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*In paticats with OHT, IOP < 30, ON +ve and VF -ve it is
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Ophthalmology — Glaucoma Updated Jan 2008

Guidance notes for Glaucoma Pathway

In order to provide propereye care in the community and reduce the number of
outpatient attendanices, shared-care schemes have been put into practice in the UK
with the goal of'monitoring visual acuity, intmocular pressunes, optic dise
appearances and visual ficlds by a non ophthalmologist. Schemes have been
implemented successfitlly with optometrists and orthoptists. While the ultimate
responsibility Br the management ofthe glavcoma remains with the consultant
ophthalmologist responsibility ©r glaucoma tests and certain management
decisions are delegated and Bllow a care pathway.

In developing this pathway we have recogmised that the disgnosis and treatment of
primary open angle gliwemma in any given patient dépends on the assessment ofa
range of variables all of which may be subject to inter-observer and inter-iest
vanation. At the initial assessment by the community optometnst we
recommend o range of'tests which are considered 1o be most valuable It will
ofien be necessary to repeat the initinl tests on several occasions befbre reaching a
conclusive judgement.

Patients suspected of suflering fom  glavcoma will undergo o moutine GOS ocular
examination , including visual acuity testing, slit-lamp examination, applanation
tonometry, optic dise assessment and visual ficld testing.

1- Visual acuity should be recorded for distance with @l comection. The refuctive
ermor should be recorded.

2- 10P Goldman or Perkins applanation tonometry s mandatory

3- Visual feld. A screming fiefd may be peribrmed but i ficld loss is Hund and is
the only sbnommal criterion, a threshold field should be perfbrmed befire referml.
It is recommended thit one of the Bllowing instruments is used B field analysis:
Dicon 400, Henson Bowl perimeter, Octopus, and Humphrey Visual Field
Analyser (600 or 700 serics),
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4 Pachymetry. In the Ocular Hypertension Treatment Study (OHTS) thene was
a strong association with central comeal thickness (CCT) and progression to
POAG; using multivariate analysis subjects with thinner comeas had a hizrd
sk mtio of 3.9 compared to thickest comeas, CCT-comected tonometry
readings are therefore considered valugble when 10P measurements are high
and treatment is being considered, since they will uncover Blsely high
readings cansed by thick comeas, Ultnsonic pachymetry is necommended for
the measurement of comeal thickness. Pachymetry is not widely available and
is currently not deemed necessary in the provision of the care pathway us
designed.

S5-Optic dise assessment It is recommended that caroli] disc assessment by slit
lamp findus biomicroscopy with a 60D or 78D condensing lens and/or sterco
disc imaging is performed. Whene disc imaging is not possible a diagram of
the disc appeamnee should be recorded. + OD means enlarged C/D matio,
abnormal neuroretinal rim or a disc hacmorrhage.

6-A/C Depth We have not advised that the glaucoma pmctitioner trains in
gonioscopy as this is a skill pained afier considemble period by
ophthalmologists. The HES will be responsible Br gonioscopy. Where a
practitioner finds a particularly shallow A/C (e limbal chamber depth is
less thian V4 ol the peripheral comeal thickness by the van Herrick technique)
ar is coneemed about the sk ofangle closure glavcoma referral to the HES is
recommiended

T-History It is recommended that a local protocol is developed with the
agreement of the ophthalmologist. This should fake sccount of visual
symptoms, faimily history and general medical history and drug history.

8-Other risk factors Family history, PXF,

9 -Fast track and urgent cases, Any patient with an 1OF > 40mmHg should
be refémred 0s an emergency.  Suspected angle closure glacoma or uvetis
should be reforred as an emergency or urgently s sppropriate.

10-Secondary Glaucoma All secondary glaucoma will be referred o the HES.

11-Discharge It must be appreciated that discharge does not exclude the nisk of
glaucoma in the fiture and there will still be a need for routine optometry
sereening checks.

12-Communication It is recopnised that eficient communication between the
HES and the glincoma practitioner is essential. This is likely to be Bicilituted
by direct reffrral to the HES.



