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Foreword

An Internet diagnosis is often difficult relationship with a medical consultation. Medical piofeds are increasingly
confronted with patients who are research based and diverse sources to be able to compile their own diagnosis.
Google search terms are released on the Internet. A wealth of information with a contradictory result. It offers some
guidance, but it also leads to confusion.

Individual experiences and are equivalent between the results of scientific research. Platforms on their own experience
those of others facing, often without its own history and context to take. Medicatiaeth@n individual examples tried
without scientific research has taken place. People with Visual Snow, desperate, experiment. The internet and internet
diagnosis medication flee.

But what do you do if you have Visual Snow, if you already know that thplamts on the Internet already have received
this label, an Internet unknown to medical diagnosis. Moreover, a phenomenon that neither the inside nor in neurology
psychiatry seem to be placed. Thus, peer Visual Snow between two stools.

But in 201(Ben was relieved that he is one of the many discussion forums that he discovered "Visual Snow" had, and n
that he was to share experiences with others.
A quest to break 'between psychiatry and neurology.

Visual Snow because no recognized illnesatment providers say the council is not confronted with that one case that
appears to be unique. Well, that's not the case. It is important that people with visual snow to form a front, are strong
together and Visual Snow as sero'disease" recognized Medical Sciences.

This information booklet to the first bridge, between peers themselves and their surroundings: between peers and medi
professionals as a preview on the road helped.

A brief commentary on Visual Snow may include useful fonvissis, it is our experience. For any work is done for further
diagnosis and research. May this information help with the problem folder Visual Snow on the research agenda.

Ben and Gerar@lvVigmans
April 2011, Schiedam



1. Introduction

This infemation folder has brought together diverse information. It starts by giving a concise explanation of Visual Si
Further orientation and floor can be found via the websites where these topics are summarized below.

People with Visual Snow usually haveestsymptoms that fit the same spectrum as oorsuis (tinnitus), afterimages
(after-images / palinopsia), floaters and blue field entoptic phenomenon. Relating to Visual Snow (Chapters 2 and 3
often Persist Hallucinogen Perception Disorder (HPPD) (CHgptard. In HPPD is often there has been drug use. In a
sense it is a collective name of all the secondary symptoms people with Visual Snow too. Visual Snow differs from t
called Persistent Migraine Aura (PMA) as explained in Chapter 4. In chapie8sv@ look deeper into individual
complaints of all the secondary or Visual Snow. HPPD. It should be emphasized that further (actual) information on
internet and the information about them in constant motion, especially the many discussion foruere experiences
are exchanged.

Following the presentations of the above or labels. Internet diagnoses we have the results of a U.S. Survey on Visu
Snow acquired (Chapter 9). To our knowledge, the first comprehensive attempt to map out the phenomensurvEy

is based on 275 respondents, but tens of thousands of people suffer from visual snow, this are the many 'hits' on th
discussion forums conclusive enough.

Following the format of the American Survey, we have our own survey done among 15 otreNjmel Snow in the
Netherlands that Ben has met over the Internet (Chapter 10). We will continue to supplement this survey.

Some heard on the road for the first time that their complaints were not alone and that there is even a name (diagnc
these canplaints have been given over the Internet.

The surveys are questions as any event or activity underlies getting visual symptoms, which examinations and
consultations are done and whether a diagnosis is made, the use of drugs and therapies, how tolredegedblems,
etc.

As an introduction to each of the surveys are the most striking results mentioned. But both surveys show the same
striking picture, namely the search that has been made by various medical specialists, the variety of drugs have bee
tried, the variety of type of research has been done. It thus provides an exchange of diseases, sharing what the cat
possible, exchange of results of medical consultations, therapies, sharing of medication with its positive and negativ
effects, etc.

Inchapters 11 and 12 are two scientific articl&€ge first shows that Visual Snow an intrinsic problem in the brains, the
other article proposes how to classify different diagnoSé®eatrticles further show that much research to be done. As
yet, the infomation gathered here is important so that not éboth companion as a medicgpecialist) again the same
road to sound cumbersome, it provides the reference informatidddpthis (somewhat) to avoid.

We opted for the English text fragments which arerfdwalmost exclusively on the Internet is included alongside the
Dutch explanations.



