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VF loss respecting

Vertical line

Absolute scotoma



Normal Monocular & 

Binocular Field
Monocular:

 Nasal side - 50° to 60°

 Superior side - 60° to 70°

 Inferior side - 70° to 80°

 Temporal side - 100°to110°

Binocular:

 Vertical field - 110°

 Horizontal field - 200°
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 Optic nerve

 Optic chiasm

 Optic tract

 Lateral geniculate body

 Optic radiation

 Optic cortex
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VF Defect in ON disease



Visual Field Patterns in Optic Neuropathy

 Retinal ganglion cell nerve fibers enter the optic 

nerve head in 3 major groups.

 papillomacular fibers:

 arcuate fibers:

 nasal radiating fibers:
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Visual Field Patterns in Optic Neuropathy

 papillomacular fibers:
 cecocentral scotoma 

 paracentral scotoma 

 central scotoma 

 arcuate fibers:
 arcuate scotoma

 altitudinal defect 

 nasal step defect 

 fibers align along the temporal horizontal retinal raphe

 nasal radiating fibers:
 temporal wedge defect
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 Papilloedema:

 Blind spot enlargement

 Peripheral contraction

 Total loss of visual field
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Altitudinal Field 

Defect

AION Vs. Glaucoma
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Diseases of chiasm
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 Extrinsic lesions affecting the chiasm

 Intrinsic lesions affecting the chiasm
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Disorders Extrinsic lesions affecting the chiasm

 Pituitary adenoma 

 Para sellar meningioma

 Craniopharyngioma

 Para sellar internal carotid artery aneurysm

 Other CNS mass lesions
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Intrinsic lesions affecting the chiasm 

 infectious :tuberculosis, Lyme disease

 inflammatory :sarcoidosis, multiple sclerosis

 Neoplasm :
 primary (glioma) 

 secondary (metastasis) 

 closed-head trauma 

 Para sellar radiation therapy
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VF defect

 Ant. Chiasmal synd:
 Diminished  VA in one eye 

 Superior temporal defect in other eye

 Unilateral hemianopia

 Mid chiasm:
 Bitemporal hemianopia 

 Homonymous hemianopia

 Binasal hemianopia

 Post chiasm:
 Bitemporal hemianopic scotoma
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 The most important characteristics is 

respecting vertical  line
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LINE

Ant chiasm dis. centeral ↓ VA in 

ipsilateral eye + supralateral 

loss in other eye

(junctional scotoma)
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Bitemporal Hemianopic Defect
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Mid  chiasm disease. 
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Mid chiasm dis. 
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Binasal hemianopia is rare

Almost always due to 

Vascular aneurysm



26



27

Differential diagnosis Bitemporal 
hemianopia

 Tilted disc

 ON coloboma

 Dominant optic atrophy

 Functional

 Nasal retinoschisis

 Nasal RP

 Dermatochalasia of upper lid

 Bilaterally enlarged blind spot

They don’t respect vertical line



Optic tract
 Optic tract syndrome: 

 Most commonly due to mass lesion

 Related to aneurysms.

 Anterior lesions :Incongruous contralateral Homonymous 

hemianopia 

 Posterior damage :Congruous contralateral Homonymous 

hemianopia 

 Bow-tie optic atrophy

 Mild contralateral RAPD

28



29

Most common cause:

Ischemic processesHomonymous Hemianopia



Lateral Geniculate Body
 Lesions in this region therefore can give highly localizing 

visual field defects. 

 Congruous horizontal sectoranopia :distribution of 

the posterolateral choroidal artery

 Loss of the upper and lower homonymous quadrants 
(also called "quadruple sectoranopia") : disruption of 

the anterior choroidal artery

 Visual field defects respect the vertical meridian

 Very incongruous homonymous hemianopias can also 

occur with lesions of the LGB. 

 Sectoral optic atrophy occurs with LGB lesions
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Lateral Geniculate Body
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Temporal lobe
 Inferior visual fibers course from the LGB anteriorly in 

the Meyer loop of the temporal lobe 

 Superior fibers tend to course more directly 

posteriorly in the parietal lobe

 Contralateral superior, incongruous, homonymous 

quadrantanopia defects spare fixation ( pie in the sky)

 Damage to the temporal lobe anterior to the Meyer 

loop does not cause visual field loss.
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Parietal lobe Lesions
 Involve superior fibers first

 Contralateral inferior homonymous hemianopia( pie in 

the floor )

 Extensive lesions involve the superior visual fields but 

remain denser inferiorly. 

 Damage to pursuit pathways ,optokinetic nystagmus 

(OKN). 

 Homonymous hemianopia and  reduced OKN response 

 Homonymous hemianopia due to a lesion of the optic 

tract or occipital lobe will yield an intact OKN response. 

35



Parietal lobe Lesions

 Parietal lobe syndromes :

 agnosia

 apraxia

 Lesions of the dominant parietal lobe:
 Acalculia

 Agraphia

 Finger agnosia

 Left-right confusion

 Lesions in the nondominant parietal lobe

 contralateral neglect.
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Right Inferior Homonymous Quadranopia
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Occipital lobe
Hemifields contralateral to the lesion

 Congruous homonymous hemianopia, sparing the 

fixational region(Key Hole appearance) 

 Monocular temporal crescent defect  involving only 

the most anterior portion of the occipital lobe 

 Homonymous lesion sparing the temporal crescent

 Homonymous hemianopia scotoma

 Bilateral altitudinal defects 

 Checkerboard defect

 Homonymous hemianopia that respects both the 

vertical and horizontal meridians
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Congruous homonymous hemianopia, sparing the fixational 

region(Key Hole appearance) 
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 Checkerboard defect
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Occipital lobe



Bilateral altitudinal defects
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Altitudinal field defect

 Most commonly due to optic nerve or retinal 

disease

 Bilateral symmetric postchiasmatic lesion

 Medial LGB

 Occipital lesion



Total field loss sparing fovea
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