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Background/objective: This study aimed to characterize domain-specific symptom intensity and functional burden in visual
snow syndrome (VSS) using the Colorado Visual Snow Survey 2.0 (CVSS 2.0) and to examine intensity—burden and inter-
domain correlation patterns.

Methods: This retrospective cross-sectional study included 72 patients who met the diagnostic criteria for VSS. Symptoms
were assessed across ten CVSS 2.0 domains, comprising six visual domains (visual static, afterimages, visual trails, blue-field
entoptic phenomenon, floaters, and night vision problems) and four nonvisual domains (tinnitus, depersonalization/derealization,
anxiety, and depression). Symptom intensity was defined as the item A score, and functional burden was calculated as the mean
of items B, C, and D. Associations between symptom intensity and functional burden, correlations among symptom domains,
and the characteristics of participants in the upper quartile of overall burden were analyzed.

Results: The cohort included 72 patients (37 males, 35 females; mean age 27.9 & 11.85 years). Intensity and burden were
significantly correlated in nine domains, excluding afterimages. Visual composite intensity scores were higher than nonvisual
scores, whereas no statistically significant difference was detected in functional burden. Blue-field entoptic phenomenon and
floaters showed the largest intensity—burden differences. The upper quartile burden subgroup showed greater burden across
multiple domains without significant demographic differences.

Conclusions: VSS showed distinct patterns of symptom intensity and functional burden across CVSS 2.0 domains, with signifi-
cant intensity—burden associations in most domains and broader inter-domain correlations for functional burden. Understanding
this broad symptom spectrum may help provide a more comprehensive clinical assessment of patients with VSS.
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Introduction 6-8

pression’°. Neuroimaging studies have reported functional
alterations involving regions beyond the primary visual path-

Visual snow syndrome (VSS) is a neurological condition in ways, although the mechanisms underlying the broad symp-

which patients continuously perceive dynamic flickering dots
across the entire visual field, with this often being compared
to the static of an untuned television'. Although patients usu-
ally present with visual complaints, VSS is increasingly un-
derstood not as a primary eye disease but as a disorder of
central visual processing>3. The current data suggest that the
syndrome is distinct from persistent migraine aura and is more
appropriately framed as a brain-based perceptual disorder in-
volving abnormal sensory processing®>.

One important characteristic of VSS is that it extends be-
yond visual static, with patients also commonly reporting af-
terimages, visual trails, enhanced entoptic phenomena, photo-
phobia, and nyctalopia, along with nonvisual symptoms such
as tinnitus, depersonalization/derealization, anxiety, and de-
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tom profile of VSS remain uncertain. Recent reviews have
therefore described VSS as a widespread or network-level dis-
order that may involve cortical and subcortical dysfunction be-
yond the classical visual pathways 1.

Evaluating the patient-reported impact of VSS is clinically
important because diagnostic criteria alone fail to reflect how
patients actually experience the condition. Assessing spe-
cific symptom domains offers valuable insight into both per-
ceptual intensity and functional impairment in daily life '>!3.
Patient-reported measures are uniquely suited for this pur-
pose, capturing subjective perceptual experiences that stan-
dard ophthalmic exams cannot detect. In this regard, the newly
evaluated Colorado Visual Snow Survey 2.0 (CVSS 2.0) ef-
fectively quantifies symptom intensity and functional burden
across multiple visual and nonvisual domains, showing sub-
stantial utility in distinguishing VSS patients from controls '*.
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Although previous studies have described the broad range
of visual and nonvisual symptoms associated with VSS,
the relationship between perceived symptom intensity and
symptom-related functional burden remains insufficiently
characterized. In particular, it is unclear how intensity and bur-
den differ across visual and nonvisual domains, and how the
burden of different symptom domains is interrelated. To ad-
dress these gaps, we used the CVSS 2.0 to characterize symp-
tom intensity and functional burden across ten domains, exam-
ine domain-specific intensity—burden relationships, compare
visual and nonvisual domain scores, and explore interdomain
correlation patterns as well as the characteristics of patients
with high overall burden.

