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PURPOSE. While elevated intraocular pressure (IOP) is a major risk factor for glaucoma, on-
ly about 1% of patients with 25 mmHg develop the condition each year. Since a sizeable
proportion of the ganglion cells are already lost when the visual field losses are apparent,
the aim is to identify patients with elevated IOP in whom glaucoma damage is incipient be-
fore visual field changes occur. 
METHODS. This report concerns early diagnosis of glaucoma with electrophysiological tech-
niques, rather than with monitoring the disease using various available psychophysical and
morphological methods. Visual electrophysiology offers a wide range of tools to assess
function layer-by-layer along the visual pathway. Their clinical value for early detection of
glaucoma will be discussed. The pattern electroretinogram (PERG), a direct functional in-
dicator of retinal ganglion cell function, is markedly affected by glaucoma, and in longitu-
dinal studies the PERG correctly indicated eyes at risk before manifest glaucoma occurred. 
CONCLUSIONS. Consequently, this report will concentrate on the PERG. Less proven, but
promising measures like the “photopic negative response”, the motion visually evoked po-
tential (VEP) and the multifocal VEP will also be touched upon. Eur J Ophthalmol 2001; 11
(Suppl 2): S41-S49

KEY WORDS. IOP, Diagnosis, Glaucoma, Pattern electroretinogram (PERG), Visual electro-
physiology, Multifocal VEP

Electrophysiological approaches for early 
detection of glaucoma

Why early diagnosis?

While elevated intraocular pressure (IOP) is a ma-
jor risk factor for developing glaucoma, only about
1% of patients with an IOP of 25 mmHg actually de-
velop manifest glaucoma each year. Prospective
studies have reported incidences of 0.4% to 17.4%
(1–6). This wide range is largely due to differing study
populations with different risk factors or degrees of
pressure elevation. Since a sizeable proportion (25-
30%) of the ganglion cells are already lost when vi-
sual field losses are apparent (7, 8), the aim of early
detection is to identify those patients with elevated
IOP who have early stage glaucoma damage before
visual field changes occur. 

The magnocellular vs parvocellular pathway

Research on early diagnosis has been dominated
for more than a decade by the “magnocellular para-
digm”, starting with Quigley’s observation (9): “in ear-
ly glaucoma … [there is] preferential damage to large
nerve fibres”. Previous sub-divisions had been based
on psychophysical intricacies (10) but Quigley’s ob-
servation came at a time when division of the visual
system into (at least) two major sub-systems was rekind-
led (11, 12). The two major sub-systems that Quigley
considered were the magnocellular stream (with large
axons, making it the candidate for Quigley’s obser-
vation) and the parvocellular stream. This clear-cut
hypothesis had two major consequences: 
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• It spurred basic scientists to challenge this simple
view, find exceptions and limit its applicability.

• It led some applied researchers to oversimplified
stimulus paradigms to selectively drive the magno-
cellular system. 
For more than a decade, research on early diagno-

sis was dominated by the “magnocellular damage 
theory”. While this inspired interesting methodologi-
cal developments, many researchers now feel that mag-
nocellular damage in early glaucoma is only margin-
ally greater – if at all – than parvocellular damage (13).
For instance, the well-known early blue deficits in glau-
coma (14) cannot readily be explained by a magno-
cellular mechanism. More recent hypotheses interpret
glaucoma damage in terms of redundant or non-re-
dundant systems, where the parvocellular pathway is
viewed as redundant and the magnocellular and the

koniocellular (blue–yellow channel) pathways are
viewed as non-redundant. However, these aspects are
not covered in this report which concentrates on elec-
trophysiological techniques organized according to
their potential clinical value for early detection of glau-
coma. In some cases, more work is required to vali-
date the views presented here. 

Electrophysiology

Visual electrophysiology commands a broad arsenal
(Fig. 1). For each of the various processing stages passed
by a visual input, there is an investigative technique to
assess functional integrity. When the pathophysiology
of a disease process is known, Figure 1 shows where
to expect, or look for, functional deficits. 

