
Patient referred for glaucoma management

Tentative diagnosis made

Risk profile assessment Clinical assessment (workflow)

•  Refractive error and clinical history obtained 
from referral letter (including previous 
perimetry and/or imaging results)

Patient basic information gathered electronically
•  Demographic: age, gender, race/ethnicity
•  Prior ocular clinical history (including previous 

ocular diagnoses of glaucoma)
•  Contributory medical history, medication list 

and allergies (including systemic vascular/ 
metabolic disease, previous ischaemic/vascular 
events, neurological disease)

•  Contributory family history (first degree relative 
most important)

•  Vision
•  Perimetry: Humphrey Field Analyzer 24-2 

SITA-Faster (frontloaded) 2+ tests per eye

Contact procedures: applanation tonometry, 
pachymetry, gonioscopy

Ocular imaging
•  OCT retinal nerve fibre layer and optic nerve 

head scan, and ganglion cell-inner plexiform 
layer scan

•  Colour fundus photography: posterior pole and 
stereoscopic optic nerve head

Further ocular assessment indicated Further systemic investigations indicated

•  Intraocular pressure profiling (water drinking 
test ans/or iCare HOME self-tonometry)

•  Repeat perimetry (including 10-2) to confirm 
defect (or central defect)

•  Repeat imaging (including OCT angiography)
•  Repeat assessment at a late date to obtain 

longitudinal data

Further investigations not indicated

•  Neuroimaging (MRI) of brain and orbits, guided 
by pattern of visual field loss

•  Cardiovascular investigations, including carotid 
Doppler ultrasonography, and full blood counts 
and lipid profile

•  Blood tests for inflammatory and/or nutritional 
markers

Final diagnosis and management plan


