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treatment. Studies show that ocular allergies are often
underdiagnosed and often not treated optimally. Recently, 
a group of experts convened to discuss their insights and
approaches for managing patients with ocular allergy. This CE
activity brings you highlights from these case discussions in a
4-part series. 
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0 to 100; I use the cut-offs established for OSDI to categorize the
results of a TOSS questionnaire as normal, mild, moderate, or severe.
This case patient’s score represents moderate severity. 

Options for managing contact lens intolerance associated with AC 
are either lens-related strategies or pharmaceutical treatments. The
former approach includes adding rewetting drops, changing the care
system, or refitting the lens to put the patient into a daily disposable
system3 or a lens of another material. This patient was using a
multipurpose care solution for cleaning her lenses, and perhaps may
have benefited from a switch to a hydrogen peroxide-based system.
She had, however, used a peroxide-based system previously and was
displeased by its complexity and because she experienced a drying
effect.  Lens refitting also was not a good solution for this patient,
considering that she was in a customized multifocal lens system. 

Therefore, I chose to treat her with anti-allergy medication.
Pharmaceutical treatment for contact lens intolerance associated with
AC allows fitting with the best lens in terms of physical fit and optical
performance, and it has been shown effective for improving the signs
and symptoms of allergy along with lens comfort as measured by
increased wearing time and decreased use of rewetting agents.4-6

It seems to me that many optometrists more often choose the lens-
related strategies rather than pharmaceutical treatments for allergy.
What are your thoughts about that? 

Dr Karpecki: I agree. I think what you’ve characterized reflects the
fact that historically, optometrists have tended to segregate themselves
into contact lens fitters or therapeutic prescribers. This type of division
among practitioners seems to be less common now, and a greater
overall appreciation for using medications to treat conditions that
underlie contact lens intolerance seems to have emerged.

But it is still important to recognize that there are interactions between
contact lens wear and AC because these interactions can influence
management decisions. Many factors can contribute to an allergic
response in contact lens wearers—the material, the edge design, surface
properties, fitting characteristics, replacement cycle, patient compliance
with lens care.7 In addition, the lens can trap airborne allergens and
therefore prolong antigen exposure to the ocular surface. The lens also
accumulates lipids, proteins, and other compounds on its surface that
can be antigenic or cause irritation, inciting inflammation. 

To determine how much the contact lens itself is contributing to a
patient’s problem, I evert the upper lid to assess the tarsal plate. If I see
more papillae, hyperemia, or chemosis than I would expect with AC, 
I recommend discontinuing contact lens wear. Sometimes, the tarsal
plate appears normal, and then I find I can manage the AC successfully
with medications instilled before lens insertion and after lens removal,
thus allowing the patient to continue with contact lens wear.

Dr Schaeffer: Buildup of deposits on the lens surface varies depending
on lens material, and so changing to a different lens material is
something to consider in patients with ocular allergy and complaints of
lens discomfort. Note, though, that there is variability in the amount of
buildup on the lens among patients wearing the same type of lens.  

2

Case from the files of Milton Hom, OD, FAAO, FACAAI(Sc)

This case discussion focuses on a common clinical problem
encountered in patients seeking optometric care—contact lens
intolerance associated with allergic conjunctivitis (AC). It highlights
considerations for differential diagnosis and approaches to
management based on the mutual goals of controlling AC symptoms
and allowing comfortable contact lens wear.

CASE
A 52-year-old woman fitted with a multifocal silicone hydrogel
(comfilcon A) contact lens presents with a daily wearing time of 15
hours, but complaining about recent onset of mild, end-of-the-day
discomfort along with itchiness and redness during the day. She 
has a history of allergy to tree pollen and is taking a nonsedating
antihistamine, loratadine. Clinical examination shows papillary
changes and redness in the palpebral conjunctiva OU (Figures 1 and 2).
Her Total Ocular Symptom Score (TOSS) is 26. 

Dr Hom: According to her history and clinical findings, this patient
was diagnosed with contact lens intolerance related to AC. It is
important to assess the severity of itch, redness, tearing, and swelling
in patients with ocular allergy, and I like to use TOSS for that. TOSS is
not a validated questionnaire, but it is simple and quick to administer,
and has been used in studies of nasal corticosteroids to determine
treatment effects on ocular symptoms.1,2 It asks patients to rate the
frequency of any ocular redness, watering, itching, and swelling during
the past week using response choices of the following: All of the Time,
Most of the Time, Half of the Time, Some of the Time, or None of the
Time. The total score, which is calculated using the same method as
that used for the Ocular Surface Disease Index (OSDI), can range from

ALLERGIC CONJUNCTIVITIS IN A CONTACT LENS WEARER

Figure 1. Papillary changes OU seen with fluorescein staining.