Glaucoma starts when communication between the
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ganglion cell terminals and the ganglion cell body is
compromised, either mechanically or due to vascu-
lar impairment, near the optic disc. Ultimately the
ganglion cells atrophy, be it through necrosis or apop-
tosis, while bipolar cells and the photoreceptors re-
main (nearly) normal. When we consider this patho-
physiology, it is not surprising that many of the tech-
niques used in visual electrophysiology have had lit-
tle success.

Techniques that have been unsuccessful in 
early diagnosis of glaucoma

It is currently unclear whether only the ganglion
cells are affected in optic atrophy. Van Buren (15)
observed a “cystic degeneration in the inner nuclear
layer” after a lesion of the chiasm. Later reports (16,
17) suggested that atrophy of the retinal ganglion
cells affects amacrine or bipolar cells trans-synap-
tically.

Despite evidence that the bipolars may be affected
in glaucoma (17), the electroretinogram (ERG), an in-
dicator of rod- (a-wave), bipolar- (b-wave) and cone-
function (flicker-ERG), remains nearly normal even in
eyes blind from the condition (18) (Fig. 2). The same
applies to the multifocal ERG (mfERG), which is a new
technique (19, 20) that has been recently applied to
glaucoma, but with a negative result (21). 

The electrooculogram (EOG) is a slow potential change,
indicating metabolic transport through Bruch’s mem-
brane on demands by the photoreceptor. Consequently,

there are no reliable reports on EOG application in
glaucoma.

Techniques yet unproven in the early diagno-
sis of glaucoma

A number of exciting new electrophysiological
methods have been advanced. Only some of these
can be briefly touched upon here. 

Recent animal-based research suggests that a
component of the ERG, the “photopic negative re-
sponse”, may be a sensitive indicator of glaucoma
damage (22–24).

The multifocal VEP (25) provides a spatially-resolved
VEP and can provide an objective functional corre-
late of conventional visual field measures. One group
found a high correlation between field defects and
the multifocal VEP (26), while others stress the high
interindividual variability, rendering only interocular
comparisons valid (27).

The motion VEP (28–30) appeared promising because
motion perception is largely mediated by the magno-
cellular pathway (at least for low contrast (31)). In-
deed, moderate impairment of motion perception in
glaucoma was seen psychophysically (32). More re-
cently, the Korth group assessed motion VEPs in glau-
coma. They observed a strong glaucoma-effect on am-
plitude, while little on latency of the VEP (33).

All of these promising techniques are awaiting prospec-
tive longitudinal studies to confirm their promise for
early diagnosis.

Fig. 2 - PERG in glaucoma. The
flash ERG (left) is relatively little
affected even in advanced glau-
coma. In early glaucoma, only small
check-sizes affect the PERG but
both large and small checks af-
fect the PERG in advanced glau-
coma. (Modified after (41))
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Techniques proven effective in the early di-
agnosis of glaucoma – PERG

Principles of PERG

The pattern ERG (PERG) is a direct indicator of gan-
glion cell function and thus a promising candidate to
indicate early glaucoma damage. The methodology is
only briefly covered here, more detail can be found
in the ISCEV standard (34). 

As stimulus, a checkerboard pattern is used, which
reverses its local luminance while keeping average lu-
minance constant. Thus, the ERG signals cancel out
and non-linearities remain that have been shown to
originate in the ganglion cells (18, 35, 36). Retinal po-
tentials are detected with a corneal electrode. Various
types of electrode may be used, such as gold foil (37)
or DTL (38, 39). However, it is important that the elec-
trode does not degrade the optical imaging on the reti-
na, as reduced retinal contrast leads to marked reduction
of the PERG. With an appropriate technique, a high
stability and reproducibility can be obtained (inter-ses-
sion coefficient of variation of approximately 10% (40).
The frequency of the checkerboard reversal determines
whether the transient response (< 4 rev/s) or the steady-
state response (≥ 8 rev/s) is evoked.

PERG in glaucoma 

Figure 2 shows recordings from a normal individ-
ual, a patient with early glaucoma, and a patient with

advanced glaucoma (41). In the left column, ERG re-
sponses to a flash stimulus show little change in glau-
coma. In contrast, the PERG to small check sizes (0.8°,
centre column) is affected in early and late glauco-
ma, whereas the PERG to large stimulus checks (16°,
right column) is relatively normal in early glaucoma
but markedly reduced in the advanced stage of the
condition. 

