Glaucoma is one of those eye conditions that can move quietly for years before anyone notices a problem. That
is exactly what makes screening so important. By the time a person reports obvious symptoms, some degree of
optic nerve damage may already have occurred. In clinic, the most difficult cases are often not the dramatic ones,
but the subtle ones, where the exam looks almost normal and the patient feels fine. That is where careful

screening, patient history, and the right mix of tests make all the difference.

A proper glaucoma evaluation is not one single test. It is a sequence of decisions, each one building on the last. A
good clinician starts by asking whether the patient is at risk, then looks at the eyes themselves, then checks
whether the structure and function of the optic nerve match up. That combination is what turns suspicion into a
confident glaucoma diagnosis. It also helps separate true glaucoma from look-alikes, which matters more than
people realize. Treating someone who does not have glaucoma can mean years of unnecessary drops, stress, and

follow-up visits. Missing glaucoma, on the other hand, can cost vision that never comes back.

Why screening has to be more than a quick pressure check

Many patients still think glaucoma screening begins and ends with intraocular pressure. Pressure matters, but it is
only one piece of the story. | have seen people with pressure in the normal range who had clear signs of
glaucoma damage, and | have seen others with elevated pressure for years and no measurable optic nerve injury.

That mismatch is one reason modern screening looks at several layers of evidence.

The first layer is risk. Age, family history, African or Hispanic ancestry, thinner corneas, high myopia, diabetes, and
prior eye injury all raise concern. Steroid use can also matter, especially if it has been prolonged. A screening visit
should not treat all patients the same. A healthy 28-year-old with no symptoms and no family history does not
need the same level of testing as a 67-year-old with a first-degree relative who went blind from glaucoma.

Screening becomes more efficient, and more honest, when it reflects real risk.

The second layer is the eye exam itself. Pressure is useful, but only in context. The appearance of the optic nerve,
the thickness of the nerve fiber layer, and the visual field all help tell the story. Glaucoma is primarily a disease of
optic nerve damage, not simply high pressure. That is why the diagnosis rests on pattern recognition, not a single

number.

The first visit: history that actually changes the workup

The process usually starts before the patient ever sits at the slit lamp. A thoughtful history can change which tests
are ordered and how aggressively they are interpreted. If someone has a parent or sibling with glaucoma, that
immediately raises the level of suspicion. If they have had years of intermittent steroid eye drops, inhalers, or oral
steroids, that may point in a different direction. If they have had headaches, halos, redness, or episodes of pain,

the clinician has to think about angle anatomy and whether the patient is at risk for angle closure.

Symptoms are often disappointingly vague. Many patients say they see fine, and they do, until you ask about
peripheral vision, trouble navigating stairs, or bumping into doorframes. Even then, the loss is usually subtle.
Glaucoma rarely announces itself in the way cataracts do. That means the history has to be precise and a little
uncomfortable at times. It is not enough to ask, “Any vision problems?” The better question is, “Have you noticed

any loss at the edges, trouble in dim light, or a difference between the two eyes?”

Medication review matters too. Some patients are surprised to hear that prescribed steroids, even when used
correctly, can raise eye pressure. That is one of those practical details that seems small until it becomes the key

clue.



The eye exam begins with the optic nerve exam

A careful optic nerve exam is the heart of glaucoma screening. The optic nerve head can reveal signs of damage
long before a patient complains of symptoms, and sometimes before the visual field shows obvious defects.
Clinicians look at the size and shape of the cup, the integrity of the neuroretinal rim, any asymmetry between

eyes, and the presence of disc hemorrhages or notching.

A larger cup is not automatically abnormal. Some people have naturally large optic discs and correspondingly
larger cups. The challenge is to distinguish normal anatomy from suspicious change. That is where experience
matters. A disc that looks “cupped” on a casual glance may be perfectly healthy in one person and concerning in
another. What raises concern is often not the size alone, but the pattern: thinning of the rim, asymmetry that

does not fit the rest of the anatomy, or a disc hemorrhage that suggests active disease.

The optic nerve exam is also where comparison helps. If previous images or records are available, small changes
become much easier to judge. A single snapshot can be misleading. A sequence of similar-looking exams over

time is far more informative, especially in borderline cases.

