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Article 4 �Corectopia: Facilitating a Preferred Retinal Site/Preferred 
Retinal Locus: A Theory on Enhancing the Potential for 
Reorganization of Visual Processing in Those with Macular 
Degeneration/Absolute Central Scotoma

	� Lawrence A. Routt, Sr., OD, Kosciusko, Mississippi

ABSTRACT

Background: Having a preferred retinal locus or loci refers to the utilization of one or more eccentric retinal fixation 
points, most often occurring with loss of foveal function. This article proposes the theory that surgical pupil displacement 
could facilitate development of an optimally functioning preferred retinal locus in those with macular degeneration/
absolute central scotoma while enhancing the potential for reorganization of visual processing.

Case Report: A seventy-five year old aphakic male presented complaining of blurred vision with his habitual aspheric 
spectacles. He reported having had extracapsular cataract extraction for congenital cataracts OD, then OS, at seventeen 
years of age. He had mild corectopia OD, a severely updrawn peaked pupil OS, and best visual acuity (BVA) limited to 
20/40-1 OD and 20/40 OS at distance. Scanning laser ophthalmoscopy indicated the use of a preferred retinal locus OU. 
With chronic dilation of the patient’s updrawn pupil OS, the visual axis was enabled, the dimensions of the visual field 
OS were significantly increased, and BVA improved to near normal OS.

Conclusion: A patient with macular degeneration/absolute central scotoma who has a centered pupil and normal peripheral 
retina in the absence of other significant ocular or neurologic pathology could, in theory, benefit from surgically induced 
corectopia. This would enable direct light stimulation of a preferred retinal site, an area of viable retina determined to be 
the most appropriate for establishing a single, stable, preferred retinal locus when there has been loss of foveal function. 
This could enhance the potential for reorganization of visual processing.

Keywords: absolute central scotoma, alternative visual axis, age-related macular degeneration, corectopia, preferred 
retinal site, preferred retinal locus or loci, reorganization of visual processing, Stargardt disease

Introduction
Normal human vision is an on-axis optical system. It 

comprises four main coaxial elements, including the anterior 
and posterior corneal and lenticular surfaces and the pupil 
that enables stimulation of the retina, the light-sensitive tissue 
layer. A well-centered pupil acts as an optical aperture that 
facilitates the following: an optic axis that contains the center 
of curvatures of the optical surfaces of the eye and a visual 
axis for maximum stimulation of the fovea,1 best visual acuity, 
stimulation of both central and peripheral retina for an optimal 
contiguous visual field (about 160 degrees horizontally and 
120 degrees vertically), and optimal image quality centrally 
and peripherally.2

Corectopia, a displaced pupil (not in the center of the 
iris),2,3 can reduce visual acuity, visual field, light sensitivity, 
spatial resolution, and contrast sensitivity. A displaced pupil 
can also result in color distortions, unpredictable changes 
in refractive error, wavelength-specific distortions of visual 
direction, and wavelength-specific errors in the judgement of 
apparent depth and size.2

Because the potential complications of corectopia are 
so numerous and undesirable, there has been relatively little 
research concerning the off-axis human optical system. There 

has been even less interest in pupil displacement except 
as a complication of ocular surgery due to vitreous or iris 
entrapment, intraocular lens placement, etc.4 Nevertheless, it 
is possible that surgical pupil displacement could benefit those 
with macular degeneration/absolute central scotoma.

Two hereditary diseases are responsible for most macular 
degeneration in children and adults. Stargardt disease begins 
in childhood and causes slowly progressive visual loss for 1 
in 10,000 children, while age-related macular degeneration 
(ARMD) is the leading cause of blindness in the elderly, 
affecting nearly 15% of people over age 75.5,6

In the majority of those with Stargardt disease, vision will 
decline to 20/200 or worse, and patients may become visually 
disabled by their 20s. Since high-resolution central vision is 
necessary for reading, driving, using computers, monitoring 
facial expressions, and other tasks, function is severely limited. 
Although there is presently no medical/surgical treatment for 
Stargardt disease,7 functional care, including low vision lenses 
and devices, can be beneficial.6-8