2. Visual Snow

“My s oms: 1. visual snow 2. palinopsia (afterimages) 3. trails 4. Scheerer’s phenomenon (aka blue field entropic mm) S._nuu
wyndylll:&s 6, phosphenes 7, cell-like floaters 8. flickering in peripheral vision 9thnp look Wlnd out' lq. pulse in eyes (more visible
against white backgrounds) 11. tinnitus lz.pminbukdmyhedwbqeumm«m«muqlmnd‘s lJ.mdwlyn&o_meM
14, bubbling in ears (especially when I first wake up) 15. crunchy sounds in cars when I make a swallowing motion 16. problems going
bright to dim environments.” (citaat van cen lotgenoot Visual Snow. Discussieplatform dd. 25-03-2011

it Ahosewithvisualsnow yuku com/reply 431397

Wikipedia, the free encyclopedia
http://en.wikipedia.org/wiki/Visual_snow

Visual snow is a transitory or persisting visual symptom where people see snow or television-
like static in parts or the whole of their visual fields, especially against dark backgrounds.
The severity or density of the "snow" differs from one person to the next; in some
circumstances, it can inhibit a person's daily life, making it difficult to read, see in detail and
focus correctly.

There are different causes for visual snow, i.e., visual snow is a non-specific symptom.
Therefore, each subject with a leading complaint of visual snow needs a full diagnostic work-
up including ophthalmic, neurological and psychiatric examinations as well as an MRI scan of
the brain.

However, test results for people suffering from the condition often all come back as normal
with no underlying conditions found, and no cause known. Little medical research is taking
place on the condition.

Causes

Visual snow can occur in a variety of ophthalmic disorders that can be diagnosed by the
presence of additional clinical signs and symptoms. Persisting visual snow can feature as a
leading symptom of a migraine complication called persistent aura without infarction,
commonly referred to as persistent migraine aura (PMA). It is important to keep in mind that
there exist many clinical sub-forms of migraine where headache may be absent and where the
migraine aura may not take the typical form of the zigzagged fortification spectrum, but
manifests with a large variety of focal neurological symptoms.

Another possible cause of visual snow is hallucinogen persisting perception disorder (HPPD)
following use of LSD, MDMA, psilocybin or other hallucinogenic psychedelic drugs. In
HPPD, the symptom of visual snow has been described as aeropsia (literally "seeing the air").
HPPD can occur after a single dose of a psychedelic drug and with a considerable latency
between last drug intake and onset of persistent perception disorder, so taking a thorough life-
time drug history is mandatory in the diagnostic work-up of visual snow. In many cases, the
neurological action for HPPD is not known, and the majority of evidence surrounding it is
anecdotal and difficult to isolate.

Another condition that sometimes produces visual snow is optic neuritis (inflammation of the
optic nerve), caused by multiple sclerosis (MS). Moreover, a variety of illnesses (e.g. Lyme
disease, auto-immune disease) or noxious events have been blamed by sufferers in self-help
internet forums as causes of persisting visual snow, but none of these claims have been
confirmed by scientific study. Some patients fail to find any apparent causative illness or



event in their lives, instead saying the snow came out of nowhere or has been with them for
their whole life. ‘ _
Another suggestion is that visual snow is in fact always there, and it is not until adrenaline
levels are raised that people begin to notice it. People who suffer from Anxiety disorders such
as GAD (generalised anxiety disorder) often mistake "symptoms" such as visual snow and
other natural/normal physiological phenomenons (blue field entoptic phenomenon, floaters,
halos, light trails) to be life threatening, when in actual fact they have just not noticed them

before.

Related symptoms

In addition to visual snow, many sufferers have other types of visual disturbances such as
starbursts, increased afterimages, floaters, trails, and many others.

Non-visual symptoms such as tinnitus, depersonalisation-derealisation, Fatigue, Speech
Difficulties and Brain Fog (Cognitive dysfunction) are frequently encountered. Secondary
psychiatric sequelae such as anxiety, panic attacks or depression may develop and necessitate
appropriate treatment.

Treatments

There currently is no established treatment for visual snow. In HPPD, clonazepam has been
recommended as medication of first choice in patients seeking medical help. Furthermore,
drug abstinence is sometimes said to be of major therapeutic importance in HPPD. In
persistent aura without infarction, the evidence so far suggests that acetazolamide may be the
premier drug for patients with the repetitive form of aura status and that valproate, lamotrigine,
or topiramate should be first choices for patients with the continuous form. When these oral
drugs are ineffective, an intravenous injection or injections of furosemide should be tried.
However, with very little scientific research on the condition taking place, for the time being
the effectiveness of such treatments remains based solely on anecdotal evidence. Beyond
pharmacological approaches, appropriate counselling and cognitive behavioral interventions
that focus on coping with the condition may be of huge importance.
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3. Websites Visual Snow
1. A good explanation of Visual Snow including references can be found on Wikipedia.

http://en.wikipedia.org/wiki/Visual snow

Also see chapter 2 from this document.

