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Proprietary Name:  Patanase®      
 
Common Name:  Olopatadine hydrochloride 
 
PDL Category:  Antihistamines – Non-Sedating 

 
 Preferred Drug List/ 
Comparable Products Recommended Drug List Status 
Astelin® (Azelastin) Non-Preferred 
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Indications and Usage:  Treatment of nasal symptoms associated with seasonal allergic rhinitis in adults and adolescents 12 
years of age and older. 
 
Mechanism of Action:  Selectively antagonizes Histamine-1 receptors  
 
Dosage Forms:  Nasal spray 0.6% (665mcg of olopatadine) in each 100 microliter spray; each 30.5gm bottle contains 240 
sprays  
 
Recommended Dosage:  2 sprays in each nostril twice daily. 
 
Common Adverse Drug Reactions:  Taste alteration (bitter), headache, post-nasal drip, cough, epistaxis, pharyngolaryngeal 
discomfort. 
 
Contraindications:  None documented 
 
Manufacturer:  Alcon Laboratories, Inc.       
 
Analysis:  Patanase® is a new selective H1 Receptor antagonist nasal spray indicated for seasonal allergic rhinitis. Patanase® 
gained FDA approval based off of three clinical trials conducted in the United States which included nearly 1,600 patients. 
These studies, which compared Patanase® to the placebo vehicle agent, demonstrated a statistically significant improvement 
in treating nasal congestion, rhinorrhea, itchy nose, and sneezing in patients 12 years of age and older. To date, no 
comparative efficacy trials have been conducted. Other antihistamines, which are selective H1 Receptor antagonists, appear on 
the Preferred Drug List which are more cost effective, and treat a wider variety of seasonal allergy symptoms. Additionally, 
some of the oral alternatives are approved for use in patients as young as six months of age. Although no direct comparisons 
have been studied, nasal steroids are more potent for chronic allergic rhinitis than nasal H1 receptor antagonists. Therefore, it 
is recommended that Patanase® be added to the Preferred Drug List as a non-preferred drug and be subject to the 
Antihistamines Prior Authorization criteria.   
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