Methods

Study Design and Participants

This retrospective cross-sectional observational study in-
cluded a consecutive clinic-based series of patients evaluated
at the neuro-ophthalmology clinic between September 2024
and April 2026. During this period, CVSS 2.0 was routinely
administered to patients who met the diagnostic criteria for
VSS. All eligible patients with completed CVSS 2.0 assess-
ments were included, without selection according to symptom
intensity, functional burden, demographic characteristics, or
clinical outcomes. The study was conducted in accordance
with the principles of the Declaration of Helsinki and was
approved by the Institutional Review Board of Konkuk Uni-
versity Medical Center (Approval No. KUMC IRB 2026-05-
099). The requirement for informed consent was waived by
the Institutional Review Board because this was a retrospec-
tive review of existing clinical data that involved minimal risk
to participants.

Among patients who presented to the neuro-ophthalmology
clinic with persistent visual static, 72 individuals who fulfilled
the ICHD-3 diagnostic criteria for VSS were included in the
study (Table 1). Visual snow was defined as the continuous
perception of dynamic, tiny dots across the entire visual field
for longer than 3 months. In addition, patients were required to
report at least two of the following symptoms: palinopsia, en-
hanced entoptic phenomena, photophobia, and impaired night
vision. The visual symptoms were required to be inconsistent
with typical migraine visual aura and not better explained by
another ophthalmic, neurologic, or substance-related disorder.

The diagnosis was made by a neuro-ophthalmologist
(H.J.S.) based on a detailed history and neuro-ophthalmologic
examination. The clinical assessment included the character-
istics and duration of visual symptoms, migraine and aura his-
tory, medication and recreational drug exposure, visual acuity,
pupillary examination, ocular motility assessment, slit-lamp

examination, and fundus examination. Additional investiga-
tions, including automated perimetry, optical coherence to-
mography, and neuroimaging, were performed in all patients
to rule out alternative causes of the symptoms!>. Patients
whose symptoms were attributable to retinal disease, persis-
tent migraine aura, hallucinogen-persisting perception disor-
der, or another neurologic or ophthalmic condition were ex-
cluded.

Table 1 Summary of ICHD-3 criteria for VSS 16

1. Dynamic, continuous, tiny dots across the entire visual field,
persisting for >3 months

2. Additional visual symptoms of at least two of the following four
types:

a. Palinopsia

b. Enhanced entoptic phenomena

c. Photophobia

d. Impaired night vision (nyctalopia)

3. Symptoms are not consistent with typical migraine visual aura
4. Symptoms are not better accounted for by another disorder

Symptom Assessments

Symptoms were assessed using the CVSS 2.0, a patient-
reported questionnaire developed to characterize VSS symp-
tom intensity and functional burden across visual and non-
visual domains 4. CVSS 2.0 evaluates ten domains: six vi-
sual domains (visual static, afterimages, visual trails, blue-
field entoptic phenomenon, floaters, and night vision prob-
lems) and four nonvisual domains (tinnitus, depersonaliza-
tion/derealization, anxiety, and depression). Each domain be-
gins with a yes/no screening question asking whether the par-
ticipant experienced that symptom in the past month; only par-
ticipants who endorsed a symptom completed the correspond-
ing four rating items for that domain.

The four items (A-D) are each scored on a five-point scale
(1, lowest; 5, highest). Item A rates the average perceived
intensity of the symptom over the past month. Items B and
C both rate symptom-related interference, but the specific ac-
tivity probed differs by domain type: for the six visual do-
mains, item B addresses interference while using electronic
devices (e.g., smartphone, computer, television) and item C
addresses interference while viewing the surrounding environ-
ment unrelated to screens (e.g., faces, objects, printed text);
for tinnitus, item B addresses interference with hearing and
item C addresses interference with sleep; for depersonaliza-
tion/derealization, anxiety, and depression, item B addresses
interference with socializing and item C addresses interfer-
ence with overall feelings of wellness. Item D, common to
all ten domains, rates the average degree to which the symp-
tom reduced the participant’s ability to perform daily activities
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over the past month.

