interval until such time that long-term drug delivery
implants are available. Future, prospective studies with a
larger sample size are required to confirm the findings of
our initial study and also to potentially identify
anatomical characteristics that would be predictive of
eyes that might require fewer injections.
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Sir,
Comment on ‘The Royal College of Ophthalmologists
Guidelines on retinal vein occlusions’

I read with great interest the recently updated retinal
vein occlusion (RVO) guidelines published by The
Royal College of Ophthalmologists.! Ever since the
previous guidelines published in 2010 the treatment of
RVO in the UK has undergone a rapid evolution,
mainly attributed to the recommendation and approval of
the use of ranibizumab (Lucentis, Novartis, Basel,
Switzerland) and aflibercept (Eylea, Bayer, Berlin,
Germany) by The National Institute for Health and
Care Excellence (NICE).?3 The authors have produced a
very clear and comprehensive strategy in stratifying

the management plan based on the types of RVO
(central vs branch and ischaemic vs non-ischaemic),

the visual acuity (>6/12 vs 6/12-6/96 vs <6/96),

and the presence of macular ischaemia in branch

RVO.

However, I believe there is a very slight error in the
section on ‘anti-vascular endothelial growth factor agents
for treatment of macular oedema due to RVO’. The
authors quoted NICE TA238 in relation to the use of
ranibizumab for treating macular oedema secondary to
RVO. NICE TA238 refers to the use of tocilizumab for the
treatment of systemic juvenile idiopathic arthritis.* This
should be replaced by NICE TA283, which refers to the
use of ranibizumab for treating visual impairment caused
by macular oedema secondary to RVO.?
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In summary, I would like to thank and congratulate the
authors on updating the RVO guidelines with the most
current evidence, which helps to streamline the current
practice in the UK and ultimately benefits the patients
whom we are treating.
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Sir,

Comment on ‘The Royal College of Ophthalmologists
Guidelines on retinal vein occlusions: executive
summary’

We read with great interest the legitimate and
comprehensive guidelines on retinal vein occlusions
(RVO) elaborated by Sivaprasad et al.! However, the
reference data were not updated with the available
long-term results of the trials, which had dealt with the
efficacy of therapy with ranibizumab (Lucentis,
Genentech, Inc., South San Francisco, CA, USA) and
aflibercept (Eylea, Regeneron Pharmaceuticals, Inc.,
Tarrytown, NY, USA) for macular edema secondary to
central RVO (CRVO).>* Specifically, the rates of
unresolved macular edema were 56% in the RETAIN
study,? 65.7% in the COPERNICUS study,® and 39.4% in
the GALILEO study,4 after 51.4, 24, and 18 months of
follow-up, respectively. Delayed deterioration in the
outcome measures in the mentioned trials could be
explained by the lower frequency of injections as well as
the long duration of time from CRVO diagnosis to
initiation of treatment, during which time patients went
without treatment for example, an average of 6.39, 2.73,
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and 2.6 months in the RETAIN,2 COPERNICUS,? and
GALILEO* trials, respectively. These facts favored the
delayed occurrence of ischemic and irreversible lesions of
the macular ganglion cell complex, close to the foveola,
with macular edema being a minor factor.

Sivaprasad et al' mentioned intravitreal bevacizumab
(Avastin, Genentech, Inc., San Francisco, CA, USA) use
(off-licence) for ischemic RVOs with neovascularization.
Why only in these forms? In 2015, we published a
prospective clinical study® on the 3-year results of
bevacizumab treatment in patients with acute (<1 month
after the occlusion was diagnosed) central/hemiCRVOs
(C/HCRVOs). The results of this study showed, for the first
time, evidence suggesting that early treatment applied
immediately after the clinical onset of venous occlusion
provided significant and sustained improvements in visual
acuity and foveal thickness with inactive disease (dry retina
and stable visual acuity for at least 6 months after the last
injection) in most phakic patients with acute C/HCRVOs,
making this treatment option a rational and viable
therapeutic strategy. Bevacizumab was more effective in
patients with ischemic occlusions who required a
significantly higher number of injections.

In conclusion, we believe that regardless of the
anti-vascular endothelial growth factor agents used, the
response to therapy depends primarily on the
precociousness of the treatment after C/HCRVO onset.
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