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Toxic optic neuropathy

Dear Editor, 
We read with interest the article titled “Toxic optic neuropathy” 
(TON)[1] and would like to commend the authors for an 
excellent overview of TON. We would like to include the 
roles of sildenafil citrate and dapsone as causative factors for 
TON due to their increasing and/or pre-existing widespread 
use in India. 

Sildenafil Citrate
Since becoming available in 1998, sildenafil has been widely 
known for treatment of erectile dysfunction. 

We are aware that the use of sildenafil has been growing 
steadily in India since its launch in 2005, its targeted market 
being India’s top 30 cities. A press release from Pfizer India in 
2006 quoted that it successfully captured 1.8% of its targeted 
market since its launch and estimated that it was confident of 
increasing its capture to 10%, 2 years from the launch date.[2] 
India is the second most populous country in the world with 
over 1.18 billion people. If Pfizer’s targeted market did not 
restrict to India’s top 30 cities only, but extended to the whole 
of India, targeting all males above 65 years old, a 10% capture 
would amount to an estimated 2 million users. 

Sildenafil is believed to cause non-arteritic anterior ischemic 
optic neuropathy (NA-AION). Though the connection between 
the two does not meet World Health Organization (WHO) 
criteria for a cause-and-effect relationship, there have been 
numerous case reports of optic neuropathy from its use. The 
association of sildenafil and NA-AION may be secondary to 
the vascular effects induced by this drug. Nitric oxide induced 
vasodilatation may precipitate NA-AION by interfering with 
vascular autoregulation at the optic nerve or by inducing 
systemic hypotension. Alternatively, the drug may be directly 
toxic at the optic nerve as excessive nitric oxide has been 
postulated to damage retinal ganglion cell axons.[3]

Dapsone
Seventy percent of the approximately quarter of a million 
people affected with leprosy throughout the world still 
resides in India. A study done by the Foundation for Medical 
Research (FMR) in 2007 in one rural and one urban setting 
in Maharashtra, India, showed a high prevalence of leprosy 
(PR = 6.7 and 2.6 per 10,000, as against the state average of 
0.7/10,000).[4]

Dapsone is an indispensable drug used in the treatment of 
leprosy. It was first used singly in the 1940s and then as part 
of the multi-drug therapy (MDT) in 1981.

The most prominent side effect of dapsone is dose-related 
hemolysis which is postulated to be the pathogenesis of NA-
AION, possibly due to delayed blood flow and decreased 
oxygenation of the optic nerve head.[5]

With the high prevalence of leprosy in India, and a 
consequentially high usage of dapsone, this is an important 
drug to consider as a cause of TON in India.

It is therefore pertinent to be aware of the increasing usage of 
existing drugs known to already cause TON, especially within 
the country or the region one is practicing in. This enables a 
more clinically relevant and accurate diagnosis, securing the 
future of sight in our patients.
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Feed back of the parents and / or 
relatives witnessing a squint surgery 
of their ward in the operation theatre

Dear Editor, 
We read with interest the article “Feed back of the parents 
and / or relatives witnessing a squint surgery of their ward in 
the operation theatre”[1] by Dr. Kothari in the September issue 
of IJO. We would like to congratulate him on the excellent 
presentation of facts, but there are certain issues that need to 
be addressed.

Several studies have been undertaken and have proved 
that parents want to be involved with the treatment of their 
children[2] but whether the health care professionals are as 
enthusiastic is a moot question. A study also showed that a 
majority of pediatricians would allow the parents to stay for 
procedures to be performed under local anesthesia if their (the 
parents) presence did not have any deleterious effect on either 
the patient, parent, or doctor.[3] Many of them would not allow 
the parents to stay if the procedure was technically difficult or 
painful. The reasons cited in this case were that it would be 
harmful for the parent, patient, or the doctor.

abc
Rectangle

abc
Rectangle

abc
Rectangle



160	 Indian Journal of Ophthalmology	 Vol. 60 No. 2

Figure 1: View of surgeon and patient through the viewing window

Figure 2: View of the TV monitor through the viewing window

We have the same reservations. The most stressful time of 
any surgery under general anesthesia for children is taking of 
the IV line and intubation. This is the time when the child is 
usually howling and the anesthesiologist is at his wits ends if 
he cannot find a suitable vein (we have had to call a pediatrician 
several times to get a suitable vein). If a parent is witnessing 
all this, it adds to extra stress to the health care professionals 
and to the parent as well. There are times when the parent has 
had a vasovagal attack on witnessing something as simple as 
a foreign body removal in the office – this would be a little too 
much for them to take. After intubation, everything is generally 
quiet and the presence or absence of parents does not make 
too much difference to either the patient (obviously) or to the 
parent but it is stressful to the doctors to have somebody in the 
theater watching every move he/she makes. During extubation, 
things are quieter unless there are complications; here again, 
it does not make any difference to the patient if the parent is 
there or not. 

So, in short, having the parent in the theater does not make 
much of a difference to the patient who is our primary concern. 
In fact, it is only deleterious to him/her.

We have viewing windows in both our operating theaters 
through which the parent or relatives are allowed to see the 
activities in the theater as well as the TV monitor [Figs. 1  
and 2]. We decide in advance who are allowed to see the 

procedure according to their nature. Overanxious parents or 
relatives are discouraged. Others are allowed to see parts which 
are not stressful either to the parents or the doctors. This system 
has all the advantages that the author has outlined, such as 
transparency, increased confidence, and increased awareness, 
and none of the disadvantages that he has mentioned. In any 
case, all the advantages and disadvantages mentioned are for 
the parents and not for the patient who is and should be our 
main concern. Any surgery is stressful for both the doctor and 
patient – whether a child or an adult – and there seems to be 
no reason to make it stressful for the parents or increase the 
stress levels of the doctor. 
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Authors' reply

Dear Editor, 
We thank Ramchandani for their interest in our article.[1] We 
agree to their view point. In our practice, as mentioned in the 
article, the parents are allowed only after the eyes are painted 
and draped. The parents would leave the operation theater 
immediately on completion of the surgery, before the drapes 
are removed. The parents are not exposed to the exertion 
of the child (and the anesthetist) while taking the IV line / 
intubation. Nevertheless, in contrast to our practice, in a few 
hospitals in the Unites States, the parents are allowed during 
the induction of anesthesia and during the recovery, but not 
during the surgery.

In situations where getting an IV line is difficult / the 
child is too young or uncooperative, we suggest the use of 
sevoflurane to first anesthetize the child and then take the IV 
line. Sometimes we use intranasal midazolam or oral chloral 
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