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Sir, 

Spry interprets one of the conclusions 
from the Nottingham studi to be 'that 
visual field testing by optometrists 
either causes or is associated with 
unnecessary false positive referrals'. An 
important word missed by Spry is 
routine. The study by the Baltimore 
group, used by Spry to elevate the 
importance of routine field screening} 
compares a full 120 point Humphrey 
field test with a simple cup / disc ratio 
and narrowest rim width measure from 
photography. Even under what could be 
considered to be the ideal conditions in a 
prospective epidemiological project, the 
specificity of field screening was only 
75% at a sensitivity level of 85%. When 
translated to a popUlation of 1000 with a 
prevalence of undetected disease of 2%, 

17 true positives (for field defects not 
necessarily glaucoma) will be detected 
along with 250 false positives, a ratio of 
approximately 1:15. This is clearly 
unacceptable for a screening programme 
unless a defect is considered as a risk 
factor for referral rather than an absolute 
indication for the same. 

Our study used dilated stereoscopic 
disc assessment by experienced 
personnel (equivalent of a fellow 
upwards) to define a disc as normal, 
suspect or pathological. Knowledge of 
the visual field result in the clinic was 
not available prior to this assessment. To 
suggest that an individual with normal 
Humphrey fields, normal lOPs and a 
disc classified as unequivocally normal 
might be a case of normal tension 
glaucoma because a single screening 
field performed at a high street 
optometrist shows a 'defect' is absurd. 
That some individuals with ocular 
hypertension produce early defects 
which revert to 'normal' on serial field 
testing is irrelevant to the discussion. 
These at-risk individuals would be 
identified by tonometry, provided it was 
performed reliably. 

It is my experience, and that of many 
of my colleagues, both general 
ophthalmologists and glaucoma 
subspecialists, that significant numbers 
of referrals are being seen where the 
only abnormality has been the visual 
field performed by the optometrist, or 
his/her 'assistant'. Often the 'defects' 
are very minor and do not conform to a 
defect characteristic of glaucoma (or any 
neurological defect) and can be 
explained by a recognised 'false 
positive' association such as 
blepharochalasis / ptosis. 

To date, no screening study has 
assessed the efficacy of individuals 
trained in stereoscopic optic disc 
assessment, despite the widespread use 
of stereoscopy by ophthalmologists. 
Studies, such as one quoted by Spry, 
which use an uncorrected (for disc 
height) cup / disc ratio as the only 
discriminating factor3 will grossly 
underestimate the value of careful optic 
disc assessment in the detection of 
glaucoma and are therefore of little 
value in the screening debate. 

Some health authorities, my own 
included, have sanctioned the training 
and accreditation of optometrists to 
screen for sight-threatening diabetic 
retinopathy. Perhaps the time has come 
to consider a similar system related to 
glaucoma screening in order to act as a 
buffer between an overstretched 
Hospital Eye Service and some 
optometrists who appear to have a low 
threshold for referral of glaucoma 
suspects. 
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Sir, 

We thank Dr Spry for his comments on 
our paper.1 While visual field testing can 
perform better than other screening tests 
for glaucoma, this only applies if 
appropriate screening methodology is 
employed 2 The purpose of our study 
was to assess the positive predictive 
value of visual field testing as currently 
practised by optometrists. Visual field 
testing was found to be associated with 
unnecessary false positive referrals 
because validated screening 
methodology was not always observed. 
For perimetry, this includes selective 
screening of a population at increased 
risk of glaucoma and repeating 
abnormal perimetry (in the absence of 
other features of glaucoma) to confirm 
genuine field loss before referral?-4 

The Baltimore Eye Survey, for 
example, was a large population-based 
study of subjects aged;" 40 years. 2 It 
employed the Humphrey Field Analyzer 
(full-field 120 supra threshold screening 
test) for initial visual field screening 
with confirmation of abnormal fields by 
Goldmann perimetry. This visual field 
screening strategy performed better than 
non-perimetric screening tests for 
glaucoma. The predictive value of a 
screening test is, however, strongly 
dependent on the prevalence of the 
condition in the population being 
screened. Non-selective visual field 
screening (subjects aged < 40 years with 
no risk factors for glaucoma) would 
therefore be expected to have a low 
positive predictive value. This was 
indeed one source of unnecessary false 
positive referrals in our study. 

The Rotterdam Study demonstrated 
the importance of the learning effect in 
visual field screening.3 This population
based study assessed 3062 subjects aged 

;" 55 years with the Humphrey Field 
Analyzer (76-point supra threshold 
screening test). A visual field defect or 
unreliable field was present in 18.4% of 
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