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Altitudinal defects

Defects which respect the horizontal midline

Retinal Blood Vessels and
Nerve Fibre Layer

Respect Horizontal
Midline

Commonly Retinal Problem
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Optic Nerve Problems

® Anterior Neuropathy- visible on
fundoscopy

® Posterior Neuropathy e.g. retrobulbar
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Efferent pathway

Each Afferent Pathway
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*Right nerve conduction speed and number of working nerve fibres reduced
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Swmgmg nght Test - Right Relative Afferent Pupil Defect

Light source —_ -,

*Right Optic Nerve damaged
*Right nerve conduction speed and number of working nerve fibres reduced
*Rate of pupil constriction dependent on efferent pathway activity
*Shine light in right, both pupils constrict but very slowly and not as much
*reduced and less frequent optic nerve neuronal activity to stimulate efferent pathway
*Shine light in left, both pupils constrict fully but quickly
*maximal optic nerve neuronal activity stimulating efferent pathway
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Age

Symptoms- jaw claudication, insomnia, weight loss, PMR symptoms

Signs

Bloods — ESR and CRP, Platelets, Anaemia, cholesterol, lipids, HBA|C
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