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The photopic negative response (PhNR) in response to a brief flash is a negative-going wave following the b-wave of the cone
electroretinogram (ERG) that is driven by retinal ganglion cells (RGCs). The function of RGCs is objectively evaluated by analysing
the PhNR. We reviewed articles regarding clinical use of the PhNR. The PhNR was well correlated with the visual sensitivity
obtained by standard automated perimetry and morphometric parameters of the inner retina and optic nerve head in optic nerve
and retinal diseases. Moreover, combining the PhNR with focal or multifocal ERG techniques enables the objective assessment
of local function of RGCs. The PhNR is therefore likely to become established as an objective functional test for optic nerve and
retinal diseases involving RGC injury.

1. Introduction

Retinal ganglion cells (RGCs) are selectively or preferentially
damaged by diseases of the optic nerve and inner retina.
Currently, there are surprisingly few methods to quantify
RGC function. Visual field testing is used to determine visual
function in patients with glaucoma and optic nerve disease,
but it produces abnormal findings in the event of damage
anywhere along the anterior visual pathway. Accordingly,
this test method is not necessarily capable of selectively
determining RGC function.

Objective tests of RGC function include visual evoked
potentials (VEPs) and pattern electroretinograms (PERGs).
The VEP measures potentials generated by the visual cortex,
so, like visual field testing, it cannot directly measure RGC
function. The PERG, on the other hand, reflects RGC
function but still yields abnormal findings in patients with
damage to the middle and outer layers of the retina. Standard
ERGs must be recorded simultaneously in order to evaluate
the function of the middle and outer retinal layers. Moreover,
special equipment and refractive correction are required to
perform this electrophysiological test.

The standard ERG is conventionally thought to reflect
electrical potentials mainly from photoreceptors and bipolar
cells (or Müller cells). Recently, however, it was discovered

that the RGC potentials contribute to the cone-driven
ERG [1] in the form of the photopic negative response
(PhNR) [2]. The PhNR in response to brief stimuli is
the negative-going wave following the b-wave of the cone
response (Figure 1). An advantage of the PhNR is that
it can be recorded using a conventional ERG recording
device. Furthermore, the PhNR is a component of the cone
ERG, so a- and b-waves can be recorded simultaneously
enabling the function of middle and outer retinal layers to
be evaluated at the same time. This benefit is not available
when assessing RGC function with the conventional means
of the VEP or PERG. In addition, refractive corrections
are not required when recording the PhNR. This simple
recording and evaluation of the PhNR opens the way for
clinical applications. The present paper therefore describes
the potential clinical use of the PhNR in diseases of the optic
nerve and inner retina.

2. Basic Research on the PhNR

2.1. Discovery of PhNR in Monkeys. RGC component in the
cone ERG was discovered by Viswanathan et al. in 1999 [2].
They reported that the PhNR following the b-wave of the
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Figure 1: A representative waveform of the cone electroretinogram recoded from a normal subject by red stimuli on a blue background.
PhNR: photopic negative response.

cone ERG disappeared from eyes of macaques after intrav-
itreal injection of tetrodotoxin (TTX) which blocks voltage-
gated sodium channels and thus blocks action potentials
produced by RGCs and spiking amacrine cells [3, 4]. They
also demonstrated that PhNR amplitudes were decreased in
glaucomatous eyes with laser-induced ocular hypertension
in monkeys. These experimental results implied that the
PhNR arises from RGCs and/or their axons. However, one
may have question why spiking action potentials produced
by RGCs shape a slow negative waveform. Experimental
evidence suggests that glial mediation generates the PhNR:
an intravitreal injection of Ba2+ blocks K+ current in glia
cells with the subsequent elimination of the PhNR in cats
[5]. This suggests that glial mediation could contribute to
shaping waveform of the PhNR.

Caution is needed when attempting to determine the
origin of the PhNR because of its species specificity. In cat
[6], monkeys [2], and humans [7] it derives from RGCs,
but in animals such as rodents it originates from amacrine
cells [8, 9]. The scotopic threshold response (STR) [10]
which is elicited by very dim light under dark adaptation is
a functional indicator of RGCs in rodents [8]. In rodents,
the STR consists of positive and negative components. The
positive STR is more affected by RGC damage than the
negative STR [8].