Symptom Grouping

Symptoms were grouped into visual and nonvisual domains
following the item design of the CVSS 2.0 instrument itself.
The six visual domains (visual static, afterimages, visual trails,
blue-field entoptic phenomenon, floaters, and night vision
problems) share a common item structure in which items B
and C separately probe interference during electronic-device
use and interference while viewing the surrounding environ-
ment. The four remaining domains (tinnitus, depersonaliza-
tion/derealization, anxiety, and depression) use distinct item
wording not tied to visual function (e.g., interference with
hearing and sleep for tinnitus; interference with socializing
and overall wellness for the remaining three), and were ac-
cordingly classified as nonvisual 4.

Outcome Measures

The primary outcomes were domain-specific symptom inten-
sity and functional burden across the ten CVSS 2.0 domains.
Symptom intensity was defined as the item A score, and func-
tional burden was calculated as the mean of items B, C, and D.
Because CVSS 2.0 administers items A—D only when a symp-
tom is endorsed, non-endorsed domains were not assigned a
score and were excluded from the primary endorser-only anal-
yses. Visual, nonvisual, and overall composite scores were
calculated for each patient by averaging scores across the cor-
responding endorsed symptom domains. For comparisons be-
tween visual and nonvisual composite scores, only patients
who endorsed at least one nonvisual symptom were included.

As a sensitivity analysis, we additionally analyzed the full
cohort by assigning a value of 0 to non-endorsed symptoms
while retaining the original 1-5 scores for endorsed symp-
toms. This 0-5 scoring scheme was used solely as an ana-
lytic extension for sensitivity analysis and does not represent
the original CVSS 2.0 response scale; these results are pre-
sented in Supplementary Table 1. The upper quartile bur-
den subgroup was defined using the 75th percentile of the
patient-level mean functional burden across endorsed symp-
toms. Secondary analyses included domain-specific intensity—
burden correlations, within-domain differences between inten-
sity and burden, inter-domain correlation patterns, and asso-
ciations of composite scores with demographic and clinical
variables.

Statistical Analyses

Primary analyses were restricted to participants who endorsed
the corresponding symptom. Within-domain intensity—burden
associations were assessed using Spearman correlation, with
95% confidence intervals, and intensity—burden differences

were tested using the Wilcoxon signed-rank test. A full-
cohort sensitivity analysis was additionally performed by cod-
ing non-endorsed symptoms as 0 while retaining the origi-
nal 1-5 scores for endorsed symptoms. Inter-domain corre-
lations were calculated pairwise among participants endors-
ing both symptoms. Visual and nonvisual composite scores
were compared using the Wilcoxon signed-rank test, and as-
sociations with demographic and clinical variables were as-
sessed using Spearman correlation, the Mann—Whitney U test,
or Fisher’s exact test as appropriate. Multiple comparisons
were adjusted using the Benjamini—Hochberg false-discovery-
rate procedure, with q<0.05 considered statistically signifi-
cant. FDR correction was applied separately to the 10 domain-
specific intensity—burden correlations and to the 45 inter-
domain correlations for symptom intensity and functional bur-
den. Statistical analyses were performed using SPSS version
26 (IBM Corp., Armonk, NY, USA), Python 3.13.5 with pan-
das 2.2.3, NumPy 2.3.5, and SciPy 1.17.0. Figures were gen-
erated using Matplotlib 3.10.8.

Results

Demographic and Clinical Characteristics

The analyses included 72 patients with VSS, comprising 37
males and 35 females, with a mean age of 27.9 £ 11.85
years and a mean age at symptom onset of 24.39 £ 11.55
years. The median symptom duration was 12.0 months (IQR,
6.0-40.5 months). Visual static was present in all patients,
while the prevalence of the remaining CVSS 2.0 symptom do-
mains ranged from 34.7% for depersonalization/derealization
to 80.6% for floaters (Table 2).

