


A Flow Chart to Aid Classification of Nystagmus

Is fixation impaired because of a slow drift, or an infrusive saccade, away from the target?
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A Flow Chart to Aid Classification of Saccadic Intrusions

Is fixation impaired because of a slow drift, or an intrusive saccade, away from the target?
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If a saccade is the culprit
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Clinical Features of Infantile Nystagmus Syndrome (Congenital Nystagmus)

* Present from birth or early infancy

* Usually conjugate, horizontal; smaller torsional or vertical components

* Pendular or increasing-velocity waveforms punctuated by foveation periods during which the eyes are transiently still and aimed steadily
at the object of interest

* Suppresses on convergence or with eyelid closure

* Accentuated by visual attention or arousal

« Often minimal when the eyes are near one particular orbital position (null zone)

* Accompanied by head shaking or head turn
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Clinical Features of Latent Nystagmus (Fusional Maldevelopment Nystagmus Syndrome)
* Present since infancy; associated with strabismus and lack of binocular vision

« Evoked or enhanced by covering one eye; hence, also called “occlusion” nystagmus

* Direction may be influenced by “attempt” to look out of one eye, even in complete darkness

« Conjugate, horizontal nystagmus beating away from covered eye

- May have an associated torsional component (pendular or jerk) and vertical upbeating component

» Slow phases may have linear- or decreasing-velocity waveforms

« Smooth-pursuit asymmetry depending on viewing eye and ongoing nystagmus

- Associated with dissociated vertical deviation (DVD; eye under cover deviates up)

Clinical Feature of Spasmus Nutans Syndrome

« Characterized by nystagmus, head nodding, and abnormal head positions developing during first year of life

- Nystagmus is intermittent, small-amplitude, high-frequency (“shimmering”); variably disconjugate or disjunctive; greater in the abducting
eye; may have vertical component; more evident during convergence

* Head nodding is irregular, with horizontal or vertical components

« Strabismus and amblyopia may coexist

- Normal ophthalmoscopic examination and normal magnetic resonance imaging (MRI) of visual pathways are required to rule out
structural lesions

« Spontaneously remits in 2-8 years



Nystagmus assomated with disease of the retina and ocular media

Clinical Features of Nystagmus Associated with Disease of the Visual
Pathways
* Lesions of the eye or optic nerve:
Bilateral visual loss causes continuous jerk nystagmus, with horizontal,
vertical, and torsional components and a drifting “null” position
» Lesions affecting posterior cortical areas:
Low-amplitude horizontal nystagmus beating toward the side of the
lesion
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(1) an inability to generate visually guided eye movements such as
pursuit and saccades to correct for drifts of the eyes

(2) loss of the “error signal” that normally drives long-term ocular
motor adaptation and tunes eye movements to changing visual
demands.

(A) Binocular Visual Loss
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CVADthe 4 A's: acuity, assimilation, attention, apraxia
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