2. Another explanation about Visual Snow can be foundhib://www.visualsnow.can

3. For an simulation to see what Visual Snow is like there is a YouTube clip with more than 20.000 hits.
http://www.thevisioncommunity.com/index.php?dipn=com_content&task=view&id=78&Itemid=171
http://www.youtube.com/watch?v=14KbBmZD2Qs

4. Examples about the experience of Visual Snow, and how they are expressed in different languages.

Little dictionary of Visual snow or static.
Language Term

English Visual Snow, Visual Static, TV like static
Dutch Visuele Sneeuw, Sneeuw ziemmguis
German Augenrauschen

Hebrew sheleg vizuali, ritzud vizuali

Japanese ®DiRH

Polish  Snieg optyczny, Sniezenie migrenowe

http://www.migraine-aura.com/content/e27891/e27265/e42285/e42288/index en.html

5. ¢KS ¢So60aAirisS wo9esS 2y +AaAiz2yQ Nlithas8dne sbsntd2008F 2 NJ NB & S|
http://eyeonvision.org/visualsnow.html
http://eyeonvision.org/aboutthe-eye-on-visionfoundation.html

6. The websitéhttp://thosewithvisualsnow.yuku/coms created for people with Visual Snow.
The member base is rather large.
The following subjects are just some examples which can be found on the site:

- Discussion about Visu&now and exchanging information
- Medical tests and diagnoses

- Possible helpful information

- Research information and publications

7. Information about Visual Snow and the exchange of experiences.

http://porillion.wordpress.com/pmavisuatsnowfags

Other Websites:

http://www.thevisioncommunity.com

http://www.visualsnow.com



http://en.wikipedia.org/wiki/Visual_snow
http://www.visualsnow.com/
http://www.thevisioncommunity.com/index.php?option=com_content&task=view&id=78&Itemid=171
http://www.youtube.com/watch?v=l4KbBmZD2Qs
http://www.migraine-aura.com/content/e27891/e27265/e42285/e42288/index_en.html
http://eyeonvision.org/visual-snow.html
http://eyeonvision.org/about-the-eye-on-vision-foundation.html
http://thosewithvisualsnow.yuku/com
http://porillion.wordpress.com/pma-visual-snow-faqs
http://www.thevisioncommunity.com/
http://www.visualsnow.com/

http://www.myspace.com/visualsnow

http://www.migraine-auro.org/content/e26537/index en.html
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http://www.myspace.com/visualsnow
http://www.migraine-auro.org/content/e26537/index_en.html

4. Persistent Migraine Aura

Persistent migraine aura is more rightly called persistent aura without infarction, or just
persistent aura. It is a complication of migraine where the auras continue without or after head
pain. These auras can last longer than normal, or can be permanent. How PMA works is not
known. As well as visual snow a number of other visual and non-visual symptoms can be
associated with PMA. Not much is known about how to treat PMA. Medical practitioners also
disagree on how common PMA is.

Is Visual Snow a migraine?

There is some debate over whether these visual symptoms should come under the
classification of migraine at all. Now of course, there are many things that can cause aura-
like symptoms, shall we say. So of course those other issues need to be ruled out before you
can even consider whether or not this is migraine-related.

Next, we have to ask if the visual symptoms are the same as migraine aura, or if they have
unique properties. This could mean there is a different cause, though it still could be that
there is a root cause involved in the migraine attacks and the visual symptoms.

Finally, even if the symptoms are the same, there is still debate over how closely they are
related to migraine. Does the patient have individual migraine attacks? Could there be a
common cause of both? Could it be a similar symptom from another cause? These are
difficult questions to answer, though we certainly seem to be getting closer to answers as our
understanding of the brain increases.

What is Persistent Migraine Aura and Visual Snow?

Persistent Migraine Aura (PMA), also known as persistent aura without infarction, is
diagnosed when there are aura symptoms lasting more than a week without evidence of
infarction (which refers to the death of brain cells). This is in a patient that already has
migraine with aura, and then has symptoms that are typical of their migraine attacks but



lasting longer. Often these symptoms are only on one side, though not always. They can
continue for weeks, even years.