Photos Courtesy of  Milton Hom, OD

Figure 2. Redness of the palpebral conjunctiva seen OU. 

Photos Courtesy of  Milton Hom, OD
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Other possible contributors to a patient’s complaints also should be
taken into account. Of particular importance is dry eye, because, by
itself, it can cause contact lens intolerance. In addition, dry eye is
worsened by contact lens wear, and so can exacerbate allergy by
interfering with flushing of antigens from the ocular surface. Dry eye
is likely a comorbid issue in this patient, considering her age and her
use of an oral antihistamine.

Poor compliance with lens care or lens replacement regimens is
another factor that worsens problems with allergic reactions, again by
allowing increased buildup of deposits on the lens surface; this is an
important concern, considering data showing that the majority of
patients do not follow the instructions they are given.8,9 I do think,
however, that use of generic lens care products is one of the leading
causes for intolerance among soft contact lens wearers. The generic
products are rarely the same formulation as the recommended care
solution, and their use may result in solution/lens interactions.
Therefore, my first strategy in addressing contact lens intolerance
associated with AC is to have patients start with a fresh lens, and 
then I insist they use the care system I recommend. I reevaluate them
after 2 weeks to determine if they have improved with this simple
intervention that can spare them from pharmaceutical treatment.

Because the use of daily disposable lenses naturally eliminates problems
caused by lens deposits and poor hygiene, they are clearly preferred for
patients with AC. Now we have new daily multifocal lenses. While there
may not be a daily disposable option for a particular multifocal
platform, patients in multifocal lenses can still replace their lenses more
frequently. A patient in a 30-day lens can be told to change lenses
weekly, or at least every other week.  

Dr Karpecki: I also prefer a daily disposable contact lens for patients
with allergies, although in my experience there is also a 1-week lens
that seems to be very well tolerated. Affordability may also be an issue
in how frequently patients change lenses, so it is nice to have a couple
of options like this. 

Dr Hom: While there are several effective antihistamine/mast cell
stabilizers available, for this patient I prefer bepotastine over others
because I think when a patient is suffering with a lot of discomfort from
allergy, a twice-daily agent can give better coverage against allergen
exposure throughout the day than a once-daily medication. Results
from a randomized, observer-masked, crossover study conducted in
patients with AC during peak fall allergy season are consistent with my
impression.10 And, the twice-daily regimen still allows convenient dosing
when the lens is not in the eye. I prescribed bepotastine besilate, 1.5%,
twice daily for her, with instructions to instill 1 drop in the morning, 
10 to 15 minutes prior to lens insertion, and the second drop after she
removed her lenses at the end of the wearing time.

Dr Karpecki: I agree that bepotastine besilate, 1.5%, is an excellent
combination antihistamine/mast cell stabilizer for treating AC,
regardless of severity, although there are times when I will select other
agents from this category. For example, in a woman of childbearing
age, I typically prefer alcaftadine, which is the only antihistamine/
mast cell stabilizer assigned a Pregnancy Category B rating.11 When
patients have had good success with a particular agent, I typically
recommend they continue using the same medication during the

following allergy season. I also ask patients if they have to use more
than 1 drop per day to control their allergy symptoms. If they answer
no, I am comfortable using the once-a-day medications, alcaftadine or
olopatadine, 0.2%. However, if they say they have days on which they
need an extra drop to control symptoms, I may consider switching to
bepotastine, which is dosed twice daily.

Dr Schaeffer: When using an antihistamine/mast cell stabilizer in
patients wearing a contact lens, the main concern relates to increased
exposure to preservatives. 

Contact lens patients must understand that they should not be
instilling medications while wearing their lenses. I have found that it
is helpful, however, for patients to place a drop of one of the new
lipid-based artificial tear products into the bowl of the lens just prior
to insertion. This is an off-label recommendation. I also recommend
they remove the lens during the day, clean it, and place a drop of the
lipid-based tears into the bowl of the lens before putting it back in the
eye. This technique increases lens comfort.