Early ARMD may show no symptoms or loss of vision. For 
intermediate and late ARMD, researchers in the Age-Related 
Eye Disease Studies (AREDS and AREDS2) at the National 
Eye Institute found that daily intake of certain high-dose 
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vitamins and minerals can slow progression.6 Although there is 
no cure for advanced neovascular ARMD, substantial progress 
has been made in the development of anti-VEGF (vascular 
endothelial growth factor) agents that can slow progression 
and may provide improvement. These anti-VEGF agents have 
essentially superseded earlier treatments such as photodynamic 
therapy using verteporfin, laser photocoagulation, and 
injection of steroids such as triamcinolone. Despite highly 
effective treatment with anti-VEGF agents, some patients still 
have significant vision loss, and others will have lost vision prior 
to receiving effective treatment. For those with dry ARMD, 
functional care that includes low vision lenses and devices is 
the only available treatment.6-8 It is possible that surgically 
induced corectopia could enhance the potential benefits of 
such rehabilitative care.

Case Report
A seventy-five year old aphakic, white male presented 

complaining of blurred vision with his habitual aspheric 
spectacles that were in poor condition. The subject reported 
having to hold reading material closer than desired. He had 

a history of extracapsular cataract extraction OD at seventeen 
years of age and ECCE OS several months later (dates of 
surgery unknown).

 Unaided visual acuity was 20/4667 OD, OS. The habitual 
prescription was: 

Habitual spectacle Rx:
OD = +10.00-0.50x006 Add: +3.75  
DVA = 20/50; NVA = 20/50

OS = +10.00-0.25x171 Add: +3.75  
DVA = 20/50;  NVA = 20/50

The Maddox Rod Test indicated 3Δ BD and 1ΔBO OS. 
There was no diplopia, and the patient had reliable alignment. 
Stereopsis was absent according to stereo tests for House Fly, 
Circles, and Animals. According to the Miles test, the patient 
preferred the left eye. There was bilateral vitreous to cornea 
with mild corectopia OD and severely updrawn, peaked pupil 
OS, apparently occurring at the time of extracapsular cataract 
extraction (Figures 1-3). Although there are congenital, non-
surgical causes of corectopia, such as idiopathic tractional 
corectopia, Axenfeld-Rieger syndrome, and ectopia lentis et 
pupillae,9-11 they are not pertinent to this case report.

There was significant opacification of the capsular 
vitreous face OU, but no other ocular pathology was noted. 
Blood pressure was 156/92 mmHg. The patient, who denied 
a history of hypertension, was referred to his primary care 
physician. Refraction was postponed. The patient was referred 

Figure 3.  Pupil appearance pre-dilation OU

Figure 1.  Pupil appearance  
pre-dilation OD

Figure 2.  Pupil appearance  
pre-dilation OS

Figure 4.  Pupil appearance  
post-dilation OD

Figure 6.  Pupil appearance post-dilation OU

Figure 5.  Pupil appearance 
post-dilation OS
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to an ophthalmologist, who performed YAG laser to the 
capsular vitreous face opacification OS and OD, with one 
month separation between procedures. Six months later, the 
patient’s systemic hypertension was well controlled. 

Unaided VAs = 20/1167 OD, 20/500 OS. The patient was 
refracted and new aspheric spectacles were dispensed:
OD= +10.00-0.50x005 Add: +3.50; 
DVA 20/40-1;  NVA= 20/40

OS= +10.00-0.25x170 Add: +3.50; 
DVA 20/40;  NVA= 20/40

Three months later, the patient reported much improved 
vision with routine dilation OU. Thus, further testing was 
done to compare visual acuities, visual fields, and pupil 
dimensions pre- and post-dilation with atropine 1% OU 
bid (Figures 4-6).  Scanning laser ophthalmoscopy was used 
to test for eccentric fixation pre- and post-dilation with 
atropine 1% OU bid. Unaided VA’s remained unchanged 
despite dilation OU.

