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Traquair is well recognized for describing the visual �eld as “an 
island of vision in a sea of darkness”.1 In clinical practice, we assess 
this “island of vision” during our diagnosis and management of 
optic neuropathies. The visual pathways are elegantly organized, 
beginning with the retinal nerve �ber layer, and ending with the 
visual cortex. This elegant topography allows us to localize lesions 
and monitor a�erent defects. The primary goals of perimetry are to 
detect a�erent dysfunction and to monitor progression.

Visual �eld testing (perimetry) uses either kinetic or static 
targets. Kinetic perimetry, conducted using a tangent screen or 
with a Goldmann perimeter, utilizes a moving stimulus that travels 
from an unseen region to cross the threshold into being seen. 
Static perimetry �ashes a stationary stimulus of varying intensity 
to determine a threshold value for light detection at various 
locations within the tested visual �eld. In the 1970s and 1980s, static 
perimetry became automated and termed standard automated 
perimetry (SAP).

The release of the Humphrey Field Analyzer (HFA) (Zeiss Inc., 
Dublin, CA, USA) in the 1980s was foundational to the popularity 
of SAP, though it was preceded to market by the Octopus (Haag-
Streit, Bern, Switzerland). Standard automated perimetry largely 
replaced the o�ce use of kinetic perimetry, though when it (and 
a skilled technician) are available, Goldmann perimetry remains 
invaluable for testing patients who are unable to complete SAP and 
for evaluating the temporal crescent. The HFA was shown to detect 
visual �eld loss earlier than Goldmann perimetry, further securing 
it as the standard of care.2

EVOLUTION OF HFA TeST STRaTeGIeS​
The innovation of testing strategies on the HFA from the 1980s 
through the 2010s is an example of how perimetry has advanced 
commensurate with computing technology.3

An early HFA strategy was the Full Threshold 30-2 algorithm 
that tested the central 30° at intervals of 6°. The threshold value 
in decibels (dB) was determined with a “double crossing” of the 
threshold at each point location. A stimulus was presented and 
if the light was seen, it was repeatedly presented 4 dB dimmer 
until it was not seen (threshold was reached). Then, the light 
was increased in intensity by 2 dB steps until it was seen. The 
test was begun with four primary points, one in each quadrant, 
to determine the threshold for those points. Subsequently, the 
threshold value obtained for each seed (primary) point was used 
as the starting value to determine the threshold for the other 
points in the respective quadrant.4 The technique was e�ective 
at determining the threshold values but was limited by the long 
test duration (about 15 minutes per eye). To reduce test time, a 
secondary version decreased the testing area to the central 24°. 

Therefore, 54 points instead of the original 76 were tested. Two 
points were retained to 27° in the nasal �eld to assist in glaucoma 
detection and monitoring. This condensation of the tested �eld 
led to shorter test times and reduced variability.5

Other attempts to shorten the test have resulted in increased 
variability which was an unacceptable trade-o�. For example, the 
FASTPAC strategy was introduced in the 1990s. To shorten the 
test, there was a “single crossing” of the threshold value, and the 
decrease and increase in intensity was done in 3 dB steps instead of 
the original 4 dB down and 2 dB up. Though the test duration was 
30–40% faster, these modi�cations resulted in decreased sensitivity 
and increased variability, causing the strategy to fall out of favor.6,7

In the late 1990s, Bengtsson and Heijl developed a powerful 
strategy, the Swedish Interactive Threshold Algorithm (SITA), that 
has become a solution to the test duration and reliability quandary. 
The SITA Standard incorporated several time-saving changes while 
limiting variability. Though the strategy details are proprietary, SITA 
built in tester-in�uenced variables such as speed of stimulus and 
estimations of the threshold based on test responses. This allowed 
stimuli to be presented faster for patients who were responding 
faster and incorporated shortcuts that allowed the test to terminate 
earlier based on the consistency of responses. This yielded a test 
time half of the preceding Standard Full Threshold test.8,9

Swedish Interactive Threshold Algorithm Standard was 
modi�ed further into the SITA Fast algorithm. The SITA basics were 
the same between the tests, with one main time-saving alteration. 
Both tests relied on an “information index”, a dynamic test factor 
that governed the test accuracy in real-time. Once the “information 
index” approached a pre-determined con�dence limit, it moved on 
to another point. In SITA Standard, the test did not stop unless there 
was at least one crossover of the threshold. In SITA Fast, there were 
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