Figure 3 shows the check-size specific effect in fur-
ther detail. On the left are findings in 15 glaucoma
eyes, while on the right are results from experiments
with experimentally induced glaucoma in monkeys (42).
Both experiments show that the PERG to large

Fig. 3 - Check-size specific PERG
changes in glaucoma. 
Left: in normal individuals and
glaucoma patients. Right: in mon-
keys with experimentally induced
glaucoma.
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checks is relatively little affected in glaucoma, with
increasing effect with decreasing check size. There
is also an indication that with very small checks (<
0.5°) the glaucoma effects become smaller again. These
differential effects of check size have useful implica-
tions when using the PERG in early diagnosis of glau-
coma.

PERG in glaucoma: Transient vs steady-state stim-
ulus conditions

When the transient PERG to relatively slow revers-
ing patterns is recorded, a positive (P50) and nega-
tive (N95) component can be discerned. These may
be affected differently in retinal and optic nerve dis-
eases (43). However, in glaucoma, both components
appear equally affected. 

In a group of eight normal control eyes and 23 eyes
of 12 glaucoma patients, the PERG to transient stim-
ulation and to steady-state stimulation were compared.
Figure 4 (unpublished results) shows that in the tran-
sient response, both the P50 and the N95 component
were affected to a similar degree in glaucoma. In con-
trast, the steady-state response is relatively much more
affected by glaucoma (right of Fig. 4). Furthermore,
rapid stimulation at 16 rev/s showed a much more
pronounced amplitude reduction than did transient
stimulation, when compared in the same glaucoma
patients (44). At reversal rates higher than 18 rev/s
returns are diminishing for normal/glaucoma discrimination
in the PERG (45). These frequency-dependent effects
correspond with psychophysical work that showed more
glaucomatous effects at higher temporal frequencies
(46, 47). 

Altogether, this evidence suggests that PERG
recording at medium-high temporal frequencies is most
efficacious to detect incipient glaucoma damage.

“Freiburg” PERG paradigm 

While the group differences in the PERG amplitude
between normal controls and glaucoma patients are
easily highly significant, it is still questionable
whether a useful risk assessment can be performed
on an individual basis. To tackle this problem, we ar-
rived at the following paradigm. 

First, steady-state stimulation of 16 rev/s is employed.
This frequency is believed to be in the optimum range,

because there is less glaucoma sensitivity at lower
(e.g. 8 rev/s) and higher rates (e.g. 16 rev/s) (44, 45),
probably because of decreasing signal/noise ratio. The
exact reversal rate depends also on the equipment,
as aliasing by the frame rate of the stimulus monitor
must be avoided (48). 

Second, we combine two check sizes, 0.8° and 16°.
This reduces the effect of interindividual variability –
PERG amplitude varies by a factor of three between
individuals. Recalling Figure 3, note that the PERG to
0.8° checks are strongly affected by glaucoma,
whereas the PERG to 16° checks are not. Since the
interindividual variability is multiplicative, such that an
individual with a large 0.8°-PERG will also have a large
16°-PERG, it makes sense to compute the ratio:

PERG-ratio   = PERG amplitude to 0.8°checks
PERG amplitude to 16° checks

In Figure 5, the scatter of a normal control popula-
tion is seen (data extended from (49)). There is a high
correlation between the amplitudes to 0.8° and 16° check-
size. In glaucoma, initially the 0.8°-response is reduced,
then later the 16°-response. Consequently, a (treatment-
resistant) glaucoma eye will presumably follow the hypo-
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thetical curve indicated by the curved arrow in Fig-
ure 5. A constant PERG-ratio corresponds to an oblique
straight line in this figure. For individual diagnosis,
the lines indicate the lower 5% confidence interval
for the PERG-ratio, the 45°-line, and the upper 95%
confidence interval. PERGs from individual eyes that
fall below the lower confidence line are at risk of de-
veloping glaucoma. 