Visual snow (VS) is a more specific symptom, which could be a part of PMA or not, or even a
symptom that is a part of a totally different diagnosis.

As you might guess from the name, VS is when the person sees "snow”, like static on an old
TV, all the time. This may be a temporary condition, or pretty much permanent. VS is often
accompanied by other symptoms, and other types of visual disturbances, as the picture
illustrates:

What's causing it?

That question doesn’t always have an answer. As mentioned above, often it’s related to
migraine and considered a part of migraine disease.

Sometimes there are other causes — at least suspected causes. Research on VS is extremely
limited, and though the visual symptoms do have some patterns and relate to other symptoms,
it’s sometimes hard to know if there’s a solid related cause, or just two things that are
comorbid (that tend to go together, though we may not know why), or if there’s just a
coincidental relation.

Websites

http:/porillion. wordpress. com/pma-visual-snow-faqs/
http://headacheandmigrainenews.con/persistent-migraine-aura-and-visual-snow/
http://www. migraine-aura org/content/e27891/¢27265/¢42285/index_en html
http://www.migrainepage. convdcforum/discussion/1 5085 html

Migraine Aura Foundation

http://www.migraine-aura, org/content/index_en, html

Coeditor in chief of the Migraine Aura Foundation Web site is Klaus Podoll. Clinic for
Psychiatry und Psychotherapy; University Hospital Aachen, Germany. e-mail:
kpodoll@ukaachen.de. His current scientific interests focus on the neuropsychology and
neuroesthetics of migraine auras, including the rare variety of persistent aura.

Zie ook zijn boek geschreven met Derek Robinson: Migraine Art - The Migraine Experience
Jrom Within. North Atlantic Books, Berkeley, California 2009.




5. Hallucinogen Persisting Perception Disorder

We have used two resources for our Explanation about HPPD.
The explanation of dr. Henri Abraham from 17 december 2008.

Dr. Abraham is one of the most known and active researcher on the area of HPPD.
http://www.drabraham.com

A research paper written by Tacovan and Erowid from November 2009 which is formed from several facts and
sources.
http://www.erowid.org/psychoactives /health/hppd/hppd_fag.shtml

Dr. Abraham over Hallucinogen Persisting Perception Disorder (HPPD)

The majority of HPPD patients do not suffer from psychosis, or other signs of psychotic
illness, such as auditory hallucinations and delusions. The disorder is for the most part a
perceptual disorder in which visual information from the perceived world enters the brain but
then cannot shut itself off. The result is lingering visual information, or a disinhibition of
visual information processing, in the form of after-images, the trailing of images as they move
through the visual field, flashes of light, and the formation of complex imagery on otherwise
blank surfaces

Hallucinogen Persisting Perception Disorder, HPPD, is a long lived problem arising from
past use of strong hallucinogenic drugs. The majority of patients with HPPD report a prior use
of lysergic acid diethylamide (LSD). Life LSD dose does not appear to increase the risk to
developing HPPD. That is, I have seen some patients who have tripped on acid multiple times
and then developed HPPD, and others develop the same disorder after one or two trips. I liken
tripping on acid to playing Russian roulette, but using chemicals instead of bullets.
Developing HPPD without ever tripping on acid can also happen, but in my experience this is
quite rare, and suggestive of another disorder in the nervous system that needs medical
attention.

The majority of HPPD patients do not suffer from psychosis, or other signs of psychotic
illness, such as auditory hallucinations and delusions. The disorder is for the most part a
perceptual disorder in which visual information from the perceived world enters the brain but
then cannot shut itself off. The result is lingering visual information, or a disinhibition of
visual information processing, in the form of after-images, the trailing of images as they move
through the visual field, flashes of light, and the formation of complex imagery on otherwise
blank surfaces.

Research in my laboratory (dr. Abraham — redactie) later documented quite clearly that in the
HPPD patient, when a visual signal from an image enters the brain, the signal stays around in
consciousness longer than it does in the control subject who does not suffer HPPD. This
finding has been found in three different studies of visual psychophysics. One finding, shown
in Figure below, was that LSD users see a flickering light as fused more often than non-users,
because the eyes of the LSD user continues to see the light after it’s gone.
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Tacovan and Erowid over Hallucinogen Persisting Perception Disorder

Hallucinogen Persisting Perception Disorder is a long-term visual disorder caused by taking
hallucinogens. While sometimes referred to as "Flashbacks", it is generally agreed that this
term is inappropriate for the visual disturbances most commonly experienced after
psychedelic use. In mild cases, subjects occasionally experience minor visual distortions. In
its most severe forms, subjects have a full range of LSD-like visual effects such as tracers,
color trails, and distorted object sizes on an ongoing basis.

