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Good reproducibility of visual evoked potential monitoring during the surgery of
prechiasmatic, chiasmatic, and retrochiasmatic lesions: case report
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ABSTRACT

Intraoperative visual evoked potential (VEP) monitoring can be useful in surgery involving the visual pathway. In this report, we report cases
with good reproducibility of VEP monitoring during surgery for pre-chiasmatic, chiasmatic, and post-chiasmatic lesions. Case studies have
shown that VEP can be used as a good tool to monitor functions in real time during surgery related to the visual pathway.
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Fig. 1. VEP and ERG applied to a patient during surgery. The
red arrow is goggle for visual evoked potential (VEP) monito-
ring. The yellow arrow is the electroretinogram (ERG) electrode.
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Fig. 2. Results of intraoperative visual evoked potential (VEP) monitoring (B, C), and magnetic resonance arteriography (MRA) (A,
D) in preoperative and postoperative state. (A) MRA shows unruptured aneurysm in left anterior choroidal artery. (B) Baseline VEP
shows normal P100 in all recordings of LT, LO, MO, RO, RT. Electroretinography (ERG) reveals normal N35 and P50 waves (09:07).
(C) Closing VEP displays well formed in all channels (11:08). (D) Postoperative MRA shows no aneurysm (Red arrows indicate examples
of good pl00 waveforms). LT: left temporal; LO: left occipital; MO: middle occipital; RO: right occipital; RT: right temporal.
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Fig. 3. Results of intraoperative visual evoked potential (VEP) monitoring (B, C), and magnetic resonance imaging (MRI) in preoperative
and postoperative state (A, D). (A) MRI shows pituitary macroadenoma adjacent to optic chiasm. (B) In baseline VEP, waveforms
were well formed in all channels. Electroretinography (ERG) reveals well formed waves. (C) Closing VEP displays the same finding
as in baseline VEP. (D) Postoperative MRI reveals removal of the tumor (Red arrows indicate examples of fair p100 waveforms.).
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Fig. 4. Results of intraoperative visual evoked potential (VEP) monitoring (B,C) and preoperative brain magnetic resonance imaging
(MRI, A, D). (A) Coronal preoperative MRI image. (B) Baseline VEP shows well formed P100 amplitude and waves in all channels.
Electroretinography (ERG) reveals fair p50 waves. (C) Closing VEP displays well formed P100 amplitude and waves in all channels
as in baseline VEP. (D) Axial MRI image shows cavernous malformation at right temporal lobe. (Red arrows indicate examples of

fair p100 waveforms.)
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