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o Your ability to identify an abnormal fundus is based on 
your experience observing and identifying a normal 
fundus

o Identifying the location of the problem is the first step in 
initiating treatment



o Imagine you only dilate a 
patient and perform a 
fundus exam when you 
think there is a problem



How is gonio any different?



o A strong fundamental background in gonioscopy is 
necessary in identifying and treating angle related 
pathology

o Practice…Practice……Practice!!!



o Angle related pathology??



o GLAUCOMA!!!!
o But what else?

o Trauma
o Tumors
o Inflammation
o Ocular ischemia
o Corneal Edema



o As more and more optometrists introduce lasers into their 
glaucoma treatment repertoire.  Gonioscopy skills must 
sharpen!!

The question 
isn’t to be or 

not to be

The question is 
to laser or not to 

laser!



The Basic Anatomy
Schwalbe’s Line

Trabecular
Meshwork

(Schlemm’s Canal)

Scleral Spur

Ciliary Body



Schwalbe’s Line

Limit of corneal endothelium
Physical ridge

Pigment collection there is called?
Sampeolesi’s Line

Posterior Embryotoxin
Important structure for orienting in gonioscopy



Trabecular Meshwork

o Triangle w apex at SL and base at SS
o Fronts Schlemm’s Canal

o 3-5 sheets of contractile cells
o Can increase outflow resistance

o => elevated IOP



The Tools

o Direct:
o Koeppe Lens

o InDirect:
o Goldmann 3M, 4M
o Sussman
o Posner
o Zeiss

o Anterior segment imaging



The Procedure

o Topical anesthesia
o Proparacaine or lido gel

o Position patient in slit lamp
o Apply lens to corneal surface

o 3-M needs coupling gel



3M vs 4M

o 3 Mirror Pros
o Longer detailed views of the angle
o Helps when studying difficult angle landmarks
o Beginners more comfortable
o May be easier on non-cooperative patients (blinkers/ 

squeezers)
o Same lens used when doing SLT
o Fundus view



3M vs 4M

o 3 Mirror Cons
o Takes longer
o Requires coupling Gel
o Lub Gel vs GonioVisc
o Cannot do Indentation
o Requires rotation to view entire angle 



3M vs 4M

o 4 Mirror Pros
o Done with topical proparacaine, following applanation 

tonometry
o Can perform indentation gonioscopy in the case of 

chronic or acute angle closure
o Central mirror can be used as a fundus lens



3M vs 4M

o 4 Mirror Pros
o A slight learning curve
o Air bubble can obscure view
o Possible to push lens too hard against cornea
o Folds in Descemet’s are an indicator to back off



The Results



Documentation

o Lens Used
o Deepest visible structure
o Iris approach (concave, flat, convex)
o Pigment
o +/- PAS
o +/- NVA



Simple right?



Technique

o Orient yourself with Schwalbe’s line

o Corneal light wedge
o Bright beam
o Optic Section
o Beam slightly off center

o Where is the best quadrant to start
o Why?











Technique

o Using the inferior angle as a reference point, examine all 
4 quadrants
o Inferior is typically the deepest
o Last to close
o Usually more pigment

o Be aware of artificial constriction of the pupil for the 
light source



Technique

o Play close attention to the iris approach angle
o Hyperopic eyes typically have steep insertion angels 

and a convex appearance
o Pigmentary dispersion or pigmentary glaucoma have 

a posteriorly bowed appearance or concave 
appearance

o Grade the amount of pigment



Pigmentary Glaucoma

NOT A GOOD 
SLT CANDIDATE



Pigment Dispersion Syndrome

SLT Candidate?!?

What about LPI Candidate



There is 
Benefit to LPI

prior to 
glaucoma 
damage

Unless already Pseudophakia
Or in the presence of 

damage/elevated IOP



Technique

o Compression is paramount in evaluating narrow angles 
when considering surgery/laser
o Also helps confirm anatomical landmarks when 

grading difficult angles
o The amount of compression is relative to the eye 

pressure
o Can be used to evaluate patency of a previously 

placed LPI



Now I’m ready!



What the heck am I looking at?

o Acute/Chronic Angle closure Glaucoma
o Plateau Iris Syndrome?

o Trauma (recession vs cleft)
o Shallow chamber from previous surgery
o Malformation of the iridocorneal angle 

o (ICE syndromes, “Axenfeld Reigers”, Peters anomaly)
o Uveitis



What the heck am I looking at?

o Anterior Chamber IOL
o Intraocular Foreign Body

o Retained Lens Fragment
o Side effects from Medicine

o Ciliary body swelling
o Neovascular Glaucoma

o Proliferative Diabetic Retinopathy
o Ocular Ischemic Syndrome
o Central Retinal Vein Occlusion



Plateau Iris Syndrome
o A form of primary angle closure 

glaucoma caused by large or anteriorly 
displaced ciliary body that leads to 
mechanical obstruction of the TM

o More common in younger patients

o Peripheral roll on compression gonio
o Means the mid periphery iris deepens

while the far periphery does not

o Narrow angle despite Patent LPI
Keep in mind this is anterior b scan
And not an OCT





Notice how mid 
periphery deepens 

while 
the peripheral iris 

remains 
shallow



Who needs an LPI?

o A recent Chinese study tried to identify what the effect 
an LPI had on progressing to AACG in NAG suspects



Who needs an LPI?

o Exclusion criteria?
o How does this affect your clinical practice

o What else is a good treatment option in these patients?



Not a good candidate for any  glaucoma laser
*Angles with florid NVA respond very poorly

to non surgical treatment





Angle recession 
Diminished outflow, not a good 

candidate for SLT





Peripheral Anterior Synechia
Proceed with Caution!

SLT – okay
ALT – not okay

LPI – okay in emergencies, but often fail



Cyclodialysis cleft



Scattered low grade PAS from previous ALT
Good candidate for SLT!



Blood in 
Schlemm’s 
Canal

NOT A GOOD SLT 
CANDIDATE



o 25 yoF presents with 1 week blurry vision
o Sc VA 20/400 OU
o BcVa 20/30  (Mrx -3.00 OU)
o ROS:  Positive for Migraines







Trokeni XR (Topiramate)

o IOP is 14 OU
o Any questions?

o What is the treatment?

o Do we see this anywhere else?





IOFB
What’s your plan?



57yoM
20/40
IOP 25
2+NS

Compression on Gonio 
suggest scattered PAS

LPI is probably a bad idea!



Emulsified Silicone Oil











Anterior Chamber IOL’s

o Do Gonioscopy!
o Look for correct angle placement of lens haptic

o Suspect incorrect position in cases of asymmetric Guttata
o Or PBK in an eye with ACIOL

o Glaucoma tubes that rub the endothelium are similar 
offenders

o At risk for Pupillary block!
o Need LPI 



Phacomorphorphic
Glaucoma

LPI is a bad idea
Solution is cataract surgery



1 mo following 
uneventful

cataract surgery, 
a refractive iritis 

ensues

A retained lens fragment may 
only be visible on gonio!



Shallow chamber 
following glaucoma 

surgery
(Trabeculectomy in this case)

DILATE!!



End

o Practice…Practice……Practice!!!