Medically, there are three conditions which define HPPD:

Subjects experience drug-like sensory disturbances while not under the influence of any drugs.
The disturbances interfere with work, school, social settings, or other areas.

There are no other physical or mental conditions that account for the disturbances (lesions,
visual epilepsy, schizophrenia, dementia, etc.)

Palinopsia (afterimages)

Palinopsia, occasionally spelled palinopia, is a common symptom of HPPD. It is a medical
term used by opthamologists (eye doctors) to describe abnormally prolonged visual
afterimages, especially on moving targets or high contrast objects. (see in detail chapter 7).

The symptoms of HPPD

HPPD subjects experience a wide range of visual disturbances. These disturbances are the
result of changes in the way that the brain processes visual information.

It is important to realize that many of these visual disturbances are present to some degree in
healthy people. For example, most people will see points of light, "floaters", and other visual
effects if they stare at a blue sky or brightly lit white surface for several minutes. Everybody
sees shapes in clouds or see halos around lights at night. These things are normal.

What differentiates the medical condition of HPPD from normal visual 'noise' is the severity
of these effects. HPPD subjects have these effects with sufficient frequency and severity that
it interferes with their ability to function in their daily lives.

HPPD symptoms vary widely in severity and frequency. In mild cases, HPPD is little more
then an occasional annoyance. In severe cases subjects report a wide range of the symptoms
listed below on an ongoing basis.



Partial List of HPPD Symptoms
‘After looking at an object for a while and then looking away, a positive
;or negative image of the object remains visible (see chapter 7).

‘ It is difficult to tell colors apart. Colors may appear to <_:hange over time.
Color Confusion  Example: a red sweater may turn yellow, or black text in a book may

jAﬁerimages

‘ turn bright green.
Reduced Color ‘Some subjects report a reduction in the brightness or fidelity of colors,
Discrimination 'sometimes making it harder to tell similar colors apart.

Text may sway back and forth. Letters leave positive and negative after-
images. Letters may vanish into an "alphabet soup". |
Subjects may see bright lights, flashes, or sheets of color that appear and
disappear.

Subjects see geometric patterns and shapes. Example: leaves in a tree
may form patterns.

Difficulty Reading
Flashes of color

Geometric Patterns

Halos around (Objects appear to have halos that extend for some distance around their |
objects edges. |
Images within ‘Subjects see faces or other complex images where none exist. Example: |
Images a hardwood floor may appear to be made out of faces. ‘

‘Stationary objects appear to sway back and forth or slide across the

:Movement floor. This is most common in the peripheral vision.

Objects temporarily seem to be smaller or larger then they actually are

Size Distortion . g
hize Distortions ‘and then return to their normal sizes.

‘Subjects see static over monochrome surfaces. This is especially
Static noticeable at night. Example: in a totally dark room it may look like
, there is a TV set turned on broadcasting static. ‘

Causes HPPD

HPPD is defined to be caused by taking 'hallucinogenic’ drugs, but its root cause is poorly
understood. Dr. Henry Abraham ( a leading researcher in this area) believes that HPPD may
be partially genetic though he says that he knows of no published evidence There are a few
people who have HPPD-like symptoms who have never taken any drugs, but the definition of
Hallucinogen Persisting Perceptual Disorder does not include these individuals.

Based on anecdotal evidence HPPD subjects fall into two broad categories. A large
percentage (probably the majority) got HPPD fairly early in their experimentation with
hallucinogens. They also seem to get fairly severe cases of it. Dr. Abraham also confirms that
this appears to be the case and says this is one of the reasons he believes HPPD to have
genetic origins.

Medical explanation for HPPD

A high proportion of HPPD subjects got HPPD very early in their experimentation with LSD
(or other hallucinogens). This supports the theory that some people have a genetic
predisposition to HPPD. Genetic or not, HPPD is a measurable physical problem with the
brain. Brain scans of HPPD subjects show that there are regions of significantly elevated
activity. HPPD subjects also perform worse on a few visual tests:



Reduced sensitivity (HPPD subjects perceive a strobing light as being a continuous light at
much lower frequencies then control subjects). Reduced ability to discriminate between
colors.