2.2. PhNR Recording Conditions. The International Society
for Clinical Electrophysiology of Vision (ISCEV) recom-
mends that cone ERGs be recorded using white-flash stimuli
on a white background light (“white-on-white”; W/W) [11].
On the other hand, Viswanathan et al. [2], who published
the first study on the PhNR, used red-flash stimuli on a blue
background (“red-on-blue”; R/B) to record the PhNR. The
colored flash stimuli and background are generated by light-
emitting diodes (LEDs), giving them a narrow, half-width
spectrum. It has been shown that R/B elicited the PhNR with
more RGC responses than did W/W especially in the low
and intermediate stimulus range [12]. While future studies
are needed to determine the ideal stimulus conditions for
evaluating PhNR, RGC-derived potentials are reflected in the
PhNR recorded under either W/W or R/B conditions.

The S-cone ERG can be recorded by blue stimuli under
a yellow background to suppress responses of the M- and
L-cones. The PhNR of the S-cone ERG is reported to be

especially vulnerable to glaucoma and diabetic retinopathy
[13, 14].

2.3. PhNR in Focal ERG (Focal PhNR). The focal ERG
developed by Miyake et al. [15] consists of the a-wave,
b-wave, oscillatory potentials, and PhNR (focal PhNR)
(Figure 2). The focal ERG stimulus system is built into an
infrared fundus camera and delivers stimuli onto the local
retina using a 5–15◦ stimulus spot while viewing the ocular
fundus (Figure 2(a)). This allows the device to acquire very
reliable data from the macula, even in individuals with poor
fixation. Colotto et al. [16] firstly applied the focal PhNR
to patients with glaucoma, although they used a different
recording system from Miyake’s one.

Like the PhNR obtained by full-field stimuli (full-
field PhNR), the focal PhNR also disappeared following
intravitreal injection of TTX in monkey eyes [17]. Moreover,
the amplitude of both focal and full-field PhNR was reduced
in patients with optic nerve atrophy [18]. Based on these
results, the focal PhNR is also believed to originate from
RGCs of the local retinal area.

2.4. PhNR in Multifocal ERG (Multifocal PhNR). In the
standard multifocal ERG, the stimulus frequency is set high
at 75 Hz. A stimulus is delivered once every 13.3 msec,
making it hard to record the entire part of the PhNR, which
has a peak latency of approximately 70 msec. The amplifier
settings also eliminate the most part of PhNRs because the
low-cut filter is usually set at 10 Hz. It is therefore essential to
reduce the stimulus frequency and low-cut filter in order to
record PhNRs with the multifocal ERG.

With this in mind, we attempted to record the multifocal
ERG by setting the stimulus frequency at 6.25 Hz and low-cut
filter at 3 Hz using a stimulus display with a dartboard pat-
tern (Figure 3(a)). The respective patterns are inverted from
white to black and vice versa in a pseudorandom sequence.
Waveforms resembling focal ERG containing PhNRs were
obtained from each element (Figure 3(b)). Kaneko et al. [19]
have demonstrated that the multifocal PhNR amplitudes
were deteriorated by optic nerve atrophy, indicating that
the multifocal PhNR also originates from RGCs. While the
clinical significance of the PhNR in the multifocal ERG is a
topic for future research, the use of the multifocal ERG may
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Figure 2: (a) Stimulus spot centered on the macula for recording the focal macular electroretinogram (ERG). (b) The focal macular ERG
consists of the a- and b-waves and photopic negative response (PhNR).
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Figure 3: (a) A dartboard pattern of stimuli for recording the multifocal electroretinogram (ERG). (b) Normal waveforms of multifocal
ERG recorded from each element.

allow us to evaluate the RGC function in each part of the
retina in the posterior pole of the ocular fundus.

2.5. Evaluation of PhNR. The PhNR is a relatively slow wave
modified by positive i-waves, so its peak is often difficult to
determine. This in turn makes it difficult to accurately eval-
uate peak latency of the PhNR. Measuring PhNR amplitude
in healthy individuals at 5 ms intervals yielded a maximum
amplitude at 65 ms for full-field PhNR and 70 ms for focal
PhNR. Full-field and focal PhNR amplitudes at 65 and
70 ms, respectively, have therefore been measured from the
baseline (Figures 1 and 2(b)). However, the waveform of the
PhNR changes with recording conditions, such as stimulus
parameters and amplifier settings. Adequate settings of low-
cut filters are required for reliable recordings of the PhNR by
avoiding low-frequency drift of the baseline. Therefore, each

laboratory has to choose a fixed implicit time for measuring
the PhNR amplitude based on own data. This method of
measuring PhNR amplitude is believed to be the simplest
and least biased, but there is still no consensus on a uniform
method. In fact, various studies use different measurement
procedures, so care needs to be exercised in this regard.

