPAc-2
glaucoma change
probability analysis.
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represents an event type analysis which may be
particularly sensitive to sudden, marked loss in
sensitivity relative to baseline. Conversely, the
regression technique is a trend type analysis
which should detect more subtle gradually
developing loss. The two methods are perhaps
correctly identifying different progressing
locations in the same field which show a decay
pattern to which the respective analysis method
is more sensitive. Also the STATPAC-2 analysis
requires different levels of deterioration for dif-
ferent locations within the field. For example, a
greater level of loss is required to give a statisti-
cally significant change in areas of higher
threshold variability. The pointwise linear
regression technique is not weighted in this
fashion but rather identifies significant values
of field loss in relation to long term fluctuation.
Additionally, this pointwise linear regression
technique of determining the rate of loss at
individual locations against time of follow up
uses all the data from a complete series with
less dependence on baseline and normal refer-
ence data. In fact, extracting and quantifying
this pointwise rate of field loss alone may
provide clinically useful information.34

It should be noted that the sensitivity values
of field locations are, however, not indepen-
dent in time or space. Furthermore, using
multiple linear regression analyses at each and
every field location inflates the estimation error
used for determining the significance of a slope
and subsequently affects the interpretation of
the associated p value. These are violations of
the statistical assumptions that underpin this
type of pointwise linear regression analysis.
However, the p values are simply used as
arbitrary cut off values to decide if the rate of
sensitivity loss at an individual location is
significant. These cut off values can be altered
and set within the analysis software to accom-
modate clinically based decision criteria.
Different values may, for example, be used in
different areas of the field because variability of
sensitivity values is partly a function of location
and eccentricity. Indeed, by adjusting these
arbitrary cut off values we can maximise the
sensitivity and specificity of the technique to
detect future field progression.29
The PROGRESSOR software employs a

method of pointwise linear regression and
provides a graphical display of results using
colour coding to clearly indicate significant
field progression. This may prove easier to
interpret than inspection of long 'print outs' of
field series. Furthermore, this method allows
the clinician to examine the spatial configura-
tion of field loss and damage. Such analysis of
spatial patterns of loss is intrinsic to the
detection of true glaucomatous progression.
The sensitivity values of neighbouring field
locations have been shown to be spatially
dependent35 and the sensitivity of detecting
glaucomatous loss has been improved by
incorporating spatial information into certain
forms of visual field analysis.36 Some, newer
methods of analysis are wholly dependent on
spatial properties of the visual field.37

In addition to the novel spatial presentation
of field loss central to the PROGRESSOR statistical

analysis, the software has been developed to
allow exportation of data to other programs
that integrate spatial factors into the process of
detecting field progression. These methods
take advantage of the recognised spatial corre-
lation of the data and, by utilising image
processing techniques, effectively characterise
spatial properties of field data.26 They have
also been shown to quantify and reduce the
variability inherent in these data thus poten-
tially improving the signal to noise ratio of
visual field analysis.27 28 Moreover, these
image processing techniques have been shown
to improve the pointwise linear regression
algorithm for predicting and detecting glauco-
matous field loss.38

In summary, the PROGRESSOR software pack-
age implements a new method of analysis,
based on pointwise linear regression, that
transforms the field data into a colour coded
visual form which combines spatial relations
with temporal change. The agreement between
the pointwise linear regression method imple-
mented by PROGRESSOR and the glaucoma
change probability analysis from STATPAC-2 to
separate progressing from stable retinal locations
appears to be good using series of fields from a
sample of normal tension glaucoma patients.
The PROGRESSOR analysis, using one colour
coded figure, may prove easier to interpret
than the long print out of small triangular sym-
bols provided by STATPAC-2. We are currently
investigating this potential advantage by evalu-
ating clinicians' interpretation and agreement
using PROGRESSOR analysis. Further develop-
ments to add to the suite of programs already
provided are under way. These allow spatial
relations to be characterised in a quantitative
way and are used to reduce noise and improve
the detection of true change. The software has
already been extensively used and tested on
hospital databases consisting of many
thousands of patient visual fields. By allowing
visual field results to be presented in a form
which is visually and intuitively easy to inter-
pret the methods presented here may provide
an efficient device for detecting true progres-
sion in glaucomatous field loss.
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