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Checkerboard Visual Field Defect in Occipital Stroke
Sarah Kamal, BA, Bayan A. Al Othman, MD, Ashwini T. Kini, MD, Andrew G. Lee, MD

Abstract: A 74-year-old man with vasculopathic risk factors
presented to the emergency room with a chief complaint of
peripheral vision loss resulting from an intracranial hemor-
rhage in his right parietal and occipital lobes. Urgent
craniotomy and ventriculostomy led to a stable clinical
condition with subsequent development of a crossed quad-
rant homonymous hemianopsia (checkerboard visual field)
due to a new right parieto-occipital infarct superimposed on
a prior left occipital infarct. This uncommon visual field
defect represents juxtaposed homonymous quadrantano-
pias that produce a striking checkerboard appearance that
is almost pathognomonic for bilateral occipital lesions.
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A 74-year-old man presented with acute, bilateral, simul-
taneous visual loss. Medical history was significant for

congenital aortic valve disease, hypertension, hyperlipid-
emia, coronary artery disease, and prior carotid endarterec-
tomy and stenting. His medications included low-dose
aspirin and prasugrel. Computed tomography (CT) scan
of the brain showed an acute large right parieto-occipital
hemorrhage with shift and mass effect and a prior left occip-
ital hypodensity consistent with prior ischemic occipital
infarction (Fig. 1). He subsequently underwent an emer-
gent right occipitoparietal craniotomy and decompression
of the hemorrhage. Postoperative CT scans of the brain
demonstrated an interventricular hemorrhage and bifrontal

pneumocephalus and hydrocephalus, which necessitated
a ventriculostomy. Serial CT scans showed evolution and
resolution of the hemorrhage and hydrocephalus and the
ventriculostomy catheter was removed.

Neuro-ophthalmic examination revealed a visual acuity
of 20/20 in both eyes. Both pupils were reactive to light
with no relative afferent pupillary defects or anisocoria.
External, anterior segment, intraocular pressure and dilated
fundus examinations were normal. Automated perimetry
(Humphrey visual field 24-2) demonstrated a right, supe-
riorly congruous homonymous quadrantanopia with a jux-
taposed left, inferiorly congruous, macular sparing
homonymous quadrantanopia (Fig. 2). These findings
illustrate a crossed quadrant homonymous hemianopsia
(i.e., checkerboard visual field).

DISCUSSION

Our patient presented with a crossed quadrant homony-
mous hemianopsia (checkerboard visual field) due to an
acute parieto-occipital infarct superimposed on a prior
asymptomatic chronic occipital infarct. This uncommon
visual field defect represents juxtaposed homonymous
quadrantanopias that produce a striking checkerboard
appearance that is almost pathognomonic for bilateral
occipital lesions. Homonymous hemianopsias and quad-
rantanopias may be symptomatic or asymptomatic depend-
ing on various factors including the extent of field loss,
cognitive status, and fixation involvement. Patients often
misinterpret homonymous field defects as monocular vision
loss on the side of the field defect, highlighting the
importance of bilateral visual field testing in patients with
monocular complaints.

To the best of our knowledge, the checkerboard visual
field defect has been reported worldwide in 12 prior cases,
initially presenting in the literature in 1891 (1–4). The
most common cause (as in our case) is an ischemic or
hemorrhagic infarct—the infarct may be associated with
a spontaneous thromboembolic event, dissection, or cervical
vertebral trauma (3). Other previous causes identified have
included multiple sclerosis (2 cases reported), syphilis, and
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a necrotizing ependymomyelitis (1,2,4). Clinicians should
recognize the juxtaposed, crossed quadrant, homonymous
quadrantanopia (the checkerboard visual field), understand
the localizing value of the finding, and be aware that the
bilateral visual pathway events may be simultaneous or
sequential.
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FIG. 1. A and B, Humphrey visual field testing (24-2 HVF) shows right, denser superiorly congruous homonymous quadrantanopia
with a juxtaposed left, denser, inferiorly congruous, macular sparing homonymous quadrantanopia (i.e., the checkerboard field).

FIG. 2. Computed tomography (CT) scan of the brain shows
the right parieto-occipital hemorrhage and the left occipital
hypodense area.
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