The subject’s corectopia OD included mild displacement 
of the pupil 1.5 mm inferior nasal (Figure 1). A pupil is 
normally situated about 0.5 mm inferior nasal from center of 
iris.12 Dilation caused no significant change in visual field OD 
(Figures 7, 8). According to scanning laser ophthalmoscopy, 
a preferred retinal locus was established 1.2 degrees temporal, 
0.7 degrees superior and 1.4 degrees total distance from 
the fovea OD. With dilation of the right eye, see Table 1, 
fixation moved to the fovea. However, the right eye remained 
amblyopic at 20/40-1 BVA at far (see discussion).

The severely updrawn pupil OS (Figure 2) and the 
resulting 4.5 mm vertical disparity from the undilated pupil 
OD to the undilated pupil OS inhibited the visual axes OU. 
Instead, the patient established a preferred retinal locus in 
each eye with less than normal BVA, as indicated above. 
Scanning laser ophthalmoscopy indicated a preferred retinal 
locus located 1.2 degrees temporal, 0.49 degrees inferior and 
1.3 degrees total distance from the fovea of the undilated OS 
(see Discussion). With dilation of the left eye (atropine 1% 
bid; Table 1), there was an increase in visible pupil area below 
the left upper eyelid margin in primary gaze.

Figure 7.  Tangent screen pre-dilation

Figure 8.  Tangent screen post-dilation

Table 1.  Pupil Dimensions Pre- and Post-Dilation OU
PRE-DILATED

PUPIL DIMENSIONS OD
POST-DILATED (atropine 1% bid)

PUPIL DIMENSIONS OD

Vertical = 3.0mm
Horizontal = 3.0mm

Vertical = 4.5mm
Horizontal = 4.0mm

PRE-DILATED
UPDRAWN PUPIL  
DIMENSIONS OS

POST-DILATED (atropine 1% bid)
UPDRAWN PUPIL  
DIMENSIONS OS

Vertical = 3.0mm
(pupil extends 1mm below the 

LUL margin, primary gaze)
Horizontal = 2.0mm

Vertical = 4.5mm
(pupil extends 2mm below the 

LUL margin, primary gaze)
Horizontal = 3.5mm

Since the patient was unable to perform reliably on 
automated visual fields, tangent screen visual fields were 
performed (Figures 7 and 8). As shown in Figure 8, there 
was a significant increase in the overall vertical and horizontal 
dimensions of the visual field OS with dilation.

Dilation of the severely updrawn pupil OS enabled a 
visual axis with fixation at the fovea, as indicated by scanning 
laser ophthalmoscopy. The BVA OS improved from 20/40 
distance and near (undilated) to 20/20-1 at distance and 
20/25 at near (dilated with atropine 1% OS bid x 2 weeks). 

The patient’s BVA OS was maintained with chronic 
dilation. The spectacle Rx OS was unchanged, and best visual 
acuity was 20/20-2 in the distance and 20/25 at near (dilated 
with atropine 1% OS bid x 14 months).
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Discussion
Because of the subject’s 4.5 mm vertical disparity from 

the center of the inferiorly displaced pupil OD to the center 
of the severely updrawn pupil OS when undilated, there 
was significant vertical disparity from the optic axis OD to 
the optic axis OS, and from the visual axis OD to the visual 
axis OS. Some adaptation of the undilated patient involved 
establishment of a preferred retinal locus located 0.49 
degrees inferior to the fovea of the left eye that minimized 
his loss in the superior visual field OS. The patient had 
reliable alignment, and there was no diplopia. Prism was 
of no benefit. 

The patient (undilated) unconsciously established a 
preferred retinal locus OU just as a patient with macular 
degeneration/absolute central scotoma might institute a 
preferred retinal locus. In both cases, eccentric viewing is 
an off-axis adaptation to a damaged on-axis optical system 
that typically involves defective visual fields and reduced 
visual acuities.1-3

Dilation with atropine 1% OD bid x 2 weeks (Table 1) 
enabled fixation at the fovea OD. However, the right eye 
remained amblyopic at 20/40-1 BVA at distance. Because 
congenital cataract extraction OD, then OS (dates of 
surgery unknown) was not performed until the patient was 
seventeen years old, he may have developed a preference 
for the possibly better seeing left eye as a young child. This 
could explain the amblyopia OD in the absence of retinal 
pathology OU. Dilation with atropine 1% OS bid x 2 
weeks (Table 2) reduced vertical disparity of the axes from 
OD to OS and enabled fixation at the fovea of the left eye, 
with improvement in BVA at far from 20/40 to 20/20-1 
OS. The BVA of the left eye was maintained at 20/20-2 
with chronic dilation (atropine 1% OS bid x 14 months).