3. Clinical Applications of PhNR

3.1. Optic Nerve Atrophy. The PhNR has been studied in
patients with optic nerve atrophy induced by trauma [20],
gene mutation [21], inflammation [22], compression [23,
24], and ischemia [25]. In these studies, the PhNR has
been shown to be selectively or predominantly affected by
these diseases. In our previous study examining changes in
the cone ERG of patients with traumatic optic neuropathy,
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Figure 4: (a) Retinal nerve fiber layer thickness (RNFLT) around the optic nerve head measured by optical coherence tomography in a patient
with traumatic optic neuropathy at 1 week and 1, 3, and 6 months after the injury. (b) Cone electroretinograms recorded simultaneously.
PhNR: photopic negative response (reproduced with permission from [20]).

we found that ERG was virtually normal immediately after
the injury but that the PhNR amplitude alone decreased
selectively upon the onset of optic disc atrophy and optic
nerve pallor [20]. This finding suggests that PhNRs reflect
the state of RGCs and do not appear abnormal when the
lesion is confined to the optic nerve behind the eye and when
intraocular RGCs are normal.

We previously conducted a prospective study of the rela-
tionship between the PhNR amplitude following traumatic
optic neuropathy and retinal nerve fiber layer thickness
(RNFLT) surrounding the optic disc [20] (Figure 4). Even
when RNFLT was maintained at 1 month after the injury,
the PhNR amplitude declined dramatically. This decrease
in the PhNR amplitude preceded thinning of RNFLT. In
other words, RGCs undergo a functional decline before the
occurrence of morphological changes.

The full-field PhNR is believed to be characteristic of
overall RGC function and could therefore be used to evaluate
function in optic nerve diseases with extensive RGC damage.
However, many patients with optic nerve disease have central
scotoma in which extensive RGC injury is not necessarily
present. Therefore, if the focal ERG could be used to
determine the RGC function in the local retina, this could
conceivably lead to improvements in diagnostic capability.

In our previous study in which the full-field cone
and focal macular ERGs were recorded in patients with
localized optic nerve atrophy, we compared the full-field
and focal PhNRs [18]. In a representative case, a slight
pallor was observed on the temporal side of the optic disc
corresponding to abnormally thinning area of ganglion cell
complex (GCC) thickness in the central area of the ocular
fundus (indicated by red areas), and central scotoma was

also observed (Figure 5(a)). GCC consists of the retinal
nerve fiber, ganglion cell, and inner plexiform layers. The
full-field PhNR amplitude remained normal, but the focal
PhNR amplitude diminished considerably (Figure 5(b)).
This finding implies that the focal PhNR is an indicator of
local RGC damage. Previously, we examined both central
and diffuse types of optic nerve atrophy [18]. The central
type manifests as central scotoma whereas the diffuse type is
characterized by a diffuse decrease in the visual sensitivity.
In patients with diffuse-type of optic nerve atrophy, both
focal and full-field PhNR amplitude fell below the lower limit
of normal. Meanwhile, those with the central type of optic
nerve atrophy exhibited normal full-field PhNR amplitude
but a decline in the focal PhNR amplitude to below the
normal limit. These results imply that the focal PhNR is
useful in diagnosing localized optic nerve atrophy.

3.2. Glaucoma. Glaucoma is a typical disease involving
damage to RGCs. As shown in Figure 6(a) in a glaucomatous
eye, the cone a- and b-wave amplitudes are normal but the
PhNR amplitude of the full-field cone ERG is diminished
[7, 26, 27]. This decrease in full-field PhNR amplitude
grew as the glaucoma became more severe (Figure 6(b)).
It was also reduced as the mean deviation determined
by static automated perimetry (SAP) worsened [26, 27].
Significant correlations have been identified between full-
field PhNR amplitude and the morphological indicators of
RNFLT surrounding the optic disc, the optic disc rim area,
and cup/disc area ratio [26, 27]. Put simply, the full-field
PhNR is a feasible indicator of glaucoma-induced functional
and morphological impairment of RGCs.
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Figure 5: A representative case of optic nerve atrophy. (a) Optical coherence tomography detected abnormally thinning area of ganglion cell
complex thickness (indicated by red area). Standard automated perimetry demonstrated central scotoma. (b) The full-field cone and focal
macular electroretinograms (ERGs) recorded from a normal subject and the representative case. PhNR: photopic negative response.