Table 2 Demographic and clinical characteristics of the study popu-
lation

Variables Total cohort (N = 72)
Demographic characteristics

Age, years 27.90 + 11.85
Sex, male/female, n (%) 37 (51.4) /35 (48.6)
Age at symptom onset, years 2439+ 11.55
Symptom duration, months 12 [6.0-40.5]
CVSS 2.0 symptom presence

Visual static 72 (100.0)
Afterimages 48 (66.7)
Visual trails 27 (37.5)
Blue-field entoptic phenomenon 53 (73.6)
Floaters 58 (80.6)
Night vision problems 42 (58.3)
Tinnitus 35 (48.6)
Depersonalization/derealization 25 (34.7)
Anxiety 56 (77.8)
Depression 47 (65.3)
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Relationship between Symptom Intensity and Functional
Burden

Among symptom endorsers, intensity was positively corre-
lated with functional burden in 9 of the 10 CVSS 2.0 domains
after FDR correction (Table 3). The correlation was strongest
for anxiety (n=56, p=0.732, q<0.001), followed by depres-
sion (n=47, p=0.628, q<0.001), whereas afterimages showed
the weakest correlation (n=48, p=0.202, q=0.169) and was the
only domain without a statistically significant association. In
the full-cohort sensitivity analysis, correlations were gener-
ally stronger, consistent with the influence of shared structural
zeros introduced by coding non-endorsed symptoms as 0. Ac-
cordingly, endorser-only analyses were retained as the primary
analysis, with the full-cohort results presented in Supplemen-
tary Table 1.

The mean scores for CVSS 2.0 items A-D across symp-
tom domains are shown in Figure 1.  Blue-field en-
toptic phenomenon and floaters showed the largest posi-
tive differences, whereas visual trails and depersonaliza-
tion/derealization showed little difference between intensity
and burden. Overall, symptom intensity exceeded functional
burden in most domains, although the magnitude of the differ-
ence varied across symptoms.

Mean CVSS item scores by symptom domain
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Figure. 1 Mean CVSS 2.0 item scores across symptom domains
among symptom endorsers. Mean scores for items A-D are shown
for each of the ten CVSS 2.0 domains. Item A assesses symptom
intensity, items B and C assess symptom-related interference, and
item D assesses reduction in daily activities.

Comparison between Visual and Nonvisual Domains

Among the 63 patients with at least one endorsed nonvisual
symptom, visual composite intensity scores were significantly
higher than nonvisual composite intensity scores (2.978 vs
2.656; p=0.0037, g=0.0074) (Figure 2A). In contrast, no sta-
tistically significant difference was detected between visual
and nonvisual composite functional burden scores (2.161 vs
2.166; p=0.8338, q=0.8338) (Figure 2B).

Table 3 Domain-specific symptom intensity, functional burden, and
intensity—burden correlations among symptom endorsers

Domain Group

Symptom Intensity, Functional Spearman Raw p FDR-

en- mean + burden, p (95% adjusted
dorsers, n SD mean £ CI) q
(%) SD
Visual static Visual 72 296+ 223+ 0.577 <0.001 <0.001
(100.0%) 1.05 0.84 (0.385 to
0.732)
Afterimages Visual 48 240+ 204+ 0.202 0.169 0.169
(66.7%) 0.94 0.77 (—0.131
to 0.506)
Visual trails Visual 27 207+ 220+ 0425 0.027 0.030
(37.5%) 0.96 0.83 (0.010 to
0.766)
Blue-field Visual 53 332+ 202+ 0.360 0.008 0.010
entoptic (73.6%) 1.07 0.84 (0.073 to
phenomenon 0.610)
Floaters Visual 58 360+ 253+ 0468 <0.001 <0.001
(80.6%) 0.92 1.05 (0.219 to
0.678)
Night vision Visual 42 298+ 234+ 0420 0.006 0.008
problems (58.3%) 1.05 1.05 (0.070 to
0.698)
Tinnitus Nonvisual 35 277+ 188+ 0.537 <0.001 0.002
(48.6%) 1.06 0.97 (0.188 to
0.811)
Depersonalization/ Nonvisual 25 2724+ 280+ 0550 0.004  0.007
derealization (34.7%) 1.10 1.13 (0.128 to
0.838)
Anxiety Nonvisual 56 288+ 235+ 0.732 <0.001 <0.001
(77.8%) 1.03 1.06 (0.564 to
0.846)
Depression Nonvisual 47 268+ 244+  0.628 <0.001 <0.001
(65.3%) 0.75 0.94 (0.413 to
0.790)

