
Figure 1: (A) Color fundus photograph of the left eye reveals a choroidal 
neovascular membrane underlying the papillomacular bundle. Hard 
exudates and subretinal hemorrhages are noted surrounding it. (B) 
Fundus fl uorescein angiography reveals the presence of leakage from 
the lesion characteristic of a classic choroidal neovascular membrane. 
(C) Optical coherence tomography reveals the presence of a choroidal 
neovascular membrane with subfoveal fl uid
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Figure 2: Optical coherence tomography reveals the presence of a 
scarred choroidal neovascular membrane with restoration of retinal 
thickness and foveal contour
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Contact allergic dermatitis and 
periocular depigmentation aft er using 
olapatidine eye drops

Dear Editor,

A 24-year-old male with seasonal allergic conjunctivitis and 
another 12-year-old boy with vernal keratoconjunctivitis 
were started on 0.1% olapatidine eye-drops (Winolap, 
Sun pharmaceutical Industries Ltd, which contains 0.02% 
benzalkonium chloride [BAK] as preservative) twice daily. 
After using it for six and eight weeks respectively, they 
presented with complaints of redness, irritation and itching 
around both eyes, particularly over the eyelids, over the 
preceding seven to 10 days. The Þ rst patient was using the 
eye-drops once daily, while the second patient was compliant. 
Further history is conÞ ned to the Þ rst patient only due to their 
resemblance.

On examination, the conjunctival congestion had reduced 
aft er using the new drug, but the periocular area was inß amed, 
erythematous and areas of depigmentation were noted. A 
dermatology consultation was sought and the patient was 
diagnosed to have allergic contact dermatitis, secondary to 
usage of eye-drops. He was advised to stop using eye-drops and 
was started on local application of steroid, 0.05% ß uticasone 
propionate lotion (Flutivate, BSK India Ltd), over the 
erythematous areas. The erythema and symptoms responded 
well to steroid application. The steroid was tapered over the 
next month. However, areas of periocular depigmentation, 
conÞ ned to the eyelid region, persisted.

Both these patients were on 0.05% azelastine eye-drops (Sun 
Pharmaceutical Industries Ltd containing 0.00004 ml BAK per ml 
as preservative) before they were switched over to olapatidine 
and had never experienced such a reaction before. They were 
restarted on 0.05% azelastine eye-drops. The Þ rst patient is 
still on follow-up, and the periocular depigmented areas have 
decreased considerably in the last one year. In the second patient, 
depigmentation persisted until the third month aft er the reaction; 
however, he did not follow up with us aft er this period.

Olapatidine has both anti-histaminic and mast cell 
stabilizing action. It is gaining popularity for the treatment 
of chronic conditions like vernal keratoconjunctivitis and 
allergic conjunctivitis lately, due to its dual mode of action and 
convenient once or twice a day dosing schedule, thus possibly 
improving compliance.1 In addition, no major adverse reactions 
have been reported so far2,3 while the common minor adverse 
reactions reported are hyperemia and ocular discomfort.1

Olapatidine has been shown to have bett er local tolerability 
when compared to other well-known forms of medication such 
as 2% cromolyn sodium and 0.5% azelastine hydrochloride.4,5 It 
has been proven to be safe in children and adolescents as well 
in various studies including the 0.2% formulation which can be 
used once daily.1 However, most studies evaluating this drug 
are short-term studies, mostly six to 10-week trials.
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Depigmentation may be associated with contact allergic 
dermatitis or may occur as a post-inß ammatory phenomenon.6,7 
Contact allergic dermatitis has not been reported with 
olapatidine eye-drops so far. However, the preservative used 
in the eye-drop, BAK, can cause allergic dermatitis. Both 
patients had been using BAK-containing eye drops before 
starting and also aft er discontinuing olapatidine and have 
not had any such reactions. The concentration of BAK in 
azelastine is however much lower when compared to that in 
the olapatidine preparation used by us. This may thus imply 
that either the active ingredient olapatidine or the higher 
concentration of BAK must have caused the allergic contact 
dermatitis.

Depigmentation of the periocular area can have a 
signiÞ cant psychological impact on the patient, especially 
considering the age group in which this drug is mostly used. 
The erythema and itching subsided aft er steroid application, 
but the depigmentation persisted and in the Þ rst patient it 
is still persisting, though faintly, even aft er one year of the 
episode.

The best way to conÞ rm the causative agent is to re-challenge 
the patients with the same eye-drops, however this was thought 
to be inappropriate in the patients� best interest. Though the cause 
and eff ect of olapatidine and allergic contact dermatitis could 
not be proven here as it was only an observation, this possibility 
should be kept in mind in view of these two cases. Patients who 
are put on this drug should be warned about allergic symptoms 
and the drug withheld as soon allergy is suspected.
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Diabetic retinopathy: New proposed 
classiÞ cation

Dear Editor,

We read with interest the article on the newer classiÞ cation of 
diabetic retinopathy by Dubey et al.1 and would like to share 
our views regarding the concept of vitreoretinal traction 
in diabetic retinopathy. The authors should be praised for 
adding a new dimension to the classiÞ cation of diabetic 
retinopathy.

The authors have mentioned that progressive vitreoretinal 
traction can produce tractional retinal detachment, secondary 
rhegmatogenous retinal detachment, persistent macular edema 
and various types of vitreous hemorrhage. These Þ ndings have 
been classiÞ ed in the group �secondary diabetic vitreopathy�. 
However, the authors have not included tractional schisis 
(either macular or non-macular in location) secondary to 
vitreous contraction in the classiÞ cation.

Lincoff  et al., have described the entity of �tractional schisis� 
resulting from splitt ing of the inner retina and causing an 
elevation of the retina similar to tractional retinal detachment.2 
Diff erentiating between the two conditions is important, as 
the indications of surgery and prognosis may diff er between 
them. The features of schisis are symmetrical elevation below 
the point of traction, slow progression, absence of pigment 
demarcation line, failure to spread rapidly in the presence of 
a tear. Vitrectomy in these eyes is less risky, because of lack 
of rapid progression of retinal detachment in the event of 
iatrogenic retinal breaks. In eyes with longstanding tractional 
schisis, the vessels in the elevated layer get obliterated; the 
elevated layer disintegrates and resembles a large partial-
thickness retinal hole.

Tractional retinoschisis with or without retinal detachment 
was the most frequent patt ern of tractional macular elevation 
in eyes with proliferative diabetic retinopathy and observed 
in 94% of eyes as reported by Imai et al.3 Optical coherence 
tomography (OCT) imaging in eyes with relatively clear 
overlying vitreous can be useful in diff erentiating between 
schisis and detachment. The splitt ing plane is thought to be the 
outer plexiform layer.4 Visual recovery aft er vitrectomy may 
be greater in eyes with tractional macular detachment rather 
than eyes with schisis involving the macula.

Dubey�s classiÞ cation of diabetic retinopathy prognosticates 
the various manifestations of the disease process. Thus, we 
hope that the authors would also include non-macular and 
macular tractional schisis in their classiÞ cation, not only for 
the sake of completion, but also as differentiating schisis 
from tractional detachment is useful for the management and 
prediction of possible recovery of central vision.
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