The sensitivity and specificity to detect glaucoma by full-
field PhNRs were 77% and 90%, respectively. However, the
sensitivity declined to 57 [26] or 38% [27] for early-stage
glaucoma, so the full-field PhNR was not a viable method
of detecting the disease at the early stage. In early-stage
glaucoma the RGC axons are locally damaged, so the full-
field PhNR (which reflects the RGC function of the entire
retina) is not suitable for determining localized RGC injury.
On the other hand, changes in early-stage glaucoma could
be detected if it were possible to record focal PhNRs from
damaged RGCs using the focal ERG.

Glaucoma-induced RGC damage begins in the paramac-
ular region (Bjerrum’s area). Therefore, detection of early
glaucomatous lesions would be difficult if the focal ERG
was recorded only in macular region. With this in mind, we
recorded the focal ERG not only in the macular region but
also in the superotemporal and inferotemporal areas of the
macula (Figure 7(a)) [27, 28, 31]. With this protocol, it is
possible to record evaluable focal PhNRs from all stimulus
sites (Figure 7(b)). As seen in the representative case of
early glaucoma with a visual field defect in the inferonasal
quadrant, the only decrease in the focal PhNR amplitude
was seen in the superotemporal retina corresponding to the
visual field defect (indicated by an asterisk, Figure 8(a)).
Thus, the focal PhNR amplitude only decreased in 1 or 2 of
the 3 recording sites in patients with early or intermediate
glaucoma. When the focal PhNR amplitude was abnormally
reduced in either recording sites, the eyes were defined to
be glaucomatous. Consequently, sensitivity and specificity
were no less than 90% even for early glaucoma when this
diagnostic criterion was employed. In advanced glaucoma

with severe visual field defects, the focal PhNR amplitude
decreased at all recording sites (indicated by asterisks,
Figure 8(b)).

The high sensitivity of the focal PhNR indicates that the
focal PhNR is more suitable than the full-field PhNR for
detecting functional loss of early glaucoma. However, the
signal of the ERG is much smaller than that of the full-
field ERG and thus the signal/noise ratio is smaller for the
focal ERG, raising a possibility that the focal PhNR is less
reliable than the full-field PhNR. Intersession variability is
represented by the coefficients of variation (CV = standard
deviation/mean× 100), and it was higher for the focal PhNR
than for the full-field PhNR [26, 31]. In addition, variations
of the PhNR amplitude among individuals were greater
for the focal PhNR amplitude than for the full-field PhNR
amplitude [26, 31]. However, this disadvantage of the focal
PhNR can be reduced by using the amplitude ratio of the
PhNR to the b-wave amplitude [31]. Therefore, the PhNR/b-
wave amplitude ratio is recommended for measuring the
effectiveness of the focal PhNR.

The relationship between the focal PhNR amplitude and
visual sensitivity (dB) determined by SAP at either ERG
recording site was nonlinear [31]. That is, even a slight drop
in the visual sensitivity (dB) resulted in a major decline in the
focal PhNR amplitude. Furthermore, even when the visual
sensitivity (dB) fell, the focal PhNR amplitude remained
nearly unchanged (Figure 9(a)). These findings suggest that
the focal PhNR is a useful indicator in the early diagnosis of
glaucoma. Put differently, the focal PhNR is unsuitable for
use in following up patients with intermediate or advanced
glaucoma, and the visual sensitivity (dB) should instead be
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Figure 6: (a) Representative waveforms of the full-field cone electroretinogram recorded from a normal subject and a patient with advanced
glaucoma. (b) PhNR amplitudes were plotted for normal subjects (n = 42) and patients with early (n = 41), intermediate (n = 28), and
advanced glaucoma (n = 34). PhNR: photopic negative response (reproduced with permission from [27]).
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Figure 7: (a) Recording sites of focal electroretinograms. (b) Representative waveforms of the focal electroretinogram recorded from a
normal subject. PhNR: photopic negative response.
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Figure 8: Representative cases of early (a) and advanced (b) glaucoma (reproduced with permission from [28]).
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Figure 9: (a) The PhNR amplitude of the focal macular electroretinogram was plotted against mean visual sensitivity (dB) obtained by
standard automated perimetry 10-2 program. The fitting curve was obtained by the equation based on Hood model [29, 30]. (b) The mean
visual sensitivity (dB) was converted to a linear value (1/Lambert). PhNR: photopic negative response (reproduced with permission from
[31]).

used for this purpose. The curve in Figure 9(a) was fit to the
following equation based on the Hood model [29, 30]:

R = A× 100.1(S−30) + B, (1)

where R is the focal PhNR amplitude; A is the focal PhNR
amplitude of normal RGCs; S is mean of visual sensitivity
determined by SAP; B is the basal level of the focal PhNR
amplitude when a patient has lost sensitivity to light.