Since visual acuities decline as fixation distance from the 
cone-dense fovea increases,13,14 progression in size of an absolute 
central scotoma can be debilitating. As a result, researchers 
have developed vision training programs that enhance the use 
of one or more preferred retinal loci.15,16 Unfortunately, much 
of this training and/or unconscious adaptation is limited by a 
centered optical aperture (pupil), which determines the area 
of the retina stimulated by light and places a macular scotoma 
in the center of the patient’s visual field. A centered pupil also 
limits the area of healthy, functional peripheral retina that needs 
to be stimulated for development of a preferred retinal locus 
to a ring of tissue disrupted by the central lesion. This enables 
visual cues from viable retina surrounding the central lesion 
to direct the scotoma to the center of the patient’s visual field 
in all positions of gaze. Such disruption of the central visual 
field may require the patient intermittently to move peripheral 
retinal fixation from one preferred retinal locus to another 
across the scotoma as in pursuits, saccadic movements,17 and 
other task-dependent efforts. 

Whitaker et al. showed that multiple preferred retinal 
loci are more likely to occur as the central scotoma increases 

in size.18 This adaptation is contrary to the development of a 
single, optimal preferred retinal locus, which better simulates 
a normal fovea in a healthy on-axis human optical system. 
Furthermore, it is possible that multiple preferred retinal loci 
inhibit the potential for reorganization of visual processing.

Frolo et al. underscore the importance of facilitating a 
single, optimal preferred retinal locus in those with central 
visual field scotoma.19 These researchers used functional 
magnetic resonance imaging to show that direct stimulation 
of the patient’s preferred retinal locus with object pictures 
led to significantly increased activation in striate and 
extrastriate cortices, as well as higher visual areas (fusiform 
gyrus, inferotemporal gyrus), in comparison to stimulating 
a matching peripheral area in the opposite hemifield. The 
difference was not seen in controls. Furthermore, patients 
with stable eccentric fixation showed a greater difference 
between preferred retinal locus and opposite hemifield 
preferred retinal locus in fusiform and inferotemporal gyrus 
than patients with unstable eccentric fixation.19 It is possible 
that multiple preferred retinal loci that may be necessary to 
move retinal fixation across a central scotoma are less stable 
than a single preferred retinal locus.

In contrast to the results just described, not all studies 
show clear evidence for cortical reorganization as a response 
to central scotoma.20-23 Yet, functional magnetic resonance 
imaging, microperimetry, and scanning laser ophthalmoscopy 
have assisted researchers in providing support for cortical 
reorganization in humans with central scotoma.6,19,24-29 This 
offers hope to those with macular degeneration/absolute 
central scotoma who experience loss of vision despite present 
medical/surgical care.8 While low vision lenses, devices, 
and functional treatment can be effective,6-8 surgical pupil 
displacement superiorly could enhance the potential benefits 
of such rehabilitative care.2,5,15,16,19,24-29

There are eight objectives/possible benefits of surgically 
induced corectopia for those with macular degeneration/
absolute central scotoma: 1) to simulate an on-axis optical 
system2 in which there is light stimulation of a preferred 
retinal site, with establishment of an optimally functioning 
preferred retinal locus; 2) to facilitate direct light stimulation 
of a single, preferred retinal locus such that its receptors 
have an opportunity to re-orient towards the center of the 
displaced pupil for optimal visual sensitivity and resolution;30 
3) to enable the use of an alternative visual axis, the line 

Table 2.  Tangent Screen Results OS
(15° Tangent Screen, Test object size = 3mm, Test object color = white

Test distance = 1 meter, with aspheric spectacles, chin rest, lights dimmed)

PRE-Dilation POST-Dilation
Total distance from superior to inferior limits of visual field 27° 38°