A problem: reduced acuity

Any degradation of retinal imaging (e.g. cataract or
defocus) leads to amplitude reduction (50). Dioptric
defocus is the more problematic case here, since it
affects the PERG to 0.8° checks and not the PERG to
16° checks (51), changing the PERG-ratio in the same
manner as glaucoma would (Fig. 6). PERG was
recorded in 10 eyes of visually normal eyes either at
best correction or with various values of defocus, cov-
ering an acuity range from 0.1 to 1.6. Increasing de-
focus markedly reduces PERG amplitude when 0.8°
checks are employed, but has no significant effect
when a 16° check size is employed (Fig. 6). Wide-an-
gle scattering, as occurs with cataracts, also affects

the 16°-response, leading to less marked effects on
the PERG-ratio. The effects are easily understood when
the low-pass nature of defocus and the PERG's lin-
ear contrast-amplitude characteristic are taken into
account (52, 53). 

To avoid false positive results, we perform PERG-
glaucoma testing only on eyes with a visual acuity ≥
0.8, tested at the PERG-stimulus distance of 57 cm
with a semi-automatic procedure (54). While optical
correction can be optimized, unfortunately many glau-
coma patients have media opacities, thus precluding
PERG testing.

PERG in OHT – longitudinal studies

In order to prove the utility of the PERG as an ear-
ly glaucoma indicator, longitudinal studies have been
performed to test whether the PERG identifies eyes
with elevated IOP that later develop manifest glau-
coma. There is a relative scarcity of such studies, due
largely to the need of long-term investment of size-
able resources and the loss of patients to follow-up.
In an early study, we addressed the problem by se-
lecting high-risk eyes (e.g. glaucoma in the patient’s
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Fig. 7 - Sensitivity/specificity analysis of the PERG as glauco-
ma predictor. The four of 124 eyes which did develop glauco-
ma define the “true positive” cases. Only PERG measurements
at the beginning of the longitudinal study are included in this
figure.
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other eye, family history) and recorded the history of
29 eyes in 18 individuals for 1 to 3 years (55). Initial-
ly, in 12 of these eyes the PERG was abnormal, and
five of these eyes did develop glaucomatous field de-
fects. In contrast, none of the eyes with initially nor-
mal PERG developed glaucomatous field defects. 

In a more recent prospective study (56), we
recorded the history of 124 eyes of 67 patients with
initial IOP > 24 mmHg and no apparent visual field
damage for up to 8 years (mean follow-up time 5.9
years). Over this time, four eyes of four patients de-
veloped manifest glaucoma. This low incidence was
expected, but made it difficult to assess the pre-
dictive value of the PERG. By varying the patholo-
gy-threshold of the PERG-ratio (defined above), we
compared the sensitivity and specificity of the tech-
nique. The results of the sensitivity/specificity
analysis (also known as receiver operating charac-
teristic [ROC] analysis) are shown in Figure 7. For
a sensitivity of 100%, there was a high specificity
of 85%. While this may be a chance high value (on-
ly four true positives), the data suggest that the PERG
is of value in defining eyes that are at higher risk of
developing manifest glaucoma.

PERG may reveal “panretinal ganglion cell damage”

In hindsight, it was unexpected that the PERG would
detect glaucoma changes so effectively, considering
that the stimulus covers only the central 15°, while
early field defects arise typically in the more periph-
eral Bjerrum area. There was already indirect evidence
that the PERG reflects diffuse, non-focal, damage to
the ganglion cells (49), but to test this more directly
we looked at the PERG in eyes that had no field dam-
age within the retinal area covered by the PERG stim-
ulus. An example of such a field is seen in Figure 8.
In 13 of 18 such eyes (from 16 patients) with a nor-
mal visual field in the stimulated area, we obtained a
pathologic PERG (57). This suggests that the PERG
picks up a “panretinal” damage mechanism, which
affects the ganglion cells before reliable field dam-
age is observed. 

CONCLUSIONS

The PERG can be useful in early diagnosis of glau-
coma. With appropriate recording techniques and

paradigms, it can identify eyes at risk before man-
ifest field damage with a specificity of 85%. It should
be recognised that PERG recording is one of the
more demanding electrophysiological techniques, and
that experience and care is required to achieve re-
liable and reproducible results. Nevertheless, at the
present state of knowledge the PERG is the best
documented electrophysiological technique for de-
tecting early glaucoma damage. It should help in
identifying those patients with elevated IOP in
whom glaucoma damage is incipient before visual
field changes occur.

