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Case Report
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Usefulness of visual evoked potential monitoring during transsphenoidal surgery:
a case report

Jeong Hwa Rho, Seol-Hee Baek”

Department of Neurology, Korea University Medical Center, Korea University College of Medicine, Seoul, Korea

ABSTRACT

Neurosurgical procedures with a high risk of visual impairment require real-time visual function monitoring using visual evoked potential
(VEP) which monitors the visual pathway from the retina to the primary visual cortex. However, previous studies have reported that
intraoperative VEP monitoring was unreliable, because of its poor reproducibility and clinical correlation. Recently, advanced with anesthetic
drugs and photostimulation devices, high reproducibility and utility of VEP monitoring has been reported. We report a case with pituitary
adenoma who had intraoperative VEP monitoring during the transsphenoidal approach for the resection of the tumor. During the tumor removal,
VEP amplitude decreased over 50% and did not recover at the end of surgery. Postoperatively, the patient had a visual impairment. Our
case supports that intraoperative VEP monitoring could be useful for the assessment of visual function during transsphenoidal surgery.
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Fig. 1. Brain magnetic resonance imaging of the patient: coronal view (A) and sagittal view (B). There was a 2.6 cm sized mass
at the sellar/suprasellar area (orange arrow), and it compressed the optic chiasm. It was presumed the cystic change of pituitary

adenoma or Rathke's cleft cyst.
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Fig. 2. Preoperative (A) and postoperative (B) Humphrey
perimetry of the patient. (A) bitemporal hemianopsia was
observed in preoperative Humphrey perimetry. (B) Four months
after transsphenoidal surgery, bitemporal hemianopsia was still
observed. In addition, the visual field defect was worsened in
the right eye compared with pre-operation.
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Fig. 3. Intraoperative visual evoked potential monitoring of the patient during transsphenoidal surgery. At the beginning of surgery,
visual evoked potential (VEP) were obtained stably. However, during tumor removal, bilateral VEP amplitudes are beginning to reduce
(gray arrows), especially more prominent on the right side. The VEP amplitude was recovered gradually (white arrows). However,
the right VEP amplitude did not fully recover at the end of surgery.
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