Distance from fovea to superior limit of visual field 14° 13°

Distance from fovea to inferior limit of visual field 13° 25°

Total distance from temporal to nasal limits of visual field 37° 46°

Distance from fovea to nasal limit of visual field 14° 24°

Distance from fovea to temporal limit of visual field 23° 22°
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from the fixation target through the center of the surgically 
displaced pupil to a single, stable preferred retinal locus; 4) to 
stimulate as much healthy, viable superior retina as possible 
to provide the maximum available, contiguous inferior nasal, 
inferior central, and inferior temporal visual field needed 
for locomotion, uninterrupted lateral side-to-side gaze, 
reading, saccades,  tracking, and pursuits;31-33 5) to move 
the scotoma effectively to the superior limit of the patient’s 
visual field. This could help eliminate lateral disruption of 
the visual field that may be associated with the development 
of multiple, unstable preferred retinal loci;19,34 6) to eliminate 
the need for unusual head turn35 or tilt and unstable visual 
fixation,5 including low-frequency jerk nystagmus18 that 
possibly enables utilization of multiple preferred retinal loci; 
7) to eliminate conscious or unconscious reinforcement of 
established multiple preferred retinal loci.5 A normal human 
on-axis optical system has only a single retinal fixation point, 
the fovea, and a single visual axis per eye. When there is loss 
of cortical input from macular degeneration, reinforcement 
of multiple preferred retinal loci may be confusing to visual 
processing;19 and 8) to enhance the effectiveness of vision 
training to establish and to reinforce a single, stable preferred 
retinal locus in the superior retina (inferior visual field) above 
the central lesion (below the central scotoma).15,16,19,36,37 If any 
or all of the possible objectives/benefits of surgically induced 
corectopia are realized, the potential for reorganization 
of visual processing in those with macular degeneration/
absolute central scotoma could be enhanced.5,19

For all of the reasons discussed, it is preferable for a 
patient with macular degeneration/absolute central scotoma 
to develop a single, stable preferred retinal locus as close 
as possible to the superior border of the central lesion but 
without any lateral obstruction. Although studies show that 
such a preferred retinal locus can be associated with activation 
of the visual cortex,5,13,14,17-19,30,39,40 there has been no known 
attempt at surgically induced corectopia to stimulate a 
preferred retinal site in order to establish an optimal preferred 
retinal locus, to enable an alternative visual axis, to improve 
the effectiveness of vision training, or to enhance the potential 
for reorganization of visual processing.19,24-30 

Despite present medical, surgical, and functional care, 
including low vision lenses and devices, some patients suffer 
loss of vision to less than 20/200 BVA in the better-seeing 
eye and are unable to function at an acceptable level as the 
result of macular degeneration/absolute central scotoma.5-8 
For such a patient who has a centered pupil and normal 
peripheral retina in the absence of other significant ocular 
or neurological pathology, surgically induced corectopia is 
worthy of consideration.5,13,14,17-19,24-30,39,40 

The pupil should be updrawn superiorly so that the 
inferior margin of the surgically displaced pupil is at or slightly 
above the superior margin of the pre-surgical pupil with 
about 500-750 lux, lumen/m2 indoor office illumination. 
The superior portion of the surgically displaced pupil may 

be covered by the upper eyelid in primary gaze, but this is 
not expected to cause any adverse effects. Although visual 
acuities decline faster vertically than horizontally as distance 
from the fovea to the retinal fixation point increases,14,38 
pupil displacement superiorly is preferable because it would 
most closely simulate an on-axis optical system and provide 
maximum available uninterrupted inferior visual field.1,2 

A second consideration for surgical pupil displacement is 
that the horizontal pupil diameter, with about 500-750 lux, 
lumen/m2 indoor office illumination, should remain as nearly 
the same as possible to the pre-surgical dimension in order to 
simulate most closely the patient’s pre-macular degeneration, 
on-axis optical system.1,2 The post-surgical pupillary distance 
should remain as close as possible to the pre-surgical 
measurement to assist in maintaining optimal binocularity 
when possible. Finally, the post-surgical updrawn pupil 
should remain responsive to topical pharmaceutical dilation 
such that light stimulation of the superior retina can be 
manipulated to extend or to limit the visual field, as preferred 
subjectively and objectively.

