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Case Report
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Bilateral Occipital Lobe Infarction Presenting as Bilateral Inferior Altitudinal
Defects
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Purpose: Horizontal visual field defects are generally caused by lesions before the optic chiasm, but we report a case with bi-
lateral inferior altitudinal defects secondary to bilateral occipital lobe infarction.

Case summary: A 57-year-old male with a history of diabetes and hypertension presented with a month of blurring in the inferior
visual field. His corrected visual acuity was 1.0 in the right eye and 0.63 in the left eye, and the intraocular pressure was normal
in each eye. Pupillary response, ocular movement, and color vision tests were normal in both eyes. There was no specific finding
of the optic disc and macula on fundus examination. Visual field examination revealed an inferior congruous homonymous hemi-
anopia with horizontal meridian sparing and a left incongruous homonymous quadrantanopia. Optical coherence tomography for
peripapillary retinal nerve fiber layer thickness revealed a mild decrease in the inferior disc of both eyes. Brain magnetic reso-
nance imaging confirmed the presence of an acute infarction confined with upper medial calcarine fissures of bilateral occipital
lobe and the right splenium of the corpus callosum, which were consistent with inferior altitudinal hemianopia and left superior in-
congruous quadrantanopia, respectively. Brain magnetic resonance angiography showed multiple stenosis of bilateral posterior

cerebral arteries.

Conclusions: The altitudinal visual field defects could be caused by the occipital lesion medial to the calcarine fissure, and un-
usual visual defects could be due to a combination of multiple lesions.
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Figure 1. Ocular findings including fundus photography, visual field test, and optical coherence tomography (OCT). (A) Fundus
photographs show normal disc and retina in both eyes. (B) Humphrey 24-2 visual field examination demonstrates bilateral inferior
altitudinal defects associated with left superior incongruous quadrantanopia. (C) OCT for retinal nerve fiber layer thickness does not
correspond to the results of visual field test. OD = oculus dexter; OS = oculus sinister; ONH = optic nerve head; RNFL = retinal
nerve fiber layer; OU = oculus unitas.
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Figure 2. Brain magnetic resonance imaging (MRI) showing bilateral occipital lobe infarction and brain magnetic resonance angiog-
raphy (MRA) showing stenosis of bilateral posterior cerebral artery (PCA). (A) T2-weighted axial MRI and (B) Diffusion-weighted
imaging show acute infarctions in bilateral occipital lobe (red asterisks) and right splenium of corpus callosum (yellow asterisk). (C)
Sagittal and axial MRA show multifocal stenosis of bilateral PCA (yellow arrows) and not visualized distal portion of PCA (red ar-
rows). (D) T1-weighted sagittal MRI shows the occipital infarctions (blue arrows) above the calcarine sulcus (blue asterisks). A =
anterior; P = posterior; R = right; L = left.
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