The amount of attention your brain pays to the signals from the various layers is based on the
strength of the signal from those neurons. One theory of HPPD is that the neurons in some of
these layers start overreacting to stimuli. The result is that HPPD subjects become very
sensitive to things that they would normally not notice. The layers fail to filter out some of the
'noise' in the lower visual systems and the higher, more meaning- and pattern- oriented layers
in the visual system interpret the incoming signals as useful data and send the signals on
further into the brain and conscious mind.

Medical treatments

There are medical treatments available that seem to have helped some subjects.

HPPD is very difficult to treat. Most doctors and psychiatrists know nothing about it. Because
of the relationship to illegal drugs, many patients receive very little sympathy from medical
professionals. There are a number of drugs that are used to treat HPPD. Unfortunately they
need many months to work, are often not very effective, and may have serious side effects.
One of the more common prescriptions is for benzodiazepines such as Clonazepam (Klonopin)
or Alprazolam. Other medications have been used, including clonidine, but there is no
consensus on best treatments and some medications worsen the symptoms.

Anti-psychotics such as Risperidone are sometimes given but should be avoided since they
can make HPPD much worse. If you are prescribed medication for your HPPD you may want
to ask online to see what other people have experienced with them.

Website

http://z6.invisionfree com/Soulslourney/index. php?showtopic=954



6. Tinnitus

A good definition of tinnitus is: sound perception which no external source. In other words, a sound that is perceptible o
to the hearer. Sometimes a specialistaudiologist determine that the hearing organ is active (objective tinnitus). Far more
often it is not medically determined ("subjective tinnitus). For someone who has the disease, it makes little difference.

We speak of subjective tinnitus when someonegegves a sound without any identifiable source is. You could say that the
are noises that are not in fact. Still, tinnitus is a real observation and not hallucination or thought. The sound may occur
different keys: hissing, wheezing, whistling, mgsihumming, buzzing. It can vary from hard to soft, from high to low and b
heard continuously or intermittently. In some cases, tinnitus can also be seen the specialist. In this case there is objecti
tinnitus, which in principle perception of a soundgthvan identifiable source in the body. Sometimes

objective tinnitus are treated with surgery. Subjective or objective, the noise in the head is all too real.

Medically speaking, subjective tinnitus (yet) to heal. There is much in the last 20 yearshaesbharh has shown that tinnitus
is related to communication between the ear and the brains. In the brains takes place the translation of the meaning

of sounds. The ear and the auditory nerve play a role in the supply of stimuli to the brains and tiseolraiaditing and
processing it into a perception or experience. It is assumed that a tinnitus (at) this phenomenon of editing and processir
Tinnitus is not a disease or disorder but a symptom: a consequence of disturbance in the excitation tramgfdar&ints or

the brains in the process.

The name comes from the Latin tinnitus. "Tinnitus aurium" which is full of medical jargon. That means something like: ri
in the ears. In Dutch, tinnitus also known as 'tinnitus'. Actually this is not a gooe. fanmitus is not in the ear, but rather in
the head where the brains perceive the nerve impulses. The name 'tinnitus' is also true for another reason. Whiz is just
of the sounds you can only see when you have tinnitus. The noise can take manyddamnythmic banging to wailing
sirens. Or a loud noise of ringing bells. It can also vary the pitch and intensity.

Some forms of treatment

To date there is no cure for the majority of tinnitus patients is effective. Treatment options have a medigabgiadl and
psychological basis. In Germany, Austria and Switzerland, however, is that for decades used in acute tinnitus treatment
infusion. It is an infusion therapy containing the active ingredients ariaftaimmatory (prednisolone) and a mesito

better blood flow through small blood vessels in the auditory organ (pentoxifylline). This treatment should begin as soor
possible after the onset of tinnitus are applied, preferably within 14 days. The chance for improvement is greatest,cand |
80%. The tinnitus may disappear or decrease by this treatment. Rest is important during this infusion therapy. Tinnitus
longer than 2 to 3 months earlier than is called chronic tinnitus and the infusion therapy is no longer meaningful.

It is importantto as quickly as possible to a physician to go in case of an audio trauma. If the tinnitus lasts longer than s
days should be investigated. Some forms of tinnitus can be treated while others are untreatable and permanent. To sle
such circumstaces can sometimes be necessary to avoid silence and to sleep with music. There may be a
tinnitusmaskeerapparaat worn, which produces a sound masking the hiss or squeal pushes away.