The fact that the focal PhNR amplitude and visual sensi-
tivity (dB) have a nonlinear relationship can be attributed to
the fact that dB is a logarithmic value that can be expressed
as follows:

dB = 10 log
(

1
Lambert

)
∴ 1

Lambert
= 100.1×dB. (2)

When converting the visual sensitivity (dB) from a log value
to a linear value (1/Lambert) using the previously mentioned
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Figure 10: Representative waveforms of the full-field electroretinogram recorded from unaffected fellow and affected eyes with central
retinal artery occlusion (CRAO). OPs: oscillatory potentials, PhNR: photopic negative response.
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Figure 11: (a) Early recanalization of blood flow was seen by fluorescein angiogram. (b) The PhNR amplitude was considerably reduced in
the affected eye. PhNR: photopic negative response.

equation, the relationship between the focal PhNR amplitude
and visual sensitivity became linear (Figure 9(b)). The focal
PhNR amplitude is also significantly correlated with local
changes in RNFLT, rim area, cup/disc area ratio, or GCC
thickness [16, 32, 33]. This indicates that the focal PhNR
reflects the morphological changes associated with glaucoma
of local area of the retina or optic disc.

3.3. Inner Retinal Diseases. Depression of the b-wave ampli-
tude with leaving the a-wave unchanged is a well-known

ERG finding in patients with central retinal artery occlu-
sion (CRAO). Figure 10 shows the full-field ERG recorded
from the fellow eye and affected eye of a CRAO patient.
Focusing on the cone response, we can see that the full-
field PhNR amplitude was dramatically decreased by CRAO
[34]. When the respective wave amplitudes of the CRAO
eye are expressed as a ratio of those of the healthy fellow
eye (i.e., amplitude ratio), it became apparent that the
full-field PhNR amplitude was predominantly lower than
the a- and b-wave amplitudes. This is consistent with the
pathological finding that damage to the inner retinal layers



Journal of Ophthalmology 9

Operated eye

Fellow eye

PhNR

50 µV

(a)

Operated eye Fellow eye

Pe-ope

1 M post-ope

3 M post-ope

Pe-ope

1 M post-ope

3 M post-ope

50 µV

(b)

Figure 12: (a) Representative case of macular hole who complained of visual field defect in the operated eye after surgery. (b) Changes of the
full-field cone electroretinograms recorded from a patient with a macular hole pre- and postoperatively. PhNR: photopic negative response.

is greatest among CRAO patients. When early recanalization
of blood flow occurs in CRAO patients, fundus findings may
be subtle (Figure 11(a)), necessitating differential diagnosis
from acute optic nerve diseases. Even in these patients,
however, the full-field PhNR amplitude was considerably
depressed (Figure 11(b)). It has been reported that the full-
field PhNR could be used to evaluate degree of ischemia or
visual prognosis in patients with CRAO [35, 36].

Diminished PhNR amplitude of the full-field ERG is also
observed in central retinal vein occlusion [37] and early
diabetic retinopathy [38, 39]. In other words, the full-field
PhNR may also be useful in the diagnosis and functional
assessment of ischemic retinal diseases.

Indocyanine green (ICG) is used during macular hole
surgery to visualize inner limiting membrane. The toxicity of
ICG on RGCs has previously been demonstrated in an ani-
mal study [40]. The PhNR amplitude was reduced in patient
who has developed visual field defects following macular hole
surgery (Figure 12(a)). Ueno et al. [41] reported that the full-
field PhNR was significantly reduced even in patients without
developing visual field defects after surgeries. Figure 12(b)
shows the time-course changes in the cone ERG before
and after macular hole surgery. In the fellow eye there was
virtually no change in the ERG, but in the operated eye
there was a delay in the b-wave peak and slight decline in
the PhNR amplitude at 1 month after surgery. At 3 months
after surgery, this delay in the b-wave peak disappeared

but the PhNR amplitude remained mildly depressed. While
the decline in PhNR amplitude is slight, it may indicate
subclinical RGC damage incurred during vitreous surgery to
repair macular holes.

