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Is what you’re doing going to get you the result you want?
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Relationship between Quality of Life, Ability to Act, and 
vision; 
Conclusions.
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What is the desired result?
The primary purpose of assessing a person’s vision is for 
that assessment to be useful to that person, that is,  part of 
a strategy designed  
 to help that person feel healthy (QoL) and
 to be able do what he/she/they wishes to do,
 at an affordable cost. 

The purpose is not to get a score or a printout or determine 
if “normal” or “abnormal.”



A secondary reason is 

for that assessment to be useful to the community by 
reducing  the burden on the person’s community due to the 
decreased productivity, and increased costs of care and 
supportive services caused by a  person losing enough 
vision to become disabled. (A public health purpose)



Other purposes for assessing vision:

Charge a fee,
Assess the usefulness of a product, 
Build a practice by appearing  to be “state of the art,”
Fill out a record,
Help avoid being convicted of malpractice,
Practice the “standard of care,”
Illustrate reality to a patient,
As part of an investigative study,
Increase understanding of pathophysiology.



2 truths -----------
Doctors love visual field testing:
 it is financially profitable (?$500 M /year),
 loss of field ‘justifies’ doing something that generates a fee,
 often the results are shown in a “print out” (a fiction ---
   the “hard, allegedly objective” printout is a fantasy)
 the results are often analyzed statistically (a fiction),  
 provides security re: diagnosis and treatment (a fiction).

Patients hate visual field tests:  
 they know they’re not giving accurate answers,
 they know the printout does not represent what they see,
 they know the doctor will “believe” the results of the test. 



3  reasons for assessing  the visual field:  a) diagnose, b) 
monitor change, c)  evaluate an attribute of importance: QoL, 
ability to perform actions, etc.

a) Diagnosis: patterns of field loss can be diagnostically 
useful. Different methodologies are differentially useful. 
 simultaneous confrontation --- certain types of 

stroke;
 motion (kinetic) --- define boundaries: tumors, 
 strokes, likelihood of wipeout associated with surgery 

etc.;
 localized luminance --- find isolated defects, ?  

Glaucoma defects, etc. 
 



Desired purpose of test:

b) Quantitate amount and nature of Change: this a 
tremendously underappreciated useful aspect, but only if 
assessment of the visual field is accurate. 
Ways to increase accuracy: instruct well; retest; have 
optimal duration of the test; assure patient is looking  
centrally when stimulus shown. 
 Monitoring fixation allows deleting unreliable results. 
It is not possible to have constant fixation; the eye is in constant 
motion (saccades). 
Monitoring also is a help in interpreting the  amount of inaccuracy.
 



Accuracy can be increased by increasing the distance from the 
observer to the test stimulus, so the “blind” areas have a larger 
linear width. The smaller the device the less accurate the field.



Desired purpose of test

c) Evaluate an attribute important to that specific patient: 
assess a specific disability or ability – 
 driving, 
 stereopsis,
 peripheral vision (ice hockey players), 
 detect motion, 
 mobility,    
           various aspects of quality of life.
 



Other important considerations:

?
How accessible is the test? (compare Amsler Grid to Bell 
Perimeter)
Able to self test?
How expensive?   (time and money)?



So, What is the result that is wanted? 
To obtain an adequately accurate reflection of an aspect of 
that field.   Accuracy is vital for detecting change; 

To evaluate  a particular aspect of the field: patterns of 
luminance, boundaries especially horizontal and vertical, 
motion, flicker.

To assess a specific clinical ability: QoL, athletic skills, 
detect motion, find objects, be mobile.



My early experience (focusing on vision testing):
1960 Residency: (Wills Hospital) much attention to visual 
acuity; selective interest in VF --  confrontation, tangent 
screen -- used primarily for diagnosis;   
1963 Glaucoma Fellowship: (NINDB) further reading; 
Goldmann perimetry, dark adaptation, ERG;
1965 Practice, comprehensive: realization I was not a             
competent clinician, but rather a well-trained automaton 
(Yale, Harvard, U Michigan, U Penn, Wills Eye, NIH); I 
started becoming aware of the poor overlap between 
academic and clinical skills.
 



1968 -2024 Faculty at Wills Eye Hospital: 
Had papers published in refereed journals regarding vision 
tests ,especially how they relate to  quality of life and the 
ability to perform visually related tasks;
Fields: Goldmann, Tuebingen, Octopus, Frequency 
Doubling, Humphrey; Octopus, Virtual Goggles; various 
soft ware (not short-wave length perimetry); 
Color: Farnsworth-Munsell Color;
Contrast Sensitivity: Pelle-Robson, SPARCS;
Performance  based tests:  AFREV, ADREV, CAARV;   
Collaborations  -- NEI studies, U Michigan, U Penn,  
Aravind, Chandigarh, Kolkata , FDA –  PROM



1968 –present 
I am the author of over 400 articles in refereed journals, 200+ 

editorials, 22 books (one on standard automated perimetry). But my 
primary interests were mentoring and patient care.
Initially I relied largely on tests, both “functional” and structural (VA 
and VF do not test function but only the ability to take a test related 
to an aspect of vision). I  gradually became aware that much in 
refereed journals was either error or irrelevant to the well-being of 
patients (BMJ editor - “trash”), that products were developed 
primarily for the benefit of academics and industry, that so-called 
objective tests were just covert algorithmic subjective tests, and 
that few physicians in any medical field were primarily interested in 
how specific people felt or what a specific person could do. The 
investigators' emphasis  was on group means, and not on 
individuals. (Consider how rarely research data show the results in 
individuals).  