Note. Intensity was defined as CVSS 2.0 item A (1-5), and func-
tional burden was calculated as the mean of items B, C, and D (1-5).
Only participants who endorsed the corresponding symptom were in-
cluded in each domain-specific analysis. Spearman correlation co-
efficients are presented with 95% confidence intervals. Raw p val-
ues were adjusted using the Benjamini—Hochberg false-discovery-
rate procedure across the 10 domain-specific correlation tests, with
q < 0.05 considered statistically significant. CVSS 2.0, Colorado Vi-
sual Snow Survey 2.0; CI, confidence interval; FDR, false discovery
rate; SD, standard deviation.

Correlation Patterns and Clinical Associations

Correlation heatmap analysis demonstrated that inter-domain
correlations were more extensive for functional burden than
for symptom intensity. After FDR correction, significant cor-
relations were observed in 13 of 45 domain pairs for bur-
den compared with 4 of 45 pairs for intensity. The strongest
intensity correlation was observed between afterimages and
visual trails (p=0.676, q=0.013), whereas the strongest bur-
den correlation was observed between anxiety and depression
(p=0.715, q<0.001). Afterimages and visual trails were also
significantly correlated for burden (p=0.556, q=0.027), and
blue-field entoptic phenomenon and floaters showed a signifi-
cant burden correlation (p=0.522, g=0.004). Overall, the me-
dian inter-domain correlation was higher for functional burden
than for symptom intensity (p=0.273 [IQR 0.198-0.391] vs
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Figure. 2 Paired comparison of visual and nonvisual composite
scores among symptom endorsers with visual snow syndrome (VSS).
Visual symptom intensity was significantly higher than nonvisual
symptom intensity (A), whereas no significant difference was de-
tected in functional burden (B). Lines connect paired observations
from individual patients.

0.241 [IQR 0.036-0.302]), and burden correlations were nu-
merically higher in 30 of the 45 matched domain pairs (Figure
3A and B).

Visusstaic  Aftrimages  Visual als

Figure. 3 Correlation heatmaps of symptom intensity and func-
tional burden in visual snow syndrome. (A) Heatmap of Spearman
correlations among symptom intensity scores across ten CVSS 2.0
domains. (B) Heatmap of Spearman correlations among functional
burden scores across the same domains. Functional burden showed
a greater number of FDR-significant inter-domain correlations than
symptom intensity. Bold values indicate FDR-significant correlations
(q<0.05); each unique pair appears twice because the matrix is sym-
metric. Diagonal values indicate self-correlations.

Age, age at onset, and symptom duration were not signifi-
cantly associated with overall symptom intensity or functional
burden, and no significant sex differences were detected. In
particular, symptom duration was not significantly associated
with overall functional burden (Spearman p=0.077, 95% CI
—0.155 to 0.302; p=0.518).

Characteristics of the Upper Quartile Burden Subgroup

Using the mean functional burden across endorsed symptoms,
the 75th-percentile cutoff was 2.509, identifying 18 patients
in the upper quartile burden subgroup and 54 in the compari-
son group. There were no significant differences in sex, age,
age at onset, or symptom duration between the groups. The
upper quartile burden subgroup showed higher overall symp-
tom intensity and higher visual intensity and burden scores;
among patients with endorsed nonvisual symptoms, nonvisual
intensity and burden scores were also higher (Table 4). At
the individual-domain level, the largest mean burden differ-
ences were observed for anxiety, depression, visual static, and
night vision problems. After FDR correction, between-group
burden differences remained significant in eight of the ten do-
mains, with tinnitus and depersonalization/derealization being
the exceptions (Figure 4).