4. Conclusions

The use of the PhNR has enabled objective evaluation of
RGC function. The PhNR can also be measured in clinical
settings due to the ease with which it can be recorded and
evaluated. Moreover, combining the PhNR with focal or
multifocal ERG techniques enables the objective assessment
of local function of RGC. The PhNR is therefore likely to
become established as an objective functional test for optic
nerve and retinal diseases involving RGC injury. However,
further studies on the prognostic value of the PhNR in these
diseases are required to establish the clinical utility of this
technique.

Acknowledgments

This paper is supported by Grants from Ministry of
Education, Culture Science and Technology in Japan nos.
17591850, 20592056, and 21791707; Grant from Keiryokai
Research Foundation no. 102; Grant from The Imai Memo-
rial Fund for Research.



10 Journal of Ophthalmology

References

[1] W. Spileers, F. Falcao-Reis, R. Smith, C. Hogg, and G. B. Arden,
“The human ERG evoked by a ganzfeld stimulator powered by
red and green light emitting diodes,” Clinical Vision Sciences,
vol. 8, no. 1, pp. 21–39, 1993.

[2] S. Viswanathan, L. J. Frishman, J. G. Robson, R. S. Harwerth,
and E. L. Smith III, “The photopic negative response of
the macaque electroretinogram: reduction by experimental
glaucoma,” Investigative Ophthalmology & Visual Science, vol.
40, no. 6, pp. 1124–1136, 1999.

[3] T. Narahashi, “Chemicals as tools in the study of excitable
membranes,” Physiological Reviews, vol. 54, no. 4, pp. 813–889,
1974.

[4] S. A. Bloomfield, “Effect of spike blockade on the receptive-
field size of amacrine and ganglion cells in the rabbit retina,”
Journal of Neurophysiology, vol. 75, no. 5, pp. 1878–1893, 1996.

[5] S. Viswanathan and L. J. Frishman, “Evidence that negative
potentials in the photopic electroretinograms of cats and
primates depend upon spiking activity of retinal ganglion cell
axons (abstract),” Society for Neuroscience, vol. 23, p. 1024,
1997.

[6] A. Hayasaka, S. Machida, T. Ishibe, H. Miyamoto, and Y.
Tazawa, “Change of the full-field cone and multifocal ERGs
after retinal peripapillary cauterization in cats,” The Journal of
the Iwate Medical Association, vol. 57, pp. 367–382, 2005.

[7] S. Viswanathan, L. J. Frishman, J. G. Robson, and J. W.
Walters, “The photopic negative response of the flash elec-
troretinogram in primary open angle glaucoma,” Investigative
Ophthalmology & Visual Science, vol. 42, no. 2, pp. 514–522,
2001.

[8] B. V. Bui and B. Fortune, “Ganglion cell contributions to the
rat full-field electroretinogram,” Journal of Physiology, vol. 555,
no. 1, pp. 153–173, 2004.

[9] S. Machida, D. Raz-Prag, R. N. Fariss, P. A. Sieving, and R.
A. Bush, “Photopic ERG negative response from amacrine
cell signaling in RCS rat retinal degeneration,” Investigative
Ophthalmology & Visual Science, vol. 49, no. 1, pp. 442–452,
2008.

[10] P. A. Sieving, L. J. Frishman, and R. H. Steinberg, “Scotopic
threshold response of proximal retina in cat,” Journal of
Neurophysiology, vol. 56, no. 4, pp. 1049–1061, 1986.

[11] M. F. Marmor, A. B. Fulton, G. E. Holder, Y. Miyake, M.
Brigell, and M. Bach, “ISCEV standard for full-field clinical
electroretinography (2008 update),” Documenta Ophthalmo-
logica, vol. 118, no. 1, pp. 69–77, 2009.

[12] N. V. Rangaswamy, S. Shirato, M. Kaneko, B. I. Digby, J. G.
Robson, and L. J. Frishman, “Effects of spectral characteristics
of ganzfeld stimuli on the photopic negative response (PhNR)
of the ERG,” Investigative Ophthalmology & Visual Science, vol.
48, no. 10, pp. 4818–4828, 2007.

[13] N. Drasdo, Y. H. Aldebasi, Z. Chiti, K. E. Mortlock, J. E.
Morgan, and R. V. North, “The s-cone PhNR and pattern ERG
in primary open angle glaucoma,” Investigative Ophthalmology
& Visual Science, vol. 42, no. 6, pp. 1266–1272, 2001.

[14] M. McFarlane, T. Wright, D. Stephens, J. Nilsson, and C.
A. Westall, “Blue flash ERG PhNR changes associated with
poor long-term glycemic control in adolescents with type 1
diabetes,” Investigative Ophthalmology & Visual Science, vol.
53, pp. 741–748, 2012.

