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- Abstract -

Background and Objective: Visual evoked potentials(VEPS) is considered to be areliable diagnostic pro-
cedure for examining patients with anterior visua pathways. Some abnormalitiesin the recordings on monoc-
ular stimulation have been said to indicate retrochiasmal lesion, but less consistent results have been reported.
This study isto evauate the positive predictability of VEP for the detection of retrochiasma lesion.

Methods : We reviewed VEPs that could be interpreted as indicative of a retrochiasmal lesions, based
on amplitude or latency asymmetry recorded on the left(O1) and right(O2) occipital regions. Bilateral
absent VEPs on both recording(O1 and O2) without evidence of prechiasmal |esion were included.
During 5 years, we identified 31 patients who met the above criteria and who had undergone magnetic
resonance imaging(MRI) of brain(one patient underwent computerized tomography). Twenty three
patients underwent pattern reversal VEPs and others underwent flash goggle VEPs.

Results : Brain imagings were abnormal in 29 and were normal in 2. Of the 29 abnormal scans, lesions
in posterior visual pathway were detected in 21 scans(predictive value=68%). The predictive value was
not significantly different between flash goggle VEP(75%) and pattern reversal VEP(68%). The predic-
tive value was higher in patient with visual field defect(100%) than those without visual field
defect(25%). The pathologic nature of lesion also showed close relations to the predictive value. VEPs is
usually paradoxically lateralized(78%), but not in all patients.

Conclusion : VEPs abnormalities suggesting retrochiasmal lesion were usually corresponded with
brain MRI findings. Diagnostic reliability could be increased when considering the visual field defect and
nature of lesion. Therefore, the authors suggest that VEPs studies could be useful in evaluating the
patients with the retrochismal lesion.

Key Words: Retrochiasmal lesion, MRI, Predictive value
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Figure 1. Amplitude difference between O1 and O2 recordings suggesting retrochiasmal lesion. Visual evoked potentialsis poorly generated

on O2 recording of both eye stimualtion.
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Figure 2. Latency difference between O1 and O2 recordings suggesting retrochiasmal lesion. The latency of P1 wave is delayed on O1

recording of both eye stimulation.
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Figure 3. The latency of N1 wave is markedly delayed on O1 recording on both eye stimulation, so showing pattern reversal phenomenon.
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Table 1. Relationship between abnormal VEPs and brain MRl

VEP abnormalities Brain MRI

Match Mismatch
Latency Asymmetry(n=9) 8 1
Amplitude Asymmetry(n=18) 10 8*
Nonlateralized(n=4) 3 1
Total 21 10

Match refer to findings indicative of aretrochiamal abnormality
along the visual pathway on MRI. Mismatch refer to findings MRI
lesion does not correlate with visual pathway or normal MRI find-
ing.

* Two cases showed normal brain MRI finding

Table 2. Relationship between abnormal VEPs and MRI lateral -

ization
VEP abnormalites Brain MRI
MRI ipsilateral  MRI contralateral MRI bilateral
VEP ipsilateral 3 10* 5
VEP bilateral 0 0 3

* Cases of paradoxical lateralization

Table 3. Correlation between visual field defect and VEP-MRI

relationship
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Match Mismatch
Abnormal 12 0
Normal 2 6

Field Defect: One patient showed bilateral tunnel vision and oth-
ers showed homonymous hemianopsia
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Figure 4. VEPs after right hemifield stimulation of the right eye,
with schematic diagram of presumed dipoles evoked in
left striate cortex
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