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of 0.75 hour to complete.

CONTENT SOURCE
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Eye care providers face multiple challenges in diagnosing allergic
conjunctivitis (AC) and achieving patient satisfaction with treatment.
Studies show that AC is often underdiagnosed and often not optimally
treated. Recently, a group of experts convened to discuss their insights
and approaches for managing patients with AC. This CME activity brings
you highlights from these case discussions in a 4-part series. 
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pharmacologic and nonpharmacologic interventions for allergy control

• Collaborate with colleagues in other specialty areas to optimize
the management of the patient with ocular allergy
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Introduction
Allergic conjunctivitis (AC) caused by seasonal and/or perennial
allergens is very common and sometimes dismissed as simply being a
nuisance problem. However, the signs and symptoms of these ocular
allergies can adversely affect visual function and quality of life, and
the associated conjunctival inflammation, if recurrent and left
uncontrolled, can lead to scarring and permanent tissue damage.  

This roundtable discussion highlights these consequences of severe
seasonal and perennial AC along with a multidisciplinary approach to
patient management.

Case presentation
A 28-year-old Hispanic male laboratory research scientist presents
with complaints of ocular itching, epiphora, periorbital edema, and
sneezing, all of which are markedly worse whenever he handles rabbits
and guinea pigs (during his work hours) as well as in the springtime.
He has been maintained on chronic loteprednol etabonate, 0.2%,
suspension 3 times a day or 4 times a day combined with episodic use
of a topical antihistamine/mast cell stabilizer. This spring, however, his
rhinoconjunctivitis is uncontrolled, even with the addition of an oral
nonsedating antihistamine that also produces moderate lethargy,
affecting his productivity.

Ocular examination reveals moderately severe conjunctival chemosis,
chronic papillary and follicular conjunctivitis, early tarsal syncytial
subepithelial scarring (Figure), and diffuse mild punctate epithelial
keratopathy.

Discussion
Dr Sheppard: This patient is presenting because he is very
symptomatic, but his conjunctival scarring is evidence that he has 
had long-standing poor control of his seasonal and perennial AC.
Ideally, we would like to help him through medical management rather
than by recommending a change in occupation. Because he is not
controlled adequately on his existing medical therapy for AC, I would
refer him to an allergist. Dr Blaiss, what options can an allergist offer? 

Dr Blaiss: I would conduct allergy testing for this patient to
determine the causal allergens. Severe seasonal allergic conjunctivitis
(SAC) during the spring is usually associated with tree pollen and/or
grass pollen, whereas ragweed is the most common culprit in the fall. 
I would then suggest measures for reducing exposure to the 
triggering allergens [Sidebar] and discuss allergen immunotherapy.
Immunotherapy for these seasonal allergens is highly effective and 
is the only treatment that is potentially disease-modifying.1,2

Anecdotally, we are seeing more and more individuals with
occupational allergies to laboratory animals, including mice, rats,
rabbits, and guinea pigs. Patients such as the gentleman in this case
who have seasonal allergies or other nonanimal allergies are at
increased risk for such occupational allergies.3

Avoidance is the best treatment for laboratory animal allergy, but
would require this patient to change jobs. Use of personal protective
equipment—gloves, a dust mask, goggles—when around the animals
can help minimize his exposure to the causative allergens. Some
allergists may try subcutaneous immunotherapy for occupational
allergies to laboratory animals, but there are no clinical studies to
substantiate this treatment. 

CASE 3

Figure. The arrow points to
early linear tarsal scarring
surrounded by distortion of
the tarsal vasculature. These
changes occur initially at
Arlt’s line, the vascular
juncture of the inferior 1/3
tarsal arcade with the
superior 2/3 tarsal arcade. 