Reprint requests to:
Michael Bach, MD
Elektrophysiology Lab
Universitäts-Augenklinik
Freiburg, Germany
bach@uni-freiburg.de
http://michaelbach.de

Fig. 8 - A visual field from the left eye of a glaucoma patient.
Black discs denote pathologic field locations with MD > 4 dB.
The checkerboard pattern in the centre represents the size of
a typical PERG stimulus.
Even though there is no field defect in the region covered by
the PERG stimulus, the PERG response is often abnormal.
This suggests that the PERG picks up non-focal damage in
glaucoma.



Electrophysiological detection of glaucoma

S48

REFERENCES

1. Graham PA. The definition of pre-glaucoma: a prospec-
tive study. Trans Ophthalmol Soc UK 1968; 88: 153–65.

2. Armaly MF. Ocular pressure and visual fields. Arch Oph-
thalmol 1969; 81: 25-40.

3. Perkins ES. The Bedford glaucoma survey. Long term
follow up of borderline cases. Br J Ophthalmol 1973;
57: 179-85.

4. Walker WM. Ocular hypertensives: follow up of 109 cas-
es from 1963-74. Trans Ophthalmol Soc UK 1974; 94:
525-33.

5. Jensen JE. Glaucoma screening: a 16 year follow up of
ocular hypertensives. Acta Ophthalmol 1984; 62: 203-9.

6. Lundberg L, Wetrell K, Linear E. Ocular hypertension:
a prospective 20 year follow up study. Acta Ophthal-
mol 1987; 65: 705-8.

7. Quigley HA, Kerrigan–Baumrind LA, Pease ME, Kerri-
gan DF, Mitchell RS. The number of retinal ganglion
cells in glaucoma eyes compared to threshold visual
field data in the same eyes. Invest Ophthalmol Vis Sci
1999; 40 (Suppl): S582.

8. Kerrigan–Baumrind LA, Quigley HA, Pease ME. Num-
ber of ganglion cells in glaucoma eyes compared with
threshold visual field tests in the same persons. Invest
Ophthalmol Vis Sci 2000; 41: 741-8.

9. Quigley HA, Sanchez RM, Dunkelberger R, L’Hernault
NL, Baginski TA. Chronic glaucoma selectively dam-
ages large optic nerve fibers. Invest Ophthalmol Vis Sci
1987; 28: 913-20.

10. Lennie P, Trewarthen C, Van Essen D, Wässle H. Par-
allel processing of visual information. In: Spillmann L,
Werner JS, eds. Visual perception – The neurophysio-
logical foundations. San Diego, New York, Boston, Lon-
don, Sydney, Tokyo, Toronto: Academic Press, Inc., 1990;
103-28.

11. Livingstone MS, Hubel DH. Psychophysical evidence
for separate channels for the perception of form, col-
or, movement, and depth. J Neurosci 1987; 7: 3416-
68.

12. Livingstone MS, Hubel D. Segregation of form, color,
movement, and depth: Anatomy, physiology, and per-
ception. Science 1988; 240: 740-9.

13. Johnson CA, Spry PGD, Cioffi GA, Mansberger SL. Eval-
uation of a variety of visual function tests in ocular hy-
pertension and early glaucoma patients. Invest Oph-
thalmol Vis Sci 2000; 41 (Suppl): S104.

14. Sample PA. Short-wavelength automated perimetry: it's
role in the clinic and for understanding ganglion cell
function. Progr Retin Eye Res 2000; 19: 369-83.

15. Van Buren JM. Trans-synaptic retrograde degeneration
of the visual system of primates. J Neurol Neurosurg
Psychiat 1963; 26: 402-9.

16. Holländer H, Bisti S, Maffei L, Hebel R. Electroretino-
graphic responses and retrograde changes of retinal mor-
phology after intracranial optic nerve section–a quantit.
analysis in the cat. Exp Brain Res 1984; 55: 483-93.

