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topiramate induced acute angle closure” by Mitra et  al. in 
May 2014 issue of the journal.[1] It was an interesting and 
excellent documentation where besides other investigations 
the diagnostic help of optic coherence tomography (OCT) was 
taken, which probably is the first Indian documentation. Here, 
I would like to share my views and experience.
•	 Topiramate is used as a USFDA approved (1996) important 

add on therapy in various neuro‑psychiatric conditions. 
Myopia and acute angle‑closure glaucoma are being 
infrequently described since 2001,[2] after which the USFDA 
has issued warning

•	 Early diagnosis and treatment are crucial to prevent 
blindness which, of course, depends on techniques 
applied. OCT has many advantages over genioscopy and 
other procedures.[3] Hence, the OCT can be used for mass 
screening

•	 I am frequently using this drug in patients of headache 
and epilepsy, and till now have used in about thousands 
of patient. Of course, the dose is not an important factor, I 
came across only one such complication with this drug at a 
very low dose of 12.5 mg that is not described previously. 
After investigations the diagnosis of angle closure glaucoma 
was considered, and the patient recovered completely and 
early after the topiramate was withdrawn

•	 Topiramate is being used either alone or in combination 
as an antiepileptic, for treatment of headache, depression, 
bipolar disorders, neuropathic pain, posttraumatic stress 
disorders, postherpetic neuralgia and alcohol and nicotine 
abstinence.[4] It has an excellent profile when a patient is 
obese or gaining weight because of other drugs at which 
time it can be added upon, and such combinations are worth 
importance. Among it’s important side‑effects are renal 
stones formation and rare, but not least the angle closure 
glaucoma. There is a slight increase in the risk of glaucoma 
among elderly users of topiramate, and this risk is further 
elevated among new users of the drug. So we should be 
careful, whereas prescribing this drug about this reversible 
complication. If the facilities are available we can screen the 
patient with OCT who has the predisposing anatomy of the 
anterior eye chamber like shallow anterior chamber

•	 Looking into widespread use of topiramate OCT is an 
important tool to avoid the complication of angle closure 
glaucoma and subsequent blindness if not recognized well 
on time.
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Bilateral optic neuritis following 
Mycoplasma pneumoniae infection 

Dear Editor,
We read with interest, the article on bilateral optic neuritis 
following Mycoplasma pneumoniae infection by Chiang and 
Huang.[1] Management of the case by authors was solely based 
on the hypothesis that optic neuritis developed secondary to 
an immune reaction. After going through the literature, we 
would like to highlight few important facts regarding the 
role of M. pneumoniae in cases with neurological damage. 
Extrapulmonary manifestations of M.  pneumoniae infection 
especially nervous system involvement have been widely 
reported in the literature. Neurological injury falls into two 
patterns: Direct invasion by organism and secondary to an 
immune response. Cases when neurological involvement has 
been attributed to an immune complex mediated reaction, 
the duration of prodromal respiratory symptoms has usually 
been >7 days.[2] An auto‑immune response causes neurological 
damage secondary to cytokine production, autoimmunity, and 
vascular occlusion. In a large case series published by Bitnun 
et  al. the authors claim that in patients with neurological 
involvement they could detect M.  pneumoniae antigen by 
polymerase chain reaction in cerebrospinal fluid/throat of 
patients who had at least 5–7 days of respiratory prodromal 
symptoms.[3] They proposed that respiratory infection can 
have a cytotoxic effect on respiratory epithelium, and this 
can facilitate blood stream invasion by M. pneumoniae. In the 
current case, coexistence of respiratory symptoms and visual 
symptoms along with raised Mycoplasma immunoglobulin (Ig) 
M titres  (+, >75 BU/mL) raises the possibility of acute 
M. pneumoniae infection for the treatment of which intravenous 
Ig should be administered under a 2 week macrolide cover.[4] 
Although the response to Ig suggests an immune mechanism 
is involved along with acute infection, administration of 
high dose steroids can cause transient leucopenia which can 
suppress micro‑organism. Holistic approach in such a case 
requires management of systemic status along with visual 
complaints. A chest X‑ray at the time of presentation and a 
repeat serology to look for change in IgM and IgG levels would 
have supplemented the management. We agree with authors 
that in cases of optic neuritis in children with respiratory 
symptoms M.  pneumoniae should not be overlooked as a 
probable cause and should be investigated for.
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Safe endoresection

Dear Editor,
We read with interest the report by Modarres et al. regarding 
the massive recurrence of choroidal melanoma following 
endoresection.[1] Readers of the aforementioned article might 
come to the conclusion that the case presented provides 
evidence that endoresection performed properly is particularly 
dangerous.  However, the results of this case should not be 
used to evaluate the safety or efficacy of endoresection because 
parameters for appropriate patient selection, technique and 
post-operative surveillance (as described in the literature) were 
likely not adhered to.

In their article, the authors do not describe the tumor 
preoperatively in terms of its ultrasonographic measurements, 
location or extent and leave out other important clinical details 
such as presence of retinal detachment, tumor involvement 
of retina or vitreous or extraocular extension. The authors do 
describe a tumor width of “15 disk diameters,” which implies a 
dimension >20 mm. The authors do cite some of the pioneering 
work regarding endoresection,[2] but they do not mention 
that only patients with tumors measuring 8.2 mm in width 
or less were included in that cohort. A more recent series on 
endoresection included only patients with tumors measuring 
11.1 mm in width or less.[3] Furthermore, the authors describe 
the tumor in their patient as presenting on “the nasal side of the 
fundus” – if the tumor was truly >20 mm in diameter and located 
nasal to the optic nerve, it should have involved the ciliary 

body, which is not amenable to endoresection. In summary, a 
choroidal melanoma such as the one described in the present 
article is much too large and most likely in the wrong anatomical 
area to be treatable successfully with endoresection. 	

Furthermore, the authors do not describe their procedure 
in sufficient detail. Most importantly there is no mention of 
cryotherapy of the sclerotomy ports, which is an essential part 
of the procedure to improve safety.

It is also noteworthy that the authors did not identify tumor 
recurrence in their patient until 5 years had elapsed post-
operatively. This suggests a delay in the detection of the tumor 
recurrence, because reported recurrences of much smaller 
tumors treated with endoresection have been detected within the 
first 3 postoperative years.[3,4] The great extent of the recurrence 
in this case provides additional evidence that the postoperative 
surveillance of the patient may have been inadequate. More 
information on the frequency and method of postoperative 
examinations would be useful.  The authors also do not mention 
the more recently published favorable long-term results of 
properly performed endoresection for smaller melanomas.[3]

No surgical procedure is safe unless performed properly. 
The case presented by Modarres et al. is an important reminder 
that endoresection for choroidal melanoma should not be 
performed when enucleation is indicated because of excessively 
large tumor size.   In addition, endoresection is likely best 
performed by suitably-trained, experienced ocular oncologists 
who rigorously adhere to accepted selection criteria and who 
meticulously and skillfully provide adequate postoperative 
monitoring, which must be life-long.
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