Photo Courtesy of John Sheppard, MD, MMSc

Adjunctive Strategies to Topical Ophthalmic Medications
for Controlling Seasonal Allergic Conjunctivitis

Techniques for Reducing
Allergen Exposure

Techniques for Reducing
Allergy Signs and Symptoms

Avoid rubbing the eyes Recommend patient chill
ophthalmic medications

Wash the hands frequently Recommend patient apply 
cool compresses on the eyes

Stay indoors during times of 
high pollen countsa

Recommend patient use 
artificial lubricants

Keep outside entrance doors 
and windows closed

Refer patient to an allergist 
for immunotherapy

Use air filtration systems/central
air conditioning Prescribe oral montelukastb

Wash the hair 
before going to bed

Prescribe an intranasal
corticosteroidb

Use artificial lubricants

aPatients can check local pollen counts online at various Web sites (eg, www.pollen.com;
www.weather.com; www.weather.weatherbug.com; www.aaaai.org)
bFor patients with significant nasal symptoms
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I make sure that patients with occupational AC are maintained on a
topical antihistamine/mast cell stabilizer. Theirs is a chronic condition,
and the dual-acting anti-allergy agents help to control both the early
and late phases of the allergic reaction.4 Controlling the early-phase
reaction reduces eye itching and watering. But for more complete
symptom control, it is just as important to mitigate the late-phase
response that leads to inflammation. I supplement the topical
antihistamine/mast cell stabilizer treatment, as needed, with a topical
corticosteroid and even an oral corticosteroid, depending upon the
severity of the problem.  

Almost all patients with occupational allergies have a nasal
component to their allergy symptoms, and in most cases, I prescribe
an intranasal corticosteroid, which is the most effective class of
medications for controlling allergic nasal symptomatology.5 Oral
second-generation antihistamines also can be beneficial for
controlling nasal symptoms.5 When patients with occupational
allergies have significant conjunctivitis with their rhinitis, however, I
try to avoid oral antihistamines because they can cause ocular drying.
Instead, I prefer the oral lipoxygenase inhibitor montelukast.

Dr Sheppard: Point of service allergen skin testing is now available to
the practicing ophthalmologist. Dr Parekh, what are your thoughts
about options for enhancing the medical management regimen for
this patient’s AC?

Dr Parekh: Corticosteroids are considered the most effective
treatment for relieving the inflammation and signs and symptoms of
severe, acute exacerbations of SAC.6 This patient is not being controlled
adequately on his existing treatment with loteprednol etabonate, 0.2%,
and so it would seem he needs more potent anti-inflammatory
treatment to manage his severe flare. While corticosteroids such as
prednisolone acetate or difluprednate would be effective, they are more
inclined than loteprednol, 0.5%, to induce an intraocular pressure (IOP)
rise over the long-term administration required for this patient.7 I
would choose loteprednol etabonate, 0.5%, gel and prescribe it for
application 2 or 3 times a day for at least 3 to 4 weeks. The gel is
appropriate for this patient because we need to be mindful of his
ocular surface condition; the gel has a vehicle close to physiologic pH,
a low concentration of benzalkonium chloride, and contains 2
demulcents, attributes which make it gentle to the ocular surface. The
gel form allows dose uniformity, which enables the patient to receive
the desired dose of corticosteroid on first application.  

Once the inflammation and related symptoms are controlled, I would
taper the corticosteroid by switching back to loteprednol, 0.2%.
Loteprednol, 0.2%, is specially indicated for the management of SAC,
and I think it is a reasonable choice as a maintenance treatment,
considering evidence that it has low potential for causing IOP
elevations and cataract, even with prolonged use.8 Still, IOP elevation
can occur,9 and so monitoring is important for safety.

Dr Sheppard: Based on my clinical experience using loteprednol gel,
it appears the gel can be dosed less frequently than the suspension
without loss of efficacy, perhaps because the gel vehicle helps
maintain the active ingredient on the ocular surface. I would reserve

other more potent corticosteroids in situations of more serious
intraocular inflammatory disease in which the benefits of using those
agents make their risks more acceptable. There is a role for topical
cyclosporine in severe allergy, atopic keratoconjunctivitis, or vernal
keratoconjunctivitis,10 and I believe it would be reasonable to use it in
moderate allergic conjunctivitis with concomitant dry eye. 

Aside from corticosteroid therapy, there are other measures we can
recommend for patients who are miserable because of signs and
symptoms of SAC [See Sidebar, page 2]. Artificial tears are a useful
adjunct because they help flush the allergens from the ocular surface.
Refrigerating the topical drops or gel is helpful for relieving redness
because the cold medication causes some vasoconstriction. Although
there may be concerns that chilling loteprednol gel would increase 
its viscosity and make it difficult to dispense from the dropper tip,
none of my patients have reported this problem after keeping gel in
the refrigerator.