The forms of treatment are specifically aimed at the causes. In almdstrals, some antidepressants such as nortriptyline
(Pamelor) and amitriptyline (Elavil), certain tranquilizers such as alprazolam (Xanax) and light propranoneblaskexta
(Inderal) and rest of escape. In any type of tinnitus masking and habituatepadsitive contribution. For tinnitus caused by
noise trauma, stress, panic, exhaustion, anxiety and depression can resolve the emotional causes through effective
psychotherapy works. Hypnotherapy is particularly positive trials Damage to the cochleadyicomedication (this is
indicated by a temporary stop to taking aspirin), the effect of therapy the least.

Websites

www.hulpbijoorsuizen.nl / aboutinnitus.html
http://nl.wikipedia.org/wiki/Tinnitus
http://www.ncbi.nlm.nih.gov/pubmed/11791935
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http:// www.ncbi.nlm.nih.gov/pubmed/18094653
http:/imwww.erasmusmec.nl/kno/patientenzorg/knoklacht/Oorklachten/1951521/

Other information
Tinnitus Telephone (from 9.00 to 17.00): OSDINNITUS (08e8466488)
For general questions or to be connected with a companio

Dutch Association of Hearing: 030 2617616 / 030 2617677 text phone
Www.nvvs.nl
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7. Palinopsia (afterimages)

Selection from Wikipedia, the free encyclopedia

Palinopsia (Greek: palin for "again" and opsia for "seeing") is a visual disturbance that causes
images to persist to some extent even after their corresponding stimulus has left. These
images are known as afterimages and occur in persons with normal vision. However, a person
with palinopsia experiences them to a significantly greater degree, to the point where they
become difficult or impossible to ignore. This often results in mild to severe anxiety and/or
depression. Palinopsia sometimes appears on its own, but is more often accompanied by other
visual disturbances such as visual snow, and can be attributed to a number of conditions
affecting the brain including, but not limited to, medications, seizure disorders, tumors,
occiptal lobe or visual pathway lesions, subcortical hemorrhage, and dural arteriovenous
malformations.

Description

There are two kinds of afterimages. The first kind is of a relatively short duration and is
positive, meaning that the color of the afterimage is the same as that of the original image.
The other type is a negative afterimage, meaning that the colors of the original image are
inverted, which tends to last comparatively longer. The duration of the positive afterimage
generally does not depend upon the length of exposure to the original image, while the
intensity and duration of the negative afterimage depend on that of the original image. In
other words, viewing an image for a longer period of time, or being exposed to a brighter
image, can lead to either a longer or more vivid afterimage, or both.

Both positive and negative afterimages are experienced by those with normal vision. For
example, a very fast-moving object will often be perceived as having a trail, as might a point
of light, such as a moving hand-held flashlight, in an otherwise unlit room. These are both
examples of positive afterimages, or "trails." Lasting negative afterimages can occur after
prolonged exposure to an unchanging visual stimulus, due to the "tiring" of cone cells. The
canonical example of this uses the color-inverted American flag (see the chapter on
afterimages).

For palinopsia sufferers, the effects are largely the same, however the intensity and length of
stimulus required to produce a noticeable afterimage is much less. This can apply to both
positive and negative afterimages; for example, virtually any moving object will often be
accompanied by trails, and negative afterimages can be formed after viewing an object for
seconds or less. Furthermore, the afterimages can accumulate if the time between stimuli is
shorter than the time it takes for an afterimage to fade.

Palinopsia is thus a condition which mimics normal phenomena, but with far greater intensity.
The degree to which the afterimages are amplified can vary over time, in different
circumstances (e.g. different amounts of ambient light, levels of stress, amount of sleep, or
influence of substances), and from person to person.

Pathology



The pathology which leads to palinopsia can occur through several pathways,. which r{lakes
teasing out the source of a patient's palinopsia difficult. Though x}ormal negative aﬁen.mages
are generally understood to be a retinal phenomenon, palinopsia is thought to bq a.bram-
related disorder, and not an eye-related disorder. This is likely because palinopsia is most
commonly encountered in connection with diseases, drugs or injuries which affect thg .brain.
Although palinopsia refers to a specific type of visual symptom, there are other conditions,
such as visual snow, which often accompany it. Many of these disorders can be loosely
described as "overactive vision.” As such, the predominate hypothesis states that these and
certain other visual disorders may be the result of a lack of inhibitory neural signals in all or
part of the visual center of the brain (in particular, the lateral geniculate nucleus, which is the
primary processor of information received from the retina). Due to lack of inhibition, the
neurons continue to fire when they otherwise would be suppressed, which results in increased
perception of visual activity.