In research on monkeys with bilateral laser-induced 
foveal lesions, a preferred retinal locus developed within 
days, but it took several weeks to train the eye movements 
to place targets on the preferred retinal locus.41 In humans 
with less than 20/200 BVA in the better-seeing eye as a 
result of macular degeneration/absolute central scotoma, 
the timing for the development of a preferred retinal locus 
is uncertain.5,17,18,24,33,34,39 This has implications for vision 
training following surgical pupil displacement.

If acceptable to the patient, the unoperated eye should 
be patched/occluded for all waking hours beginning as 
soon as possible after superior displacement of the pupil 
in the operated eye.5,17,18,24,33,34,39 Patching/occlusion of the 
unoperated eye is intended to inhibit interference with the 
potential for reorganization of visual processing involving the 
operated eye.5

Because optimal stimulation of a preferred retinal site 
could aid in establishing a single, stable preferred retinal locus, 
refraction of the operated eye should be performed, when 
appropriate, following superior displacement of the pupil.2,30-33 
If significant vision correction is prescribed for the operated 
eye, the spectacles (unoperated eye patched/occluded) should 
be recommended for all waking hours regardless of whether 
or not there is any immediate improvement in vision. If the 
patient has accommodative insufficiency/presbyopia, a lined 
bifocal is preferable, as the near power is constant throughout 
the seg. This could inhibit the establishment of multiple 
preferred retinal loci that may be associated with a progression 
of lens powers for near.17

Post-operative vision training should be continued, as 
needed, to aid in establishing a single, optimally functioning 
preferred retinal locus with utilization of an alternative visual 
axis.19,20 If this occurs as expected, the unoperated eye should 
remain occluded for all waking hours, if comfortably tolerated, 
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to inhibit interference with the potential for reorganization of 
visual processing in the operated eye. Even if the latter fails 
to occur, any or all of the other objectives/benefits of surgical 
pupil displacement superiorly may be significant for those 
with less than 20/200 BVA in the better-seeing eye as a result 
of macular degeneration/absolute central scotoma.5,19,31-35,37,39

 
Acknowledgements

Thanks to the kind gentleman who was subject of this 
case report and his ophthalmologist, James A. Bruce, MD, 
for the support. Also, thanks to Glenn Steele, OD, vision 
training professor and mentor; Larry Parker, MD, neuro-
ophthalmologist, for his advice; and Gongchao Yang, MD, 
MLS, Brett O’Connor, OD, Leslie Holland, Brandon Cain, 
Gail Howell, and Chameka Robinson for their library 
expertise. The invaluable assistance of Patrick White, Teresa 
Trussell, Wes Carlisle, Cindy Burrell, Mary Durbin, Andi 
Frank, and Chris S. Davis is much appreciated.

References
1.	 Mosquera S, Verma S, McAlinden C. Centration axis in refractive surgery. Eye 

Vis 2015;2:4. Available from http://bit.ly/2rYQDqs. Accessed April 23, 2016.

2.	 Bradley A, Thibos L. Modeling off-axis vision-I: the optical effects of decentering 
visual targets of the eye’s entrance pupil. In: Peli E, ed. Vision Models for Target 
Detection and Recognition: In Memory of Arthur Menendez. River Edge: 
World Scientific Publishing Company, 1995:313-37.

3.	 Olitsky S, Nelson L. Ocular Developmental Anomalies. In: Tasman W, Jaeger 
EA, eds. Duane’s Ophthalmology. Vol 94. Philadelphia, PA: Lippincott 
Williams & Wilkins, 2012. CD-ROM.

4.	 Digital Reference of Ophthalmology [Internet]. Lens & Cataract-Surgery 
& Complications-Updrawn Pupil. Available from: http://bit.ly/2siSbbW. 
Accessed April 23, 2016.

5.	 Schumacher EH, Jacko JA, Primo SA, et al. Reorganization of visual processing 
is related to eccentric viewing in patients with macular degeneration. Restor 
Neurol Neurosci 2008;26(4-5):391-402.