[15] Y. Miyake, K. Yanagida, T. Kondo et al., “Subjective scotometry
and recording of local electroretinogram and visual evoked
response. System with television monitor of the fundus,”

Japanese Journal of Ophthalmology, vol. 25, no. 4, pp. 438–448,
1981.

[16] A. Colotto, B. Falsini, T. Salgarello, G. Iarossi, M. E. Galan, and
L. Scullica, “Photopic negative response of the human ERG:
losses associated with glaucomatous damage,” Investigative
Ophthalmology & Visual Science, vol. 41, no. 8, pp. 2205–2211,
2000.

[17] M. Kondo, Y. Kurimoto, T. Sakai et al., “Recording focal
macular photopic negative response (PhNR) from monkeys,”
Investigative Ophthalmology & Visual Science, vol. 49, no. 8, pp.
3544–3550, 2008.

[18] K. Tamada, S. MacHida, D. Yokoyama, and D. Kurosaka,
“Photopic negative response of full-field and focal macular
electroretinograms in patients with optic nerve atrophy,”
Japanese Journal of Ophthalmology, vol. 53, no. 6, pp. 608–614,
2009.

[19] M. Kaneko, S. Machida, T. Sugawara, K. Otaka, and D.
Kurosaka, “Alternation of photopic negative response of mul-
tifocal electoretinogram in patients with optic nerve atrophy,”
ARVO abstract, 2012.

[20] Y. Gotoh, S. Machida, and Y. Tazawa, “Selective loss of
the photopic negative response in patients with optic nerve
atrophy,” Archives of Ophthalmology, vol. 122, no. 3, pp. 341–
346, 2004.

[21] K. Miyata, M. Nakamura, M. Kondo et al., “Reduction
of oscillatory potentials and photopic negative response in
patients with autosomal dominant optic atrophy with OPA1
mutations,” Investigative Ophthalmology & Visual Science, vol.
48, no. 2, pp. 820–824, 2007.

[22] J. Wang, H. Cheng, Y. S. Hu, R. A. Tang, and L. J. Frishman,
“The photopic negative response of the flash electroretino-
gram in multiple sclerosis,” Investigative Ophthalmology &
Visual Science, vol. 53, pp. 1315–1323, 2012.

[23] C. H. Moon, S. C. Hwang, Y. H. Ohn, and T. K. Park,
“The time course of visual field recovery and changes of
retinal ganglion cells after optic chiasmal decompression,”
Investigative Ophthalmology & Visual Science, vol. 52, pp.
7966–7973, 2011.

[24] C. H. Moon, S. C. Hwang, B. T. Kim, Y. H. Ohn, and T. K. Park,
“Visual prognostic value of optical coherence tomography
and photopic negative response in chiasmal compression,”
Investigative Ophthalmology & Visual Science, vol. 52, pp.
8527–8533, 2011.

[25] N. V. Rangaswamy, L. J. Frishman, E. U. Dorotheo, J. S.
Schiffman, H. M. Bahrani, and R. A. Tang, “Photopic ERGs
in patients with optic neuropathies: comparison with primate
ERGs after pharmacologic blockade of inner retina,” Inves-
tigative Ophthalmology & Visual Science, vol. 45, no. 10, pp.
3827–3837, 2004.

[26] S. Machida, Y. Gotoh, Y. Toba, A. Ohtaki, M. Kaneko, and D.
Kurosaka, “Correlation between photopic negative response
and retinal nerve fiber layer thickness and optic disc topog-
raphy in glaucomatous eyes,” Investigative Ophthalmology &
Visual Science, vol. 49, no. 5, pp. 2201–2207, 2008.

[27] S. Machida, K. Tamada, T. Oikawa et al., “Comparison of pho-
topic negative response of full-field and focal elecoretinograms
in detecting glaucomatous eyes,” Journal of Ophthalmology. In
press.

[28] S. Machida, K. Tamada, T. Oikawa, D. Yokoyama, M. Kaneko,
and D. Kurosaka, “Sensitivity and specificity of photopic nega-
tive response of focal electoretinogram to detect glaucomatous
eyes,” British Journal of Ophthalmology, vol. 94, no. 2, pp. 202–
208, 2010.



Journal of Ophthalmology 11

[29] D. C. Hood, V. C. Greenstein, J. G. Odel et al., “Visual field
defects and multifocal visual evoked potentials: evidence of a
linear relationship,” Archives of Ophthalmology, vol. 120, no.
12, pp. 1672–1681, 2002.