Dr Parekh: I think the chilled medication also affords an anesthetic-
like effect that patients really appreciate. 

Dr Sheppard: The tarsal subepithelial scarring in this patient is
alarming to me. Subconjunctival scarring is usually believed to be
permanent. Does its presence in this patient make him susceptible to
developing entropion and trichiasis, and therefore, is it an indication
that we need to be more aggressive with our therapy to prevent
further scarring?

Dr Joly: Inflammation can lead to cicatrization that can cause the
normal eyelashes to turn inward. In addition, chronic eyelid
inflammation can result in trichiasis by causing metaplastic conversion
of the meibomian gland epithelium to hair follicles, which results in
eyelash growth from a location posterior to the normal lash line.

Surgical treatment for trichiasis can be challenging, and so it is much
better to try to prevent the development of trichiasis by suppressing
inflammation. If intervention for trichiasis is needed, I favor applying
electrocautery to single lashes using a very low power setting. A
higher power setting can improve the success rate of the procedure 
in terms of getting rid of the lashes, but it also will cause more
inflammation and scarring, which can lead to more trichiasis.  

Trichiatic lashes can also be treated with laser ablation, but only if the
lash is pigmented, and the depth of treatment cannot be accurately
determined, resulting in a lower success rate.11 Cryotherapy has long
been used to treat wider areas of trichiasis with a high rate of success,
but lacks the specificity of electrolysis to the single offending lash.12

Dr Sheppard: I find that any amount of papillary conjunctivitis, such
as the miniature red dots seen in this patient, is indicative of chronic
inflammation and therefore can contribute to cicatrix formation. So,
first, we have to eliminate the papillary changes, and second, we need
to document the level of scarring so that it can be monitored for
progression. Just as I would take a photograph of the optic nerve to
follow a patient with glaucoma, I would flip the tarsus and photograph
it for inclusion in the patient’s digital electronic medical record.
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Dr Joly, what if this patient was interested in cosmetic surgery to
address the periocular puffiness and lower lid bagginess? How would
you manage his expectations? 

Dr Joly: I would discourage this patient from having any surgery until
the periorbital edema and inflammation have been resolved and
remain quiet for some time. My suspicion is that this patient may
indeed need to leave his work with laboratory animals and thereby
eliminate his occupational allergen exposure in order to gain sufficient
control of his inflammation. 

In patients with blepharochalasis associated with mild, chronic,
edematous inflammation of the eyelids, I sometimes inject corticosteroid
directly into the tissue of the upper and lower eyelids in an anterior
location. In my experience, this technique can control the inflammation
and edema for up to 6 months, so that these patients need return only
twice a year for a repeat injection. 

I also have found that the use of a specialized sleeping mask is a
particularly helpful tool for reducing conjunctival chemosis and
edema. These are goggle-type masks enclosing a chilled sponge. The
mask presses up against the eyelids to keep them completely closed
during sleep and provides a slight hydrostatic compressive force that
helps to keep fluid out of the tissue.  

Dr Sheppard: Another trick for decreasing periorbital fluid accumulation
is to elevate the head while sleeping in order to harness a gravitational
effect. That can be done either by placing a few blocks of wood
underneath the headboard to raise the head of the bed or by using an
extra pillow. 

Dr Joly: I prefer the mask because it keeps the eyelids closed, and
thereby interrupts a vicious cycle. Excess fluid keeps the eyelids 
open, leading to drying of the conjunctiva, that in turn increases
inflammation and chemosis that will open the eyelids even wider.

Dr Sheppard: In summary, this patient has significant seasonal and
perennial AC that has already resulted in permanent tissue damage
and may have life-changing consequences if it cannot be controlled
adequately. The collaborative efforts of his eye care providers and 
an allergist resulted in a plan for acute and long-term management 
that includes aggressive anti-inflammatory medical therapy,
immunotherapy, and environmental management strategies in
addition to topical ophthalmic and intranasal anti-allergy medications.
Safety monitoring is necessary with long-term corticosteroid use, and
caution must be taken in recommending surgical procedures in any
patient with uncontrolled inflammation.
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