Dr Karpecki: Because of the potential for a reservoir effect, in the
interest of safety, I strongly prefer that patients who are using topical
ophthalmic medications wear a daily disposable lens. This is particularly
true for patients using corticosteroids because of concerns about IOP
elevation and infectious keratitis. In a study evaluating treatment of
giant papillary conjunctivitis, an IOP elevation �10 mm Hg developed
in 7% of patients who used loteprednol, 0.5%, 4 times daily for 6
weeks while continuing to wear their contact lenses12; this was a much
higher rate than the 1% rate associated with this ester-based steroid
when used in patients not wearing soft contact lenses.13 No cases of
infectious keratitis were reported in the patients using loteprednol
while continuing contact lens wear, but we should be concerned with
the possibility of infectious keratitis occurring. 

Dr Hom: Dr. Bielory, are there any particular issues to consider about
contact lens wear in patients with atopic disease?

Dr Bielory: There are no clear data on whether atopic patients are
more prone to develop giant papillary conjunctivitis with contact lens
wear, but it is clear that processes affecting the ocular surface,
including AC, are more difficult to manage in atopic patients.14

Dr Hom: The patient we are discussing returned 2 months after
starting bepotastine. She reported achieving improved comfort and a
1-hour increase in her daily wearing time for several weeks. Two
weeks prior to the follow-up visit, however, her itchiness worsened
and she had to reduce her wearing time to just 12 hours. Now, she
scored a 36 on TOSS, and I noted that the onset of her flare coincided
with an increase in tree pollen counts.

I chose to treat her flare-ups with loteprednol etabonate, 0.2%, and
instructed her to use the medication twice daily, before putting her
contacts in and after removing them. This formulation of loteprednol is
the only topical corticosteroid specifically indicated for seasonal allergic
conjunctivitis management, and while it has a good safety profile in
terms of risk for IOP elevation, IOP monitoring is still important. 

The patient returned 1 week later. Her symptoms were alleviated,
redness reduced, and her wearing time was 15 hours. IOP was stable,
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and she was instructed to continue the steroid and to return in 1
week. At her next visit, her symptoms had subsided (tree pollen counts
had fallen) and she was told to remain on bepotastine; to start
loteprednol, 0.2%, if she flared; and to return in 6 months. 

Dr Bielory: Patients with recurrent seasonal allergic conjunctivitis
who develop a significant flare with rising pollen counts should be
assessed by an allergist to determine if they are candidates for
immunotherapy. Immunotherapy is not a cure, but it downregulates
the immune response so that patients need less medication for allergy
relief. It takes approximately 6 to 12 months for patients to benefit
from immunotherapy, but if they start the treatment during their
allergy season, they will be better at the next year’s season.15

Dr Hom: I think optometrists are not referring AC patients for allergy
testing and immunotherapy as much as they should be. I tell my
patients that immunotherapy can make them feel a lot better, and
while it will not eliminate their symptoms altogether, it will reduce
their need for medication, along with the cost and compliance issues
that accompany medication use.

Let us discuss, briefly, rush immunotherapy.

Dr Bielory: Rush immunotherapy is a method for accelerating the
desensitization process so that injections of increasing doses of
allergen are given over a period of hours rather than months.
Compared with standard immunotherapy, rush immunotherapy is
associated with faster onset of benefit, but it has an increased risk of
systemic reactions.15

Dr Schaeffer: I think contact lens patients wearing monthly
replacement lenses are better served if we begin managing their
discomfort related to allergy by increasing lens replacement frequency.
If they change from a monthly to a weekly replacement schedule, they
reduce the amount of antigen in the eye 4-fold, and I think that is a
more economical approach than initiating treatment with expensive
medications or immunotherapy.  

Dr Bielory: I agree with you, but if you ask patients to discontinue
their lens wear completely, you are likely to encounter more resistance.

Dr Hom: Allergic conjunctivitis is a common problem and a common
cause for intolerance and dropout in contact lens wearers.16 Careful
history and evaluation are important to establish the diagnosis because
AC shares overlapping symptoms with other, possibly comorbid,
conditions. Medical management of AC can be safe and effective for
reducing contact lens intolerance. Decisions should be individualized;
lens-related strategies and referral to an allergist deserve appropriate
attention because such steps may optimize patient care.
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