[30] D. C. Hood and R. H. Kardon, “A framework for comparing
structural and functional measures of glaucomatous damage,”
Progress in Retinal and Eye Research, vol. 26, no. 6, pp. 688–
710, 2007.

[31] S. Machida, Y. Toba, A. Ohtaki, Y. Gotoh, M. Kaneko, and D.
Kurosaka, “Photopic negative response of focal electoretino-
grams in glaucomatous eyes,” Investigative Ophthalmology &
Visual Science, vol. 49, no. 12, pp. 5636–5644, 2008.

[32] K. Tamada, S. MacHida, T. Oikawa, H. Miyamoto, T. Nis-
himura, and D. Kurosaka, “Correlation between photopic
negative response of focal electroretinograms and local loss of
retinal neurons in glaucoma,” Current Eye Research, vol. 35,
no. 2, pp. 155–164, 2010.

[33] H. Nakamura, M. Hangai, S. Mori, F. Hirose, and N.
Yoshimura, “Hemispherical focal macular photopic negative
response and macular inner retinal thickness in open-angle
glaucoma,” American Journal of Ophthalmology, vol. 151, no.
3, pp. 494–506, 2011.

[34] S. Machida, Y. Gotoh, M. Tanaka, and Y. Tazawa, “Predomi-
nant loss of the photopic negative response in central retinal
artery occlusion,” American Journal of Ophthalmology, vol.
137, no. 5, pp. 938–940, 2004.

[35] K. Shinoda, K. Yamada, C. S. Matsumoto, K. Kimoto, and
K. Nakatsuka, “Changes in retinal thickness are correlated
with alterations of electroretinogram in eyes with central
retinal artery occlusion,” Graefe’s Archive for Clinical and
Experimental Ophthalmology, vol. 246, no. 7, pp. 949–954,
2008.

[36] C. S. Matsumoto, K. Shinoda, K. Yamada, and K. Nakatsuka,
“Photopic negative response reflects severity of ocular circ-
ulatory damage after central retinal artery occlusion,” Oph-
thalmologica, vol. 223, no. 6, pp. 362–369, 2009.

[37] H. Chen, D. Wu, S. Huang, and H. Yan, “The photopic
negative response of the flash electroretinogram in retinal vein
occlusion,” Documenta Ophthalmologica, vol. 113, no. 1, pp.
53–59, 2006.

[38] J. Kizawa, S. Machida, T. Kobayashi, Y. Gotoh, and D.
Kurosaka, “Changes of oscillatory potentials and photopic
negative response in patients with early diabetic retinopathy,”
Japanese Journal of Ophthalmology, vol. 50, no. 4, pp. 367–373,
2006.

[39] H. Chen, M. Zhang, S. Huang, and D. Wu, “The photopic
negative response of flash ERG in nonproliferative diabetic
retinopathy,” Documenta Ophthalmologica, vol. 117, no. 2, pp.
129–135, 2008.

[40] A. Iriyama, S. Uchida, Y. Yanagi et al., “Effects of indocyanine
green on retinal ganglion cells,” Investigative Ophthalmology &
Visual Science, vol. 45, no. 3, pp. 943–947, 2004.

[41] S. Ueno, M. Kondo, C. H. Piao, K. Ikenoya, Y. Miyake, and
H. Terasaki, “Selective amplitude reduction of the PhNR after
macular hole surgery: ganglion cell damage related to ICG-
assisted ILM peeling and gas tamponade,” Investigative Op-
hthalmology & Visual Science, vol. 47, no. 8, pp. 3545–3549,
2006.



Submit your manuscripts at
http://www.hindawi.com

Stem Cells
International

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

MEDIATORS
INFLAMMATION

of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Behavioural 
Neurology

Endocrinology
International Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Disease Markers

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

BioMed 
Research International

Oncology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Oxidative Medicine and 
Cellular Longevity

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

PPAR Research

The Scientific 
World Journal
Hindawi Publishing Corporation 
http://www.hindawi.com Volume 2014

Immunology Research
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Journal of

Obesity
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

 Computational and  
Mathematical Methods 
in Medicine

Ophthalmology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Diabetes Research
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Research and Treatment
AIDS

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Gastroenterology 
Research and Practice

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Parkinson’s 
Disease

Evidence-Based 
Complementary and 
Alternative Medicine

Volume 2014
Hindawi Publishing Corporation
http://www.hindawi.com


