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poor vision OU and vitreous veils OS led us to perform OCT, 
AF, and ERG, which clinched the diagnosis. SD‑OCT helped 
us to detect macular cystoid changes in OD as well, the residua 
of collapsed schitic cavities. Our case shows that degenerative 
changes can progress at different paces in the two eyes of a 
patient, and correlate well with SD‑OCT, AF, and functional 
changes: The eye with greater severity of macular drusenoid 
deposits had foveal atrophy, more extensive and denser 
hypo‑autofluorescence, and poorer vision. ERG, OCT, and 
AF complement each other as clinical diagnostic aids in XLR, 
depending on the severity of the condition and patient’s age.
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Intralesional bleomycin injection for 
periocular capillary hemangiomas

Dear Editor,
We read the article by Smit and Meyer[1] with keen interest. We 
wish to express the following comments:

Intralesional bleomycin injection (IBI) is a newer form 
of therapy for capillary hemangioma with encouraging  
results.[1-5] IBI was used for the first time for complicated 

cutaneous hemangiomas.[2] Experience with IBI for periocular 
capillary hemangiomas is very limited.

Authors diagnosed capillary hemangioma by clinical 
examination only.[1] We believe clinical evaluation should have 
been combined with ultrasonography or magnetic resonance 
imaging or color doppler to differentiate hemangioma from 
vascular malformation.[3-5] Color doppler is also of immense 
utility during follow-up in detecting size, color, and blood 
flow changes after IBIs. Blood flow in capillary hemangioma 
declines after four to five IBIs; blood flow signal disappears 
earlier than color (usually after five to six IBIs for a lesion 
diameter less than 4 cm).[3,4]

Authors discontinued therapy after administering nine IBIs 
in case one and after five IBIs in case two.[1] We appreciate the 
result with respect to opening of eye and increase in vertical 
height of palpebral fissure which might be adequate to prevent 
stimulus deprivation amblyopia, however, post IBI Figures 2 
and 4 clearly depict significant residual capillary hemangioma 
covering the forehead, nose, upper lip, and even left upper 
eyelid of case 1 and forehead, nose and right upper eyelid 
of case 2 respectively. [1] We believe the treatment should not 
have been stopped at this stage. The hemangioma involving 
forehead, nose, and lips still required intralesional bleomycin. 
It has been suggested that the interval of injection should be 
3-4 weeks with total times lesser than 7 times during one 
therapeutic period.[3,4] Another therapeutic period may be 
started 3 months later if further treatment was necessary. The 
total quantity of bleomycin for a child should be less than 
40 mg in one treatment periods.[3,4] Luo and Jhao reported 
very large series of 82 cases of infantile hemangiomas which 
involuted completely after treatment with the sclerosing 
mixture composed of 2% lidocaine, 5 mg dexamethasone and 
8 mg bleomycin A5 and also used oral prednisolone (2-5 mg/
kg every other day).[3,4] Combination of dexamethasone with 
bleomycin as well as oral prednisolone has been advocated to 
treat effectively the patients at proliferating stage observed in 
the 3rd and 6th month in many cases of infantile hemangioma 
and also to circumvent the dose restriction of bleomycin i.e., 
the drug quantity given in one time may be deficient for big 
hemangioma(>4 cm).[3,4]

Authors suggest use of bleomycin in the treatment of 
eyelid hemangiomas where conventional modalities have 
been unsuccessful or where treatment with beta-blockers 
may be contraindicated.[1] Many investigators recommend 
oral propranolol as the first line of therapy for infantile 
hemangioma.[6] Readers would be interested to know why 
authors[1] did not treat these cases with oral propranolol as 
first line therapy.
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Author’s Reply

Dear Editor,
We appreciate the interest shown by the author(s) in our 
article,[1] and thank them for their valuable comments. We 
would like to respond to the comments as follows:

Both patients in the case reports were referred to our eye 
clinic by colleagues in the plastic surgery department after 
the diagnosis of capillary hemangioma had already been 
confirmed, and intracranial extension excluded by them. We 
agree that clinical examination should be combined with other 
imaging modalities to confirm the diagnosis.

We discontinued treatment in both cases once we had 
achieved our goal of preventing stimulus deprivation amblyopia, 
since the posology reported by Luo and Zhao,[2,3] had not yet 
been published and we were of the opinion that the remaining 
lesions would undergo further spontaneous resolution over time. 
We considered the use of a topical beta‑blocker to expedite this 
process,[4] but did not have access to a suitable preparation. The 
information provided by Luo and Zhao,[2,3] would indeed be very 
useful if we need to treat similar cases in future.

The reason for not using oral propranolol as first line 
therapy is simply because of timing. We administered the first 
intralesional bleomycin injection (IBI) on 13 June 2008, and the 
landmark article first describing the use of propranolol for the 
treatment of capillary hemangiomas only appeared after we 
had completed our research on the topic.[5] Publications in the 
ophthalmic literature regarding the use of oral propranolol 
appeared much later.[6,7] We now also routinely use oral 
propranolol as first line therapy, but maintain that IBI does 
warrant consideration in patients with capillary hemangiomas, if 
the use of a beta‑blocker is contraindicated for whatever reason.
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C a n  s i n g l e  s t a g e  s u r g e r y  i n 
Blepharophimosis syndrome be 
practiced universally?

Dear Editor,
We read the article Single stage surgery for Blepharophimosis 
syndrome' by Bhattacharjee, et  al.[1] We do agree with the 
authors that single stage surgery is a useful approach, but it 
can`t be practiced as a blanket treatment.

Although the minimum age of patients in this article was 
6 years and fascia lata was used for correction of ptosis, many of 
them present before starting the school and require early ptosis 
surgery to prevent amblyopia.[2] Fascia lata is not sufficiently 
developed as a donor material until the child is 3 to 4 years of 
age, and other sling materials like preserved fascia lata and 
silicon rods have to be used.[3] The use of other sling materials 
shortens the operative time, especially in a single stage surgery 
and may also be considered otherwise in children >4 years.
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