17. Wässle H, Chuun MH, Müller F. Amacrine cells in the
ganglion cell layer of the cat retina. J Comp Neurol 1987;
265: 391-408.

18. Bach M, Gerling J, Geiger K. Optic atrophy reduces the
pattern-electroretinogram for both fine and coarse stim-
ulus patterns. Clin Vision Sci 1992; 7: 327-33.

19. Sutter EE, Tran D. The field topography of ERG com-
ponents in man – I. The photopic luminance response.
Vision Res 1992; 32: 433-46.

20. Hood DC. Assessing retinal function with the multifo-
cal technique. Prog Retin Eye Res 2000; 19: 607-46.

21. Hood DC, Greenstein VC, Holopigian K, Bauer R, Firoz
B, Liebmann JM, Odel JG, R R. An attempt to detect glau-
comatous damage to the inner retina with the multifocal
ERG. Invest Ophthalmol Vis Sci 2000; 41: 1570-9.

22. Viswanathan S, Frishman LJ, Robson JG, Harwerth RS,
Smith EL, 3rd. The photopic negative response of the
macaque electroretinogram: reduction by experimen-
tal glaucoma. Invest Ophthalmol Vis Sci 1999; 40: 1124-
36.

23. Colotto A, Falsini B, Salgarello T, Iarossi G, Galan M,
Scullica L. Photopic negative response of the human
ERG: losses associated with glaucomatous damage.
Invest Ophthalmol Vis Sci 2000; 41: 2205-11.

24. Viswanathan S, Frishman LJ, Robson JG, J.W. W. The
photopic negative response of the flash electroretino-
gram in primary open angle glaucoma. Invest Ophthalmol
Vis Sci 2001; 42: 514-22.

25. Baseler HA, Sutter EE, Klein SA, Carney T. The topogr-
aphy of visual evoked response properties across the
visual field. Electroenceph Clin Neurophysiol 1994; 90:
65-81.

26. Klistorner AI, Graham SL, Grigg JR, Billson FA. Multi-
focal topographic visual evoked potential: improving
objective detection of local visual field defects. Invest
Ophthalmol Vis Sci 1998; 39: 937-50.

27. Hood DC, Zhang X, Greenstein VC, Kangovi S, Odel JG.
An interocular comparison of the multifocal VEP: a pos-
sible technique for detecting local damage to the optic
nerve. Invest Ophthalmol Vis Sci 2000; 41: 1580-7.

28. MacKay DM, Rietveld WJ. Electroencephalogram po-
tentials evoked by accelerated visual motion. Nature
1968; 217: 677-8.

29. Göpfert E, Müller R, Markwardt F, Schlykowa L. Visuell
evozierte Potentiale bei Musterbewegung. EEG-EMG
Z 1983; 14: 47-51.

30. Bach M, Ullrich D. Motion adaptation governs the shape
of motion-evoked cortical potentials (motion VEP). Vi-
sion Res 1994; 34: 1541-7.

31. Merigan WH, Byrne CE, Maunsell JH. Does primate mo-



Bach 

S49

tion perception depend on the magnocellular pathway?
J Neurosci 1991; 11: 3422-9.

32. Silverman SE, Trick GL, Hart WMJ. Motion perception
is abnormal in primary open-angle glaucoma and oc-
ular hypertension. Invest Ophthalmol Vis Sci 1990; 31:
722–9.

33. Korth M, Kohl S, Martus P, Sembritzki T. Motion-evoked
pattern visual evoked potentials in glaucoma. J Glau-
coma 2000; 9: 376-87.

34. Bach M, Hawlina M, Holder GE, et al. Standard for pat-
tern electroretinography. Doc Ophthalmol 2000; 101:
11-8.

35. Sieving PA, Steinberg RH. Proximal retinal contribu-
tions to the intraretinal 8-Hz pattern ERG of cat. J Neu-
rophysiol 1987; 57: 104-20.

36. Zrenner E. Physiological basis of the pattern elec-
troretinogram. Progr Retin Res 1989; 9: 427-64.

37. Holder GE. Recording the pattern electroretinogram with
the Arden gold foil electrode. J Electrophysiol Technol
1988; 14: 183-90.