6.	 National Eye Institutes (NEI) [Internet]. Facts About Age-Related Macular 
Degeneration. 2015. Available from: http://bit.ly/2rg7MuF. Accessed April 23, 
2016.

7.	 National Eye Institutes (NEI) [Internet]. Facts About Stargardt Disease. 2015. 
Available from: http://bit.ly/2roZiQf. Accessed April 23, 2016.

8.	 Macular Degeneration Foundation [Internet]. Eyes on the Future. 2011. 
Available from: http://bit.ly/2qG6SZq. Accessed April 23, 2016.

9.	 Kumar V, Robinson R, Ainsworth JR. Idiopathic tractional corectopia. Br J 
Ophthalmol 2000;84(10):1203.

10.	 Mirzayans F, Gould DB, Héon E, Billingsley GD, et al. Axenfeld-Rieger 
syndrome resulting from mutation of the FKHL7 gene on chromosome 6p25. 
Eur J Hum Genet 2000;8(1):71-4.

11.	 Goldberg MF. Clinical manifestations of ectopia lentis et pupillae in 16 
patients. Ophthalmol 1988;95(8):1080-7.

12.	 Hart WM, Adler F. Adler’s Physiology of the Eye: Clinical Application, 9th ed. 
Edinburg: Saunders/Elsevier, 1992.

13.	 Mandelbaum J, Sloan LL. Peripheral visual acuity with special reference to 
scotopic illumination. Am J Ophthalmol 1947;30(5):581-8.

14.	 Wertheim T. Peripheral Visual Acuity. Am J Optom Physiol Opt 
1980;57(12):915-24.

15.	 Tarita-Nistor L, González EG, Markowitz SN, Steinbach MJ. Plasticity of 
fixation in patients with central vision loss. Vis Neurosci 2009;26(5-6):487-94.

16.	 Seiple W, Grant P, Szlyk JP. Reading rehabilitation of individuals with AMD: 
relative effectiveness of training approaches. Invest Ophthalmol Vis Sci 
2011;52(6):2938-44.

17.	 Schuchard RA. Preferred retinal loci and macular scotoma characteristics 
in patients with age-related macular degeneration. Can J Ophthalmol 
2005;40(3):303-12.

18.	 Whittaker SG, Budd J, Cummings RW. Eccentric fixation with macular 
scotoma. Invest Ophthalmol Vis Sci 1988;29(2):268-78.

19.	 Frolo J, Plank T, Renner AB, Brandl-Rühle S, et al. Neural correlates of eccentric 
fixation in patients with central visual field scotomas. Invest Ophthalmol 
Vis Sci 2010;51:3616. Available from: http://iovs.arvojournals.org/article.
aspx?articleid=2372251. Accessed April 23, 2016.

20.	 Horton JC, Hocking DR. Monocular core zones and binocular border strips in 
primate striate cortex revealed by the contrasting effects of enucleation, eyelid 
suture, and retinal laser lesions on cytochrome oxidase activity. J Neurosci 
1998;18(14):5433-55.

21.	 Smirnakis SM, Brewer AA, Schmid MC, Tolias AS, et al. Lack of long-term 
cortical reorganization after macaque retinal lesions. Nature 2005;435:300-7.

22.	 Murakami I, Komatsu H, Kinoshita M. Perceptual filling-in at the 
scotoma following a monocular retinal lesion in the monkey. Vis Neurosci 
1997;14(1):89-101.

23.	 Baseler H, Gouws A, Crossland M, Tufail A, et al. Large-scale cortical 
reorganization is absent in both juvenile and age-related macular degeneration. 
J Vis 2009;9(8):733.

24.	 Dilks DD, Baker CI, Peli E, Kanwisher N. Reorganization of visual processing 
in macular degeneration is not specific to the “preferred retinal locus”. J 
Neurosci 2009;29(9):2768-73.

25.	 Liu T, Cheung S-H, Schuchard RA, et al. Incomplete cortical reorganization in 
macular degeneration. Invest Ophthalmol Vis Sci 2010;51(12):6826-34.

26.	 Baker CI, Dilks DD, Peli E, Kanwisher N. Reorganization of visual processing 
in macular degeneration: replication and clues about the role of foveal loss. 
Vision Res 2008;48(18):1910-9.