Research

Currently research into the causes and treatment of palinopsia is all but nonexistent. Research
articles concerning palinopsia, which are relatively rare, most often only document its
occurrence, typically as either a reversible or irreversible effect of a prescribed medication or
injury. Due to the comparatively few sufferers of the disorder, awareness is largely restricted
to those affected and their confidants. As such, funding is difficult to come by.

From a practical point of view, studying the causes and treatment of palinopsia presents many
challenges to the researcher. Since the condition does not produce effects apparent to an
outside observer, animal testing, is impossible unless more is known about the pathology. If,
as is likely, the problem stems from differences at the neuronal level, cell culture experiments
or animal model experiments could lead to an understanding of how to induce, and possibly
correct, the malfunction. However, characterizing that pathology would be a difficult process,
as the option of isolating known dysfunctional neurons from a sufferer would be very difficult,
as palinopsia is not fatal (by way of contrast, much of our early knowledge of the pathology in
Alzheimer's Disease was learned by examining the brains of recently deceased Alzheimer's
sufferers). Future research, such as advances in MRI technology, or immunofluorescence
experiments, might allow insight into the physiological differences between the visual
systems of persons with normal vision and those with palinopsia, without requiring invasive
procedures. In addition, advances in knowledge of the brain, particularly in how the brain
recycles visual stimuli, might provide an explanation for palinopsia.

Treatment

The treatment for palinopsia largely depends on the root cause for the disorder. If the
disorder's root cause is epileptic in nature, anti-epileptic drugs will likely be prescribed. If the
root cause of the disorder is due to brain damage, further evaluation by a neurologist is
necessary to make informed decisions about treatment path for the patient in question,

In some instances, cases resolve themselves after a period of time, though the length of time
varies considerably and can be lifelong; in fact what little evidence there is suggests that the
condition is lifelong more often than not. Most sufferers seek to adapt to their condition by
accepting it as part of normal experience. However, this adaptation is not as easy as it might
seem and can take many years.

Websites

http://en wikipedia.org/wiki/Palinopsia

http://www eyeonvision.org/. Eye on Vision Foundation raises funds and awareness for
people suffering with visual snow, floaters, and macular degeneration



http://www scientificpsychic. com/graphics/afierimage.gif. A demonstration of negative
afterimages. If one stares at the cross, one will see the blank space moving around the circle
eventually become a light green dot, due to the persisting negative afterimage of the purple
dots.

http://www.ncbi.nlm.nih. gov/pmc/articles/PMC492596/pdf/innpsyc00151-0012.pdf

Een wetenschappelijk artikel over Palinopsia




8. Floaters and blue field entoptic phenomenon

Floaters .
Selection from Wikipedia, the free encyclopedia
http://en wikipedia.org/wiki/Floaters

Floaters are deposits of various size, shape, consistency, refractive index, and motility within
the eye's vitreous humour, which is normally transparent. They may be of embryonic origin or
acquired due to degenerative changes of the vitreous humour or retina. The perception of
floaters is known as myodesopsia, or less commonly as myiodeopsia, myiodesopsia, or
myodeopsia. Floaters are visible because of the shadows they cast on the retina or their
refraction of the light that passes through them, and can appear alone or together with several
others in one's field of vision. They may appear as spots, threads, or fragments of cobwebs,
which float slowly before the observer's eyes. Since these objects exist within the eye itself,
they are not optical illusions but are entoptic phenomena.

One specific type of floater is either called Muscae volitantes (from the Latin, meaning 'flying
flies"), or mouches volantes (from the French), and consist of small spots. These are present in
most people's eyes and are attributed to minute remnants of embryonic structures in the
vitreous humour.
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Description

Floaters are suspended in the vitreous humour, the thick fluid or gel that fills the eye. Thus,
they generally follow the rapid motions of the eye, while drifting slowly within the fluid.
When they are first noticed, the natural reaction is to attempt to look directly at them.
However, attempting to shift one's gaze toward them can be difficult since floaters follow the
motion of the eye, remaining to the side of the direction of gaze. Floaters are, in fact, visible
only because they do not remain perfectly fixed within the eye. Although the blood vessels of
the eye also obstruct light, they are invisible under normal circumstances because they are
fixed in location relative to the retina, and the brain "tunes out” stabilized images due to
neural adaptation. This stabilization is often interrupted by floaters, especially when they tend
to remain visible.
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