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HIGHLIGHTS OF PRESCRIBING INFORMATION
These highlights do not include all the 
information needed  
to use PATANASE® Nasal Spray safely and 
effectively.  
See full prescribing information for 
PATANASE Nasal Spray.

PATANASE (olopatadine hydrochloride) Nasal 
Spray

Initial U.S. Approval: 1996

INDICATIONS AND USAGE 
PATANASE Nasal Spray is an H1 receptor 
antagonist indicated  
for the relief of the symptoms of seasonal 
allergic rhinitis in adults and children 6 years of 
age and older. (1)

DOSAGE AND ADMINISTRATION 
For intranasal use only.

Recommended dosages: 
•  Adults and adolescents 12 years: Two sprays 

per nostril twice daily. (2.1)

• Children 6 to 11 years: One spray per nostril 
twice daily. (2.2)

Priming Information: Prime PATANASE Nasal 
Spray before initial use and when PATANASE 
Nasal Spray has not been used for  
more than 7 days. (2.3)

DOSAGE FORMS AND STRENGTHS 
Nasal spray 0.6%: 665 mcg of olopatadine 
hydrochloride in each 100-microliter spray. 
(3) Supplied as a 30.5 g bottle containing 240 
sprays.

CONTRAINDICATIONS 
None.

WARNINGS AND PRECAUTIONS 
•  Epistaxis, nasal ulceration, and nasal septal 

perforation. Monitor patients periodically for 
signs of adverse effects on the nasal mucosa. 
Discontinue if ulcerations or perforations 
occur. Avoid use in patients with nasal disease 
other than allergic rhinitis. (5.1)

•  Avoid engaging in hazardous occupations 
requiring complete mental alertness and 
coordination such as driving or operating 
machinery when taking PATANASE Nasal 
Spray. (5.2)

•  Avoid concurrent use of alcohol or other 
central nervous system depressants with 
PATANASE Nasal Spray. (5.2)

ADVERSE REACTIONS 
The most common (>1%) adverse reactions 
included bitter taste, headache, epistaxis, 
pharyngolaryngeal pain, post-nasal drip, cough, 
and urinary tract infection in patients 12 years 
of age and older and epistaxis, headache, upper 
respiratory tract infection, bitter taste, pyrexia, 
and rash in patients 6 to 11 years of age. (6.1)

To report SUSPECTED ADVERSE REACTIONS,  
contact Alcon Laboratories, Inc.  
at 1-800-757-9195  
or FDA at 1-800-FDA-1088  
or www.fda.gov/medwatch.

Reference: 
1. PATANASE® Nasal Spray Package Insert.
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Small Studies Back Injections for Tennis Elbow
B Y  K AT E  J O H N S O N

M O N T R E A L —  Four different injec-
tion therapies appear to be effective for
refractory lateral epicondylosis (tennis
elbow) and offer additional treatment
options for patients who have failed
conservative care, suggest results of a
systematic review.

“We know that 80% of these injuries
get better on their own, but for the ones
that don’t, these injection therapies
make sense,” Dr. David Rabago said at
the annual meeting of the North Amer-
ican Primary Care Research Group.

Dr. Rabago of the University of Wis-
consin, Madison,reviewed the evidence
for prolotherapy, polidocanol injection,
autologous whole-blood injection, and
platelet-rich plasma injection therapies
(Br. J. Sports Med. 2009;43:471-81).

Out of 21 possible studies, 9 studies
met inclusion criteria: 5 prospective
case series and 4 controlled trials. Three
studies focused on prolotherapy, two
on polidocanol injection, three on au-
tologous whole-blood injection, and
one on platelet-rich plasma injection.

The total number of patients in all
studies combined was 201, and they
ranged in age from 19 to 66 years old.
Refractory elbow pain ranged any-

where from 3 to 25 months, and the fol-
low-up periods ranged from 9 to 108
weeks.

Reduced pain was the primary out-
come of each study, rated according to
a visual analog scale or pain question-
naire. Improvement from baseline or
compared with controls ranged from
51% to 94%, said Dr. Rabago. Sec-
ondary outcomes, which included el-
bow function and a decrease in abnor-
malities or vascularity on ultrasound,
also showed improvement in all studies. 

These moderate to large effect sizes
were sustained over 12-25 months, and
“far exceed minimal clinically relevant
effect sizes for chronic pain,” said Dr.
Rabago.

There were no adverse events re-
ported.