27.	 Baker CI, Peli E, Knouf N, Kanwisher NG. Reorganization of visual processing 
in macular degeneration. J Neurosci 2005(3);25:614-8.

28.	 Dilks DD, Baker CI, Peli E, Kanwisher N. Reorganization of visual processing 
in macular degeneration is not specific to the “preferred retinal locus”. J Vis 
2009;9:732.

29.	 Reitsma D, Maciejewski MJ, Szeder V, Ward D, et al. Apparent retinotopic 
reorganization in human visual cortex with central pathology. J Vis 2011;11:10.

30.	 Bonds AB, MacLeod DI. A displaced Stiles-Crawford effect associated with an 
eccentric pupil. Invest Ophthalmol Vis Sci 1978;17(8):754-61.

31.	 Rees AL, Rubin GS. Can AMD patients read text quicker at their PRL than 
other peripheral retinal areas? Invest Ophthalmol Vis Sci 2010;51:3064. 
Available from: http://bit.ly/2siXvvV. Accessed April 23, 2016.

32.	 Schmidtmann G, Logan AJ, Kennedy GJ, Gordon GE, Loffler G. Distinct 
lower visual field preference for object shape. J Vis 2015;15(5):18. Available 
from http://bit.ly/2rYR8Rm. Accessed April 23, 2016.

33.	 Messias A, Reinhard J, Velasco e Cruz AA, Dietz K, et al. Eccentric fixation in 
Stargardt’s disease assessed by Tübingen perimetry. Invest Ophthalmol Vis Sci 
2007;48(12):5815-22.

34.	 Cheung SH, Legge GE. Functional and cortical adaptations to central vision 
loss. Vis Neurosci 22(2):187-201.

35.	 Woo S. Eccentric Viewing Assessment and Training. The Vision Council 
[Internet]. Available from: http://bit.ly/2qFDnmF. Accessed April 23, 2016.

36.	 Cummings RW, Whittaker SG, Watson GR, Budd JM. Scanning 
characters and reading with a central scotoma. Am J Optom Physiol Opt 
1985;62(2):833-43.



Volume 5  |  Issue 3  |  2017, June	 Optometry & Visual Performance	 123	

37.	 Liu T, Wagoner G, Legge GE. Designing adaptable training procedures 
to improve reading with central vision loss. Invest Ophthalmol Vis Sci 
2011;52:1905.

38.	 Song H, Chui TYP, Zhong Z, Elsner AE, Burns SA. Variation of cone 
photoreceptor packing density with retinal eccentricity and age. Invest 
Ophthalmol Vis Sci 2011;52:7376-84.

39.	 Fletcher DC, Schuchard RA. Preferred retinal loci relationship to macular 
scotomas in a low-vision population. Ophthalmol 1997;104(4):632-8.

40.	 Anstis SM. A chart demonstrating variations in acuity with retinal position. 
Vision Res 1974;14(7):589-92.

41.	 Heinen SJ, Skavenski AA. Adaptation of saccades and fixation to bilateral foveal 
lesions in adult monkey. Vision Res 1992;32(2):365-73.

Correspondence regarding this article should be emailed to Lawrence A. Routt, 
Sr., OD, at iclinic@aol.com. All statements are the author’s personal opinions 
and may not reflect the opinions of the representative organizations, ACBO or 
OEPF, Optometry & Visual Performance, or any institution or organization 
with which the author may be affiliated. Permission to use reprints of this 
article must be obtained from the editor. Copyright 2017 Optometric  
Extension Program Foundation. Online access is available at www.acbo.org.au, 
www.oepf.org, and www.ovpjournal.org.

Routt LA. Corectopia: Facilitating a preferred retinal site/preferred retinal 
locus: A theory on enhancing the potential for reorganization of visual 
processing  in those with macular degeneration/absolute central scotoma. 
Optom Vis Perf 2017;5(3):117-23.

The online version of this article 
contains digital enhancements.

mailto:iclinic%40aol.com?subject=
http://www.acbo.org.au
http://www.oepf.org
www.ovpjournal.org