Pressure measurement and corneal thickness, useful but incomplete

Intraocular pressure is still measured at almost every glaucoma workup because it provides important context.
Elevated pressure increases risk, but normal pressure does not exclude glaucoma. That is one reason glaucoma
diagnosis can be frustrating for patients who expect a simple “high pressure equals glaucoma” formula. The eye

is more complicated than that.

Corneal thickness is another important piece. A thin cornea can make pressure appear lower than it really is, while
a thick cornea can make it look higher. This is not a minor technicality. It can affect how clinicians interpret the
entire picture. experienced optometrist A patient with a borderline pressure and a thin cornea often deserves

closer scrutiny than the number alone would suggest.

The best clinicians use pressure as a clue, not a verdict. They ask whether the pressure fits the optic nerve
appearance, the visual field, and the rest of the exam. If those pieces do not match, the workup continues rather

than stopping prematurely.

Imaging the optic nerve with OCT scan glaucoma assessment

One of the most useful tools in modern glaucoma care is the OCT scan glaucoma evaluation. Optical coherence
tomography gives a cross-sectional view of the retinal nerve fiber layer and related structures. In practical terms,
it lets clinicians measure the tissue that glaucoma tends to damage first. The scan does not replace the exam, but

it adds precision that the human eye cannot always provide.

OCT is especially valuable when the optic nerve looks suspicious but not definitively abnormal. It can reveal
thinning of the nerve fiber layer or ganglion cell complex that supports the diagnosis. It can also help establish a
baseline for future comparison. That baseline matters a great deal, because glaucoma is often diagnosed by

progression, not by a single abnormal result.

Still, OCT has limits. A scan can look abnormal because of technical issues, eye movement, high myopia, anatomic
variation, or artifact. | have seen scans flagged as suspicious that turned out to be false alarms once the raw
images were inspected. | have also seen patients with clearly damaged nerves whose OCT values were only mildly
reduced because of how their anatomy was mapped. The lesson is simple: the machine helps, but it does not
think. The clinician still has to interpret the result in context.


https://www.opticoreyegroup.com/blog/what-is-the-most-advanced-glaucoma-treatment-exploring-2025-innovations.html

For patients, OCT is usually quick and painless. It does not require dilation in every case, though dilation may still
be used for a better nerve view. The scan takes only a few minutes, but the information it provides can shape

years of follow-up.

The visual field test shows function, not just structure

If the optic nerve exam and OCT show what the tissue looks like, the visual field test shows how that tissue is
functioning. This is a crucial part of glaucoma workup. Many patients are surprised by the test the first time they
take it. They sit in front of a bowl-shaped instrument, stare at a central target, and press a button whenever they
see a light. It sounds simple. In practice, it is one of the most important and least forgiving tests in

ophthalmology.

The test measures peripheral vision in a way that can uncover defects the patient has not noticed. Early glaucoma
often causes small, patchy blind spots that do not affect central reading vision. Later, the loss can enlarge and
become more functionally relevant. The pattern of loss matters as much as the amount. Glaucoma tends to

produce characteristic defects that respect nerve fiber pathways, which helps distinguish it from other diseases.
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Reliability is a major issue. Fatigue, anxiety, poor concentration, and misunderstanding the task can all distort
results. A single poor visual field test should not automatically trigger a diagnosis, and a normal one should not
rule out disease in a suspicious eye. Repetition is often necessary. Some patients do better on their second or
third test because they finally understand the rhythm. That is why a borderline first test is usually treated as a

starting point, not a final answer.

One practical reality: the visual field test can feel long, and many patients get tired of it. That matters because
tired patients produce noisy results. Good technicians spend time coaching, which improves quality more than

many people realize.

How clinicians piece together glaucoma diagnosis

This is the stage where judgment becomes essential. Glaucoma diagnosis is not a checkbox exercise. It is a
synthesis of pressure, optic nerve appearance, OCT findings, visual field results, corneal thickness, and risk factors.
When these elements line up, the diagnosis becomes straightforward. When they do not, the workup gets more

nuanced.



A common scenario involves a patient with a suspicious optic nerve and normal visual field testing. That may
represent early glaucoma, but it may also represent a stable anatomic variant. If OCT shows corresponding
thinning and the pressure is mildly elevated, suspicion rises. If everything else is stable and the patient has been
followed over time without change, observation may be reasonable. Good glaucoma care often depends on

whether the findings are progressing.

Another common case is the patient with elevated pressure but no structural or functional damage. This may be
ocular hypertension rather than glaucoma, though the risk profile has to be weighed carefully. Some people with
ocular hypertension can be monitored closely, while others need treatment because their overall risk is too high

to ignore.