Polidocanol is a vascular sclerosant
that is injected into areas of high in-
tratendinous blood flow in the elbow,
using high-resolution ultrasound and
color Doppler visualization. Its mech-
anism of action is believed to be the in-
terruption of neovascular pathology,
which is associated with pain and de-
generation. Polidocanol is the most
commonly used therapy worldwide,
but is not available in the United States.

Prolotherapy also involves the injec-

tion of vascular sclerosants (most often hy-
perosmolar dextrose or morrhuate sodi-
um), but does not require ultrasound guid-
ance.

Autologous whole blood involves draw-
ing blood from the patient and injecting it
into the painful area to trigger a healing re-
sponse. 

Platelet-rich plasma is centrifuged from
autologous whole blood and injected into
the painful area to trigger healing with
platelet-derived growth factors.

While prolotherapy is the easiest of the
four therapies to implement, the reviewed
studies showed that it required three treat-
ment sessions, compared with the one or
two sessions needed for the other thera-
pies, Dr. Rabago noted. 

With some basic training and equip-
ment, all four therapies can be performed

in a family medicine office on an outpa-
tient basis, Dr. Rabago said in an interview.

“Each of the studies reviewed is small,
and their methodological limitations pre-
vent a consensus recommendation on the
use of any of the three therapies, com-
pared with another, at this time. Howev-
er, the large effect sizes reported by all
studies are compelling and suggest sever-
al areas of clinical, theoretical, and re-
search interest,” wrote Dr. Rabago and his
coauthors in their paper.

One of Dr. Rabago’s coauthors is a con-
sultant and lecturer for Harvest Tech-
nologies, a manufacturer of centrifuge
and ancillary equipment for platelet-rich
plasma injection therapy. Harvest had no
direct or indirect role in the study. No oth-
er coauthor reported any conflict of in-
terest. ■

Plasma Injections Fail to
Ease Achilles Tendinopathy

B Y  M A RY  A N N  M O O N

Injections of platelet-rich plasma failed
to improve pain or function in the first

blinded, randomized placebo-controlled
trial of the new technique for Achilles
tendinopathy, results from a small study
suggest. 

The treatment also delivered
no more patient satisfaction
than placebo injections, nor did
it facilitate a return to sports
activity. 

“These findings are impor-
tant and clinically relevant as
PRP is thought to be growing
in popularity, and recent re-
views supported its use for
chronic tendon disorders,” said
Dr. Robert J. de Vos of Eras-
mus University Medical Center, Rotter-
dam, the Netherlands, and his associates
( JAMA 2010;303:144-9).

Platelet-rich plasma injections “raised
high expectations” when they were in-
troduced because PRP contains several
growth factors that are known to play a
role in tissue repair. 

It was thought that relatively high con-
centrations of vascular endothelial
growth factor, platelet-derived growth
factor, and transforming growth fac-
tor–beta could help regenerate tendon
tissue “through increased tendon cell
proliferation, collagen synthesis, and vas-
cularization.” 

In their trial, Dr. de Vos and his col-
leagues compared PRP injections with
placebo injections in 54 patients who
were treated at the sports medicine out-
patient department of a single large hos-
pital for chronic midportion Achilles
tendinopathy. 

The pain was located approximately 2-
7 cm proximal to the tendon’s insertion
on the calcaneus. 

The tendon structure was examined
using ultrasound, and the fluid was in-

jected through three puncture loca-
tions. Five small depots were left at
each location, within the degenerative
area of the main body of the tendon. 

All subjects underwent a standard re-
habilitation program that included daily
stretching and eccentric exercises—pri-

marily “heel drops” performed on a step,
which stretched the Achilles tendon
while concurrently contracting the calf
muscle. 

At 6, 12, and 24 weeks’ follow-up,
scores were no different between the 27
patients who received active injections
and the 27 who received placebo injec-
tions, on a measure of pain and activity
specifically addressing Achilles
tendinopathy. 

Subjective patient satisfaction also was
not significantly different between the
two groups, according to the results.
The same was true for the number of
subjects able to return to their desired
sport after 24 weeks.

The use of PRP injections in clinical
practice has been based on the findings
of laboratory studies and a few small
clinical studies that did not include a
proper control group and were not
blinded, Dr. de Vos and his associates
noted. 

Given the results of their clinical trial,
“we do not recommend this treatment
for chronic midportion Achilles
tendinopathy,” they said. ■

Major Finding: Patients with chronic mid-
portion Achilles tendinopathy received no
benefit from injections of platelet-rich 
plasma (PRP).

Data Source: In a blinded, randomized,
placebo-controlled trial, 27 patients were
treated with PRP injections and 27 were
treated with placebo injections.

Disclosures: Funded by Biomet Biologics.
No other disclosures were reported.
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