Roberta McKeanCowdin, ∙ Rohit Varma, Joanne Wu, ∙ Ron D. Hays, Stanley P. Azen
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Published interpretation:

“HRQOL is diminished even in persons with relatively mild VFL 
on the basis of MD scores”.
“Four- to 5-dB differences in VFL were associated with a five-
point difference in the NEI-VFQ-25 composite and most 
subscale scores.”
Severity of Visual Field Loss and Health-related Quality of Life.  Am. J. Ophthal Volume 
143:6;1013-1023,June 2007

https://www.ajo.com/issue/S0002-9394(07)X1003-1
https://www.ajo.com/issue/S0002-9394(07)X1003-1


VA            0.05 = 20/400                   1 = 20/20    

QoL survey developed for Mali –urban and rural populations









That graph is a lie: an intent to deceive  --

as is much that is presented and published medically.

Conflict of interest issues are huge.



Problems with testing visual fields; noisy, focal, expensive.
In my practice I used the clinical examination and test 
results to determine who would be tested with fields:
 my purpose: diagnostic baseline, monitor change in 
 those able to take test well (VERY valuable);
 used in those able to fixate; with satisfactory prior 

test. 
Fields were not used to assess disability (generalizations 
from group to an individual are just guesses). 
 --monocular fields misleading (Ophthalmology 
Glaucoma 7:401-404, 2024). 
 
  



Conclusions: re accuracy:

The major factor affecting the accuracy of visual field 
testing is the person being tested. The technician’s role is 
highly influential (e.g., how to distinguish between entoptic 
phenomena and a test stimulus): proper refraction, 
correcting lens, lens placement, instruction, monitoring 
during the  test. The hardware and software may not be the 
primary determinants of accuracy. 
The smaller the device, the less the accuracy. The greater 
the distance between the person being tested and the 
testing “surface” the greater the accuracy of the test.
 



Conclusions re accuracy

Within limits, the longer the test the greater the accuracy.

Present methodologies may have already exceeded the 
ability of patients to respond accurately.
 Consider blue/yellow, short wavelength perimetry. It is 
useless because so noisy – yet was strongly promoted. 
Doctors were delighted because almost everyone had a 
field defect. 



Conclusions re: Disability 

Visual loss affects visually-related quality of life and ability to 
perform visually related tasks, but the extent to which it does that in 
a specific individual can not be accurately predicted, and varies 
markedly.
Assessment of contrast sensitivity relates to QoL and ability to 
perform visually-related  tasks better than assessment of  VF.  
The best way to estimate the effect of a disability on an individual  
(such as the effect of loss of visual field) is to discuss this with the 
person. 



Conclusions: re disability: Truths, not Lies:

Disability in an individual cannot be tightly tied to a 
surrogate for disability (such a visual field).
Quality of life in an individual cannot be tightly tied to a 
surrogate for QoL (such as visual field).
To study amount and nature of disability well one needs to 
use a performance-based measure. 
Subjective disability (Quality of Life) is best assessed 
subjectively through the history. There is often a vast 
difference between QoL and measured disability. 
Two 30-yr-olds: hand movements BE vs 20/20R, 20/30LE.



Access to testing, self testing, accuracy and costs of 
testing are issues of importance.
On a list of issues important to patients and the 
community, refining field testing is low. Improving how field 
testing is done and interpreted is high on the list. 

Valid relevant evidence that devices actually benefit 
patients and/or the community should be required.
At present this is not the case.
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End of presentation



Slides tht may be used in the discussion



The primary purpose for assessing vision: 

Your thoughts?

Focus on “primary,” please, because there are various 
purposes.



Proper Objectives of caring for a patient with 
glaucoma: please answer “yes” or “no” to each;

Reduce IOP to Target IOP,
Reduce IOP to measured value of < 21,reduc mmHg (or 24 mm Hg),
Reduce IOP to measured value of 12 mm Hg,
Prevent loss of  any  visual field,
Prevent progression os visu loss,
Prevent and Retinal Nerve Fiber Layer al field Fiber loss,
Prevent any damage to the optic nerve,
Present progressive damage to the optic nerve,
Prevent symptoms caused by visual loss,
Prevent troublesome symptoms caused by visual loss
Relieve troublesome symptoms caused by visual loss.
To assist in caring for patients well.
To assist in care for a specific patient well.



The desired outcomes of a patient can only be accurately 
and relevantly answered by the specific patient  and
before that patient has been indoctrinated by the doctor or 
other “authority..” 
Desired patint aoutcomes are routinely different from 
those of  the doctor  or the profession.
This is the most important message of this presentation.
 



What hopes and concerns of patients should 
be listened to and which paid for?
The hopes and concerns important to the patient should be 
heard by the patient’s doctor.
However, as the health of the patient is a consequence of 
more than the patient’s life style, some issues related to 
that patient are the responsibility of the community of the 
patient.  
Which of those hopes and concerns are the responsibility 
of the patient, and which of the community of the patient 
are not decisions for the patient or the doctor, but for the 
community.  



An enlightened community presumably spends money related 
to patients on what is important to the patients and the 
community. 
Consequently, tests that measure what is important to patients and the 

community take precedence over those of less importance to patients 
and the community.
Relative value related to people with or suspected of glaucoma:
The History;
Ability to discern dark/light borders  (contrast sensitivity);
Visual acuity;
Appearance of the optic disc;
Appearance of the anterior chamber angle;
The visual field
The retinal nerve fiber layer,
The intraocular pressure,
The thickness of the cornea centrally
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