Then there are the challenging cases, such as normal-tension glaucoma. The pressure is not elevated, yet the
optic nerve and visual fields show clear damage. Those patients remind us why glaucoma is not just a pressure
disease. The evaluation has to remain broad enough to catch that group without overcalling disease in everyone

else.

When dilation and angle assessment matter

Not every glaucoma screening ends with the same set of tests. In some patients, the anatomy of the drainage
angle has to be evaluated directly. If the angle is narrow or partly closed, the patient may be at risk for angle-

closure glaucoma, which can behave very differently from the more common open-angle form.

This is where gonioscopy, often done with a special lens after dilation or under certain conditions, becomes
important. It allows the clinician to see whether the drainage angle is open, narrow, or blocked by structures
within the eye. A patient can have normal pressure and still have an anatomically dangerous angle. That is one

reason a thorough exam matters even when the pressure reading seems reassuring.

In some cases, dilation is useful for a better optic nerve exam, but the clinician has to judge whether it is safe
based on the angle status. That balance is part of real-world glaucoma care. There is no one-size-fits-all

sequence. The sequence changes based on anatomy and risk.

What patients can expect during the process

Most people want to know how much of this is uncomfortable, how long it takes, and whether they need to do
anything special. The honest answer is that glaucoma screening is usually not painful, but it can be time-
consuming. A basic visit may take 30 to 60 minutes. A more complete glaucoma evaluation can take longer,

especially if OCT imaging, visual field testing, dilation, and angle assessment are all needed.

The visual field test requires patience more than endurance. OCT is fast. Pressure checks are quick. The optic
nerve exam may involve bright lights and dilation drops, which can blur vision for several hours. Patients should

plan accordingly if they need to drive afterward. That practical advice saves a lot of inconvenience.
A few details often help patients prepare and improve the quality of the visit:

® Bring a current medication list, including eye drops, inhalers, and steroid use.

* Bring old eye records if they exist, especially prior OCT scans or visual field tests.

* Mention any family history of glaucoma, even if it was diagnosed years ago.

® Be honest about test difficulty, because fatigue and misunderstanding can affect results.

* Ask whether dilation is likely, since it can affect driving and work plans.



Follow-up matters as much as the first diagnosis

Glaucoma is rarely a one-and-done diagnosis. Even when the diagnosis is clear, follow-up testing is what tells the
clinician whether the disease is stable or moving. That usually means repeat pressure checks, periodic optic nerve
exam, repeat OCT scan glaucoma monitoring, and serial visual field test results over time. The interval depends
on severity and risk. A patient with severe disease may need much closer follow-up than someone with

borderline findings and low risk.

This long view is one reason glaucoma can be frustrating for patients who want certainty right away. The disease
often reveals itself by pattern and progression, not by a single dramatic event. A stable optic nerve and stable
visual fields over time may reassure the clinician that treatment is working or that the suspicion was overly
cautious. On the other hand, small changes on repeat testing can justify treatment before major vision loss

occurs.

Treatment decisions also affect diagnosis over time. If pressure-lowering drops are started, the aim is not simply
to make a number look better. The aim is to protect the optic nerve. That distinction matters. A lower pressure
that comes with stable structure and stable function is useful. A lower pressure that still allows progression is not

enough.

The part patients do not always hear

One of the quiet truths of glaucoma care is that uncertainty is normal. Early disease can be hard to prove. Testing
can disagree. The optic nerve can look suspicious while the visual field remains normal. The visual field can look
noisy while OCT suggests early thinning. Even experienced clinicians sometimes watch a patient for months

before the pattern becomes clear.

That uncertainty is not a failure of medicine. It is a reflection of how glaucoma behaves. The disease is gradual,
and the tests each capture a different slice of it. The best screening and diagnosis process respects that
complexity. It does not overreact to one odd result, and it does not dismiss a suspicious pattern just because the

pressure is not dramatic.

The practical goal is simple: identify the people who are actually losing optic nerve tissue, start treatment early
enough to matter, and avoid labeling healthy eyes as diseased. That balance requires careful history, a skilled
optic nerve exam, the right imaging, and reliable functional testing. When those pieces are assembled well,
glaucoma diagnosis becomes less of a guess and more of a reasoned clinical judgment, which is exactly what

patients need.
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