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Figure 1: (a) Composite image of left eye showing SDD in superior 
paramacular area. (b and c) BR and GR images (GR>BR) showing the 
SDD clearly owing to the penetration depth and reflectance properties 
of the blue and green wavelengths, respectively.  (d). IR image not 
showing the SDD due to the longer wavelength used. The three 
arrows (blue, green, and red show the different penetration depths in 
order of wavelength)
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visible white‑light spectrum and structures below the RPE 
(hard and soft drusen) appear yellow. SDD being above the 
RPE are not affected by the absorption properties of the RPE 
and thus appear white. SDD are more prominent on BR and 
GR because of their sheer location above the RPE and sub‑RPE 
drusen are better visible on IR imaging. This is a very basic 
differentiation between SDD and sub‑RPE drusen and is 
common knowledge in MC imaging.
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Response to comments on: Subretinal 
drusenoid deposits versus drusen on 
multicolor imaging

Dear Editor,
We thank the authors for reading and making a few 
comments on our essay on the differences on multicolour 
imaging between subretinal drusenoid deposits (SDD) and 
drusens.[1,2] The authors in their reply try to make a point that 
the differences on the multicolour imaging between drusens 
and SDDs are merely due to the location of the deposits in 
relation to the retinal pigment epithelium (RPE). The authors 
have also cited an article by Spaide and Curcio to support this 
theory.[3] It is important to note that the imaging modalities 
studied in that paper were colour fundus images, fluorescein 
angiography, autofluorescence and spectral‑domain optical 
coherence tomography images. Multicolour imaging is based 
on the property of reflectance which is the measure of the 
proportion of light of a given wavelength striking a surface 
which is reflected off it.[4] We believe that just the location 
of the material above or below the RPE may not contribute 
to the multicolour imaging findings. In addition, there are a 
number of factors such as the wavelength of the light used, 

retinal thickness, height of the drusen, the presence of RPE 
atrophy and the content of the drusen material can contribute 
to the multicolour imaging features. Though the drusens are 
located underneath the RPE, they can still be identified on 
the green and blue reflectance images in some cases, if they 
are tall and elevated. The absence of esterified cholesterol in 
an SDD will change the reflectance properties of the material 
and also show variations in the multicolour imaging findings.

Thus, we believe that there are a number of factors which 
contribute to the multicolour imaging findings in SDD and 
drusen, with the esterified cholesterol content in the drusen 
being the most important of all.
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Comments on: Long‑term results 
of a single injection of intravitreal 
dexamethasone as initial therapy in 
diabetic macular edema

Dear Editor,
We read the interesting article by Mahapatra and Kumari 
describing the favorable outcomes following a single 
injection of dexamethasone as an initial therapy in 
diabetic macular edema  (DME) published in the March 
issue.[1] However, in an era when anti‑vascular endothelial 
growth factor (anti‑VEGF) drugs are frequently being used 
as the first‑line treatment for DME, it would have been better 
if authors have conducted a randomized study comparing 
the outcomes following anti‑VEGF and dexamethasone. 
Author’s claim their study being the first to evaluate the 
role of dexamethasone as an initial treatment does not seem 
to be correct as there are studies comparing the outcomes 
following dexamethasone and anti‑VEGF drugs used as an 
initial treatment for DME.[2]

DME is known to have two phases, the initial VEGF‑mediated 
phase and the late inflammation‑mediated phase. Larger 
studies have shown that anti‑VEGF drugs are more effective 
in initial phase of DME, while chronic DME responds better to 
intravitreal steroids.[3] The intravitreal anti‑VEGF injections in 
the initial stages of DME are shown to result in better functional 
outcomes compared to intravitreal steroids. Reduction in the 
severity of diabetic retinopathy or slowing its progression is 
the additional benefit of using intravitreal anti‑VEGF.

Although authors have described the prolonged anatomical 
effect of intravitreal dexamethasone, various studies have 
shown a saw‑tooth pattern after 3 months of injection, following 
which retreatment is usually required at 6 months.[4] Authors 
also describe low‑complication rate following single injection 
of dexamethasone, the point to consider here is that if 

dexamethasone is used as an initial treatment, then patient 
will require multiple dexamethasone injections in long term 
once DME is mainly inflammation‑mediated. Studies have 
shown a significantly higher incidence of ocular hypertension 
and cataract formation following repeated dexamethasone 
injections.[5]

To conclude, based on available literature, we suggest 
that anti‑VEGF should be preferably considered as the initial 
treatment modality for DME, whereas dexamethasone should 
be used for chronic DME. The role of dexamethasone as an 
initial treatment for DME should be limited only to specific 
indications.
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