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 � COVER FOCUS THE OCULAR SURFACE AND BEYOND

D
ry eye disease (DED) is not 
a static condition. Patients’ 
symptoms do not remain 
constant over time; instead, 
patients commonly experience 

periods of exacerbation or dry eye 
flares. Environmental changes can trig-
ger symptoms associated with dry eye 
flares, as can contact lens wear, cata-
ract or refractive surgery, excessive 
digital device use, and mask wearing.1,2 
Many patients cycle through several 
flare episodes per year.

UNDERSTANDING DRY EYE FLARES
DED is a chronic inflammatory 

condition; a dry eye flare indicates a 
period of active, rapid-onset inflam-
mation. When a flare occurs, our 
treatment goal is to regain homeo-
stasis of the tear film and, more 
broadly, the ocular surface environ-
ment. I remind patients of the impor-
tance of coming in or contacting 
the office when they have periods 
of exacerbation. With a directed 
conversation and by performing a 

slit-lamp evaluation including proper 
objective diagnostics such as matrix 
metallopeptidase 9 and tear osmolar-
ity testing, I can determine the best 
course of action.

In patients who have not yet been 
diagnosed with DED but who experi-
ence hyperosmolarity, a flare can be 
a precursor to chronicity. Even in 
patients who may not complain of a 
dry eye flare, we often see signs of irri-
tation and know they have been using 
artificial tears to try to manage their 
symptoms.

On a daily basis in clinic, I see 
patients with DED as often as I see 
patients with glaucoma. I monitor 
symptoms with the Standard Patient 
Evaluation of Eye Dryness (SPEED) 
questionnaire along with testing 
tear osmolarity (TearLab Osmolarity 
System, TearLab) and inflammation 
(InflammaDry, Quidel) to collect 
objective data. Questionnaires such 
as SPEED can be helpful to identify 
how frequently patients experience 
symptoms and pinpoint the occur-
rence of flares. For example, SPEED 
asks about when symptoms have 
occurred at the visit, within the 
past 72 hours, or within the past 
3 months. This provides a prompt to 
start a conversation.

MANAGING 
DRY EYE FLARES 

A new steroid option may help manage 
patients who have previously gone untreated.
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A NEW OPTION TO MANAGE FLARES
When new flares occur, most 

patients either self-treat with artificial 
tears or else power through the dis-
comfort and irritation. Many of my 
DED patients are using one of the 
ophthalmic cyclosporine formulations 
or lifitegrast ophthalmic solution 5% 
(Xiidra, Novartis) chronically, but they 
may also need immediate short-term 
treatment to control symptoms asso-
ciated with dry eye flares.

With the recent FDA approval 
of loteprednol etabonate ophthal-
mic suspension 0.25% (Eysuvis, Kala 
Pharmaceuticals) specifically for 
short-term (up to 2 weeks) use in 
DED, there is now a corticosteroid 
available to address the inflamma-
tory cascade for these breakthrough 
dry eye flares to rapidly improve 
patients’ signs and symptoms. Its 
fast action also makes loteprednol 
etabonate ophthalmic suspension 
0.25% a good option as first-line 
therapy. The formulation uses a pro-
prietary mucus-penetrating particle 
drug delivery technology (Ampplify, 
Kala Pharmaceuticals) to coat the 
nanoparticles in order to facilitate 
penetration of the mucus barrier 
and allow the drug to spread more 
uniformly on the ocular surface to 
achieve longer retention.

ASKING THE RIGHT QUESTIONS
To ensure that we solicit appro-

priate information about patients’ 

symptoms, we must make sure we are 
asking the right questions. Of course, 
it is important to check baseline IOP 
and assess the optic nerve before 
prescribing topical steroid drops. 
Although safe for the majority of 
patients, it is important to review 
IOP history for existing patients to 

ensure there is no history of steroid 
response and, if there is, to consider 
other antiinflammatory treatment 
options. I schedule a follow-up 
visit in 1 or 2 weeks to evaluate for 
improvement in signs and symptoms 
and to check IOP. Additionally, I 
repeat the SPEED questionnaire and 
objective measures. Depending on 
these results, I may stop the short-
term steroid and consider palliative 
treatment such as lipid-based, 
preservative-free artificial tears or 
a procedure such as punctal plug 
insertion. I reeducate patients on 
what dry eye flares are and prescribe 
therapies for them to address short-
term dry eye flares in the future. If 
there is no improvement, I consider 
additional therapies such as thermal 
pulsation, amniotic membranes, 
and serum tears based on severity 
and clinical response. In either case, 

s

 �  �Among patients diagnosed with DED, 75% to 90% routinely experience 
exacerbations, or dry eye flares.

s

 �  �A new formulation of the corticosteroid loteprednol etabonate is 
specifically labeled for short-term (up to 2 weeks) treatment of the 
signs and symptoms of DED. 

s

 �  �The formulation uses nanoparticle technology to facilitate 
penetration of the mucus barrier, allowing the drug to spread 
uniformly on the ocular surface to achieve longer retention.

 AT A GLANCE

Among individuals with a diagnosis 
of DED, 75% to 90% routinely have 
dry eye flares.1-5 75% to 90%
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Nearly half of patients 
with dry eye who 
routinely have flares 
report primarily having 
flares, not continuous 
symptoms.1-5
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I monitor dry eye patients every 
6 months to address the dry eye 
flares and manage chronic disease.

CLINICAL DATA
Loteprednol etabonate ophthalmic 

suspension 0.25% was studied for 
the short-term treatment of the 
signs and symptoms of DED in one 
phase 2 and three phase 3 trials, the 
largest dry eye clinical development 
program conducted for DED to date, 
including data on more than 2,800 
patients.3 In the Short Term Relief 
In Dry Eye, or STRIDE, clinical trials, 
researchers observed improvement 
in conjunctival hyperemia, corneal 
fluorescein staining, and patient-
reported ocular discomfort severity 
score with the study drug. Patients 
assigned to treatment with the ste-
roid experienced symptom improve-
ment as early as day 2.

Loteprednol etabonate ophthalmic 
suspension 0.25% also demonstrated 
a beneficial safety profile: IOP was 
similar between the vehicle and 
treatment arms. In treatment and 
vehicle groups, respectively, 0.6% and 
0.2% of participants experienced a 
>5 mm Hg increase from baseline 
resulting in an IOP measurement of 
≥21 mm Hg in one or both eyes at 
any post-baseline visit.3

KEEP COMMUNICATION LINES 
OPEN WITH PATIENTS

Symptoms drive patients to our 
chairs. Loteprednol etabonate oph-
thalmic suspension 0.25% can provide 
patients with rapid relief of DED 
symptoms and signs.

Long-term success entails having a 
discussion with patients about their 
current dry eye flare symptoms and 
what they need to watch for in the 

future. By keeping this proactive con-
versation going, we can help ensure 
that our patients feel, look, and see 
well for the long haul.  n 
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