38. Dawson WW, Trick GL, Litzkow CA. Improved electrode
for electroretinography. Invest Ophthalmol Vis Sci 1979;
18: 988-91.

39. Bach M. Preparation and montage of DTL-electrodes.
1998; <http://www.ukl.uni-freiburg.de/aug/bach/dtl/>
(09.02.2001).

40. Otto T, Bach M. Re-test variability and diurnal effects
in the pattern electroretinogram (PERG). Doc Ophthal-
mol 1997; 92: 311-23.

41. Bach M, Hiss P, Röver J. Check-size specific changes
of pattern electroretinogram in patients with early open-
angle glaucoma. Doc Ophthalmol 1988; 69: 315-22.

42. Johnson MA, Drum BA, Quigley HA, Sanchez RM, Dunkel-
berger GR. Pattern-evoked potentials and optic nerve
fiber loss in monocular laser-induced glaucoma. Invest
Ophthalmol Vis Sci 1989; 30: 897-907.

43. Holder GE. The pattern electroretinogram. In: Fishman
GA, Birch DG, Holder GE, Brigell MG, eds. Electrophysiologic
testing in disorders of the retina, optic nerve and vi-
sual pathway. 2nd Edition. American Academy of Oph-
thalmology, 2001: 197-235.

44. Bach M, Speidel-Fiaux A. Pattern electroretinogram in
glaucoma and ocular hypertension. Doc Ophthalmol 1989;
73: 173-81.

45. Hiss P, Fahl G. Veränderungen im Muster-Elektroretino-

gramm bei Glaukom und okulärer Hypertension sind reizfre-
quenzabhängig [Changes in the pattern electroretino-
gram in glaucoma and ocular hypertension are depen-
dent on stimulus frequency]. Fortschr Ophthalmol 1991;
88: 562-5.

46. Tyler CW. Specific deficits in flicker sensitivity in glau-
coma and ocular hypertension. Invest Ophthalmol Vis
Sci 1981; 20: 204-12.

47. Horn FK, Velten IM, Jünemann A, Korth M. The full-
field flicker test in glaucomas: influence of intraocular
pressure and pattern of visual field losses. Graefes Arch
Clin Exp Ophthalmol 1999; 237: 621-8.

48. Bach M, Meigen T, Strasburger H. Raster-scan cath-
ode-ray tubes for vision research – limits of resolution
in space, time and intensity, and some solutions. Spat
Vis 1997; 10: 403-14.

49. Bach M, Pfeiffer N, Birkner-Binder D. Pattern-Elec-
troretinogram reflects diffuse retinal damage in early
glaucoma. Clin Vision Sci 1992; 7: 335-40.

50. Leipert KP, Gottlob I. Pattern electroretinogram: effects
of miosis, accommodation, and defocus. Doc Ophthalmol
1987; 67: 335-46.

51. Bach M, Mathieu M. Pattern-ERG differentially affect-
ed by dioptric defocus and light scatter. Invest Oph-
thalmol Vis Sci 1997; 38 (Suppl): S573.

52. Hess RF, Baker CL. Human pattern-evoked elec-
troretinogram. J Neurophysiol 1984; 51: 939-51.

53. Zapf HR, Bach M. The contrast characteristic of the
pattern electroretinogram (PERG) depends on tempo-
ral frequency. Graefes Arch Clin Exp Ophthalmol 1999;
237: 93-9.

54. Bach M. The Freiburg Visual Acuity Test – Automatic
measurement of visual acuity. Optometry & Vision Sci
1996; 73: 49-53.

55. Pfeiffer N, Tillmon B, Bach M. Predictive value of the
Pattern-electroretinogram in high-risk ocular hypertension.
Invest Ophthalmol Vis Sci 1993; 34: 1710-5.

56. Unsoeld AS, Walter S, Meyer J, Funk J, Bach M. Pat-
tern ERG as early risk indicator in ocular hypertension
– an 9-year prospective study. Invest Ophthalmol Vis
Sci 2001; 42 (Suppl): S146.

57. Bach M, Sulimma F, Gerling J. Little local correlation
of the pattern electroretinogram (PERG) and visual field
measures in early glaucoma. Doc Ophthalmol 1998; 94:
253-63.