Table 4 Comparison of demographic and composite symptom mea-
sures between the upper quartile burden subgroup and the compari-
son subgroup

Variable Comparison Subgroup Upper quartile P value
(n=54) subgroup (n=18)
Female, n (%) 26 (48.1) 9 (50.0) 1.000
Age, years 27.19 + 11.89 30.06 + 11.77 0.494
Onset age, years 2424 +11.87 24.83 +10.84 0.800
Duration, months 12 [6.0-37.5] 12 [8.0-45.0] 0.510
Overall intensity 2.68 + 0.59 3.41+0.39 <0.001
Overall burden 1.89 £0.38 3.06 + 0.38 <0.001
Visual intensity 2.79 £+ 0.68 3.42 £ 0.56 <0.001
Visual burden 1.91 £+ 0.45 2924048 <0.001
Nonvisual intensity 247 +£0.62 3.26 + 0.60 <0.001
Nonvisual burden’ 1.84 £ 0.50 321 +£0.85 <0.001

Note. The upper quartile burden subgroup was defined as a patient-
level mean functional burden score across endorsed symptoms at or
above the 75th percentile (cutoff >2.509). Values are presented as
mean £ SD, median [IQR], or n (%), as appropriate. fNonvisual
composite scores were calculated only among patients who endorsed
at least one nonvisual symptom (comparison subgroup, n=48; upper
quartile burden subgroup, n=15).

Discussion

In this study of 72 patients with VSS, symptom intensity
and functional burden were positively correlated in nine of
ten symptom domains. Floaters and blue-field entoptic phe-
nomenon showed the largest differences between intensity and
burden scores. Among patients reporting nonvisual symp-
toms, visual symptoms were rated as more intense, whereas
visual and nonvisual burden scores did not differ significantly.
Significant correlations between symptom domains were also
more frequent for burden than for intensity. Together, these
findings suggest that assessing both symptom intensity and its
impact on daily activities may provide a more complete de-
scription of patients’ experiences with VSS.
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Figure. 4 Domain-specific functional burden scores in the upper
quartile burden subgroup and comparison subgroup. Mean func-
tional burden scores are shown for each CVSS 2.0 domain us-
ing endorser-only data. Mean burden scores were higher in the
upper quartile subgroup across all domains, with FDR-significant
between-group differences in eight of the ten domains. Asterisks
indicate between-group differences that remained significant after
Benjamini-Hochberg FDR correction (q<0.05).

Symptom intensity and functional burden should be as-
sessed separately. In our cohort, floaters and blue-field entop-
tic phenomenon showed the largest differences between inten-
sity and burden scores, with burden scores being lower. For
afterimages, the intensity—burden correlation was weak and
not statistically significant. One possible explanation is that
burden reflects not only symptom intensity but also viewing
conditions and coping strategies. A VSS diary study found
that symptoms were worse under indoor and fluorescent light-
ing than under natural outdoor lighting 3. A qualitative study
of patients with vitreous floaters found that discomfort varied
with lighting and eye movements, and patients reported ad-
justing screen settings to help them read !”. Such adjustments
may limit interference with daily activities even when symp-
toms are prominent. Some patients in our cohort also reported
relief from floaters and blue-field entoptic phenomenon after
using FL-41 tinted lenses. These observations were not an-
alyzed, and we did not assess viewing conditions or coping
strategies. Whether these factors explain the intensity—burden
differences in VSS remains uncertain. Future studies should
examine how these factors relate to daily burden.

Nonvisual symptoms should be assessed when evaluating
the daily burden of VSS. When patients seek care for visual
symptoms, the diagnostic interview may focus on their vi-
sual complaints. However, among patients reporting nonvisual
symptoms in our cohort, visual symptoms were rated as more
intense, whereas burden scores did not differ significantly
between the two categories. Depersonalization/derealization
was the least commonly reported symptom, yet its mean bur-
den score among those reporting it was 2.80. This suggests
that less common symptoms may still be important to the pa-

tients who experience them. Tinnitus, anxiety, and depression
have been reported as comorbid conditions in patients with vi-
sual snow '819. Solly et al. found that psychiatric symptoms,
including anxiety, depression, and depersonalization, were as-
sociated with poorer quality of life?*. More recently, Huang
et al. reported higher depressive symptom scores and lower
quality of life in patients with VSS than in controls?!. A re-
cent review suggests that psychiatric symptoms may be part
of VSS itself, potentially sharing underlying neural mecha-
nisms with visual symptoms??. Together with our findings,
these reports support assessing the daily impact of nonvisual
symptoms, even when they are less intense or less commonly
reported.

