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isoptres used for the Goldmann perimetry and
compared with the corresponding AP. Group A
included 208 charts with two isoptres (V4, 112),
group B 137 charts with three isoptres (V4, 112,
12). Group B was smaller either because the
smallest isoptre, 12, was not looked for during
the examination or because it was impossible to
detect it (25% of the patients).

Finally a topographic and comparative study
was made between 345 charts of AP with 345
charts of GP in accordance with the most internal
isoptres in GP regardless of their number. Two
groups were specified according to the position
of the most internal isoptre of GP — outside the
central 30° (n=93) and inside the central 30°
(n=252).

Results

Comparison between the charts of the visual fields
‘with AP and GP, n=345 (Table 1)

We recorded the charts as one of the two
alternatives ‘normal’ or ‘abnormal’. With this
study of the paired alternatives in 79:7% of the
eyes the visual fields were evaluated by both
methods in the same way as ‘normal’ (31-9%) or
‘abnormal’ (47-8%). AP was found to be altered
alone (37 eyes) slightly more often than the GP
(33 eyes), but the difference was not statistically
significant (y*=0-228). :

Comparison of AP and GP according to the number
of the isoptres of GP (Table 2)

Group A, GP with 2 isoptres compared with AP
(n=208). — AP and GP were equivalent in 63-5%
(132 eyes). In 30-3% of cases (63 eyes) the charts
made with AP displayed more defects than those
with GP. The difference was statistically highly

significant (2 test, p<0:001). In a few cases (13

eyes, 6-2%) there were more abnormalities on
the GP than on the AP.

Group B, GP with three isoptres compared
with AP (n=137). —In 77 eyes (56-2%) the visual
fields were identical by both methods. The
Goldmann perimetry was more altered than the
AP in 34-3% (47 eyes) but the number of
questionable cases increased and the difference
was not statistically significant. In a few cases (13

Table.l Comparison between the charts of the visual fields
with automated perimetry (AP) and Goldmann perimetry
(GP): n=345. Study of the paired alternatives

Visual field charts n=345
Identical AP and GP
Normal 110
31-9%
Abnormal 165
47-8%
Abnormal AP and normal GP 37
10-7%
Quadrantal anomalies: simple defect or extense scotoma: 22
Superotemporal quadrant 12
Inferotemporal quadrant 3
Nasal quadrant 5
Extensive, nasal and temporal 2
General depression 7
Isolated relative central scotomas 6
Multiple relative central scotomas without
Systematisation 2
Abnormal GP and normal AP 33
9:5%
Notch on superotemporal quadrant 32
General depression porata 1
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Table2 Comparisons of automatic perimetry (AP) and
Goldmann perimetry (GP) according to the number of the
isoptres of GP

Group A Group B

V4,112 V4,112, 12

Visual field charts n=208 n=137

Identical 132 77

AP and GP 63-5% 56:2%

Isolated or predominant alteration 63 13

of AP: 30-3% 9-5%
Increase of defect area 39 2
Temporal notch 18 (6%) 8(3%
Quadrantal defect 6 3

Isolated or predominant alteration 13 47

of GP: 6-2% 34-3%
Increase of defect area 6 22
Temporal notch 7(3% 15 (8*)
Quadrantal defect - 10 (8%)

*Questionable cases.

eyes, 9-5%) the defects were larger with AP than
with GP.

Topographic study according to the position of the
most internal isoptres of GP (Table 3)

AP and GP were identical in 68-8% and 60-3% of
eyes according to the position of the most
internal isoptre of GP, respectively outside and
inside the central 30°. When the most internal
isoptre of GP was outside the central 30°, AP was
more often abnormal (29%) than GP (2:2%), and
the difference was statistically significant ()’ test,
p<0-001). Within the central 30° the GP was
apparently altered more often (23% of cases)
against 19-4% for AP, but one-third of the cases
were ‘questionable’. Within the central 30° both
techniques were identical, and there was no
significant difference statistically.

Discussion

In our study in nearly 80% of the eyes the visual
fields were evaluated in the same way by both
methods as normal or abnormal (Table 1). When
only two isoptres were investigated, AP seemed
to be superior to GP in disclosing more impor-
tant defects than Goldmann perimetry or even a
defect neglected by it. The results were reversed
when three isoptres were used. But the use of this
third index I2 was not always feasible even in a
normal subject, and the evident rise in results of
GP was linked with a rise of ‘questionable’
results (16/47). When the most internal of the
Goldmann isoptres was outside the 30°, AP was
more effective (Table 3). In contrast, when it was

Table3 Topographic study according to the position of the
most internal isoptre of Goldmann perimetry

Out. 3(° Ins. 30°

Visual field charts n=93 n=252

Identical 64 145

AP and GP 68-8% 60-3%

Isolated or predominant alteration 27 49

of AP: 29% 19-4%
Increase of defect area 9 32
Temporal notch 12 14
Quadrantal defect 6 3

Isolated or predominant alteration 2 58

of GP: 2:2% 23%

(1/3*%)

Increase of defect area - 28
Temporal notch 2 20
Quadrantal defect - 10

*Questionable case.
Outer 30°=outside the central 30°; ins. 30°=inside the central 30°.
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inside the 30° the results of GP were better than
AP but the number of ‘questionable’ cases
increased (1/3), and both methods seemed to be
equivalent.

The problem of the qualitative analysis of
these visual field data was whether to consider as
pathological or not a slight defect in the supero-
temporal quadrant. This was especially evident
for Goldmann perimetry with an important
number of questionable cases. Knowing that the
patient was suspected of having a pituitary
adenoma impressed the perimetrist as much in
his carrying out Goldmann perimetry as it did
the ophthalmologist in his analysis of the visual
field. The standardisation of the visual fields
recorded with AP suppressed the perimetrist’s
bias but evidently not the observer’s knowledge.
In general we found better interobserver agree-
ment with AP than with GP (data in prepara-
tion), though the interpretation of small defects
at the limit of eccentricity (temporal notch)
remained problematic.

Good concordance has been reported'?3*¢ in
the interpretation of both AP and GP (between
66 and 83% of cases). The correlation between
automatic perimetry and Goldmann perimetry
was good either with a liminar'?*¢ or with a
supraliminar® technique, whatever the device
used — Dicon,’ Humphrey,’ or Octopus.'?¢ Buta
quantitative comparison was frequently impos-
sible.’ The results changed with the number of
isoptres used, with the Goldmann perimeter and
the clinical conditions of the examination.

An important feature of our results may be the
thorough investigation of the internal 30°. It was
emphasised by Frisen," who found ‘a bitemporal
foreshortening of central isoptres, not extending
beyond 15 degrees of eccentricity as an early sign
of mid chiasmal compression.” He also thought
that these defects seemed to be more difficult to

detect in static profiles. In a comparative study of

static and kinetic perimetry on the same device
Charlier et al® stressed that kinetic perimetry
appeared to be more sensitive in the detection of
small scotomas located over 15° of eccentricity.
But the interest of a static central investigation of
the visual field was demonstrated in the lesions
compressing the anterior visual pathway,' and
the association of both methods is mandatory for
investigating the statokinetic dissociation."” The
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discrepancies between both static and Kkinetic
techniques were an argument for their comple-
mentary use.

We thank Mrs France Cathelin, Marie Pierre Olivier, and Martine
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