When a patient with VSS reports substantial burden from
one symptom, clinicians should ask whether other symptoms
also interfere with daily life. In our study, significant cor-
relations between symptom domains were more frequent for
burden than for intensity (13 versus 4 of 45 pairs). Burden
correlated between anxiety and depressive symptoms, afterim-
ages and visual trails, and floaters and blue-field entoptic phe-
nomenon. The exploratory upper-quartile burden subgroup
also reported higher burden across several domains, with the
largest differences from the remaining patients involving anxi-
ety, depressive symptoms, visual static, and night vision prob-
lems. Differences remained significant in eight of ten domains
after FDR correction. Clinical assessment can therefore begin
with the main complaint and then explore other symptoms that
affect activities the patient finds difficult. For example, pa-
tients who struggle with computer use or reading can be asked
which symptoms, beyond their main complaint, interfere with
these activities.

Long symptom duration should not be assumed to indi-
cate low current burden. In our cohort, overall intensity and
burden were not significantly associated with age, age at on-
set, or symptom duration, and neither differed significantly
by sex. Previous studies found no significant association be-
tween duration and visual symptom count??, or differences in
psychiatric symptom severity by sex or onset type2°. How-
ever, Thompson et al. found that longer symptom duration
was associated with lower Visual Snow Handicap Inventory
scores?*. These studies used different measures and do not
establish how an individual’s burden changes over time. In a
longitudinal study, Graber et al. found that the most bother-
some symptom could change over time despite persistent vi-
sual snow?>. Longitudinal assessments are therefore needed
to distinguish differences between patients from changes in an
individual’s burden and to explore possible habituation.

This study extends previous work on the CVSS 2.0 by ex-
amining symptom-specific relationships between intensity and
functional burden in clinically diagnosed patients with VSS.
Maione et al. measured both intensity and functional impact,
focusing mainly on internal consistency and the ability to dis-
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tinguish VSS from control groups'#. Our analysis examined
these relationships within the VSS cohort, including only pa-
tients who reported each symptom, to better describe their dif-
ficulties after diagnosis. This distinction matters because a
symptom that helps distinguish VSS from controls may not be
the one that most disrupts an individual patient’s life. An on-
line qualitative study also documented difficulties with read-
ing, driving, and digital device use among participants with
self-reported VSS2°. When reviewing survey responses, clin-
icians can therefore follow “How intense is the symptom?”
with “Which activities does it interfere with, and which dif-
ficulty would you most like help with?” This approach may
help guide the consultation toward activities that matter to the
patient, such as reading or working, and identify their priori-
ties for support.

This small, single-center, retrospective cross-sectional
study has limited generalizability and cannot assess changes
over time. Functional burden was self-reported and was not
compared with independent measures of functioning. The
burden score, calculated as the mean of items B—D, has not
been independently validated, so numerical differences be-
tween intensity and burden should be interpreted cautiously.
Visual and nonvisual domains also used different interference
questions, limiting direct comparison. Sample sizes varied
by symptom, and patients’ composite scores included dif-
ferent sets of reported symptoms. The upper-quartile bur-
den subgroup was an exploratory, sample-dependent classi-
fication. Multicenter longitudinal studies with independent
functional measures and repeated assessments are needed to
confirm these findings and examine changes over time.

In patients with VSS, symptom intensity and functional bur-
den were correlated in most CVSS 2.0 domains, but this rela-
tionship varied by symptom. Significant correlations between
domains were more frequent for burden than for intensity.
Among patients reporting nonvisual symptoms, visual symp-
toms were rated as more intense, whereas burden did not differ
significantly between the two categories. Assessing both in-
tensity and interference with daily activities across visual and
nonvisual symptoms may provide a more complete picture of
each patient’s difficulties.
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