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Allergic conjunctivitis may affect patients differently depending on their location in the country, but we ophthal-

mologists can learn from one another about how to best treat allergic symptoms in the eye. In general, allergic con-

junctivitis is the most common form of ocular allergy. It can affect up to 40% of the population, which translates to

more than 100 million individuals in the United States.1 This incidence may be increasing worldwide because of pol-

lutants, technological factors, etc.2 Ophthalmologists are usually the clinicians who first identify the conjunctivitis

component of an allergic response. Patients may present while taking systemic allergy medications, but these agents

often do not address the ocular component of allergy. 

—Elizabeth A. Davis, MD
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PRESENTATION AND DIAGNOSIS

Dr. Davis: I'd like to begin by asking the panel how

you approach the initial examination of a patient who

presents with symptoms of allergic conjunctivitis.  

Dr. Awdeh: Sometimes it may be difficult to diag-

nose allergic conjunctivitis during the initial examina-

tion, because the presenting symptoms can suggest a

multitude of ophthalmic diseases. The patient's medical

history becomes very important in determining if he or

she really has allergic conjunctivitis, such as a history of

seasonal allergy and itching, for example. I may ask

patients to show me how they rub their eye, because

this can sometimes be a telling sign. Dr. Kim's partner,

Alan Carlson, MD, has described the subtle differences

in patterns of eye rubbing between patients with kera-

toconus and those with ocular allergy.3 Keratoconus

patients tend to rub centrally and deeply, whereas a

person with allergies may rub more on their lid and

lashes. Next, I try to find out if there is a seasonal com-

ponent to the patient's symptoms. 

Dr. Davis: That there may be distinctions between

eye rubbing is an interesting idea. Are there any partic-

ular symptoms to which you pay more attention when

trying to differentiate between allergies versus dry eye

and other ocular conditions?

Dr. Kim: The hallmark of allergic conjunctivitis is

ocular itching. Other symptoms may be present that

can cloud the diagnosis, but an itchy eye can help us

pinpoint ocular allergy. Of course, practitioners have to

be aware not only of seasonal allergies, but of food and

environmental allergies as well. Food allergies occur in

approximately 3% to 4% of adults,4 and sensitivity to

pollution, dyes and perfumes, and myriad other chemi-

cals is on the rise worldwide.5

Furthermore, I think we ophthalmologists need to

pay better attention to the comfort of our patients'

eyes, because chronic eye rubbing can increase the risk

of developing ectatic corneal disorders such as kerato-

conus.6 It is especially important to discourage eye rub-

bing in patients who have had LASIK or cataract sur-

gery because of the risk of slipped or dislocated LASIK

flaps or corneal wound dehiscence. 

Dr. Davis: If a patient who has allergic conjunctivitis

requests LASIK or cataract surgery, would you proceed?

Do you feel the allergic condition could potentially

affect the surgical outcome? What would be your end-

points before performing the surgery?

Dr. Majmudar: If the individual were in the middle

of allergy season, I would tell him or her to wait for the

symptoms to subside before undergoing LASIK or

cataract surgery. We want surgical patients’ eyes to

have as little itching and inflammation as possible, both

in terms of optimizing the outcome and so the patient

is not tempted to rub his or her eyes after the surgery,

which could cause a complication. For those who are

already scheduled for surgery during allergy season and

have symptoms, I will treat them for a couple weeks

preoperatively. 

Dr. Kim: I have seen a few slipped LASIK flaps in

allergy sufferers that I presumed were due to eye rub-

bing. Also of interest, some studies in the peer-reviewed

literature have suggested a potential relationship

between diffuse lamellar keratitis (DLK) and allergy.7,8

Hence, there may be some rationale to treating allergic

conjunctivitis patients to ensure that their eyes are

quiet and to reduce eye rubbing.

Dr. Davis: My staff and I have also noticed a correla-

tion between cases of DLK and allergy season as well as

environmental factors like building construction. 

Dr. Davis: How do you distinguish dry eye syndrome

from allergic conjunctivitis? These conditions can over-

lap and exacerbate one another. 

Dr. Kim: Most ophthalmologists use some type of

fluorescein stain to evaluate the corneal surface. When

a cornea lacks punctate staining, I tend to lean toward

allergy as opposed to dry eye as the etiology. I may

even use lissamine green, rose bengal, or other ancillary
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“[There are] subtle differences in 
patterns of eye rubbing between
patients with keratoconus and those
with ocular allergy.”

—Richard M. Awdeh, MD
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dyes to further distinguish between dry eye versus aller-

gic eye disease.

Dr. Davis: Do you look at tear break-up time?

Dr. Kim: Definitely. Although this is an easy, 10-second

test, it is an underutilized diagnostic modality. I prefer

not to use fluorescein from a dropper bottle, because it

tends to flood the tear film and interfere with the accu-

rate reading of the tear break-up time, and it may also

conceal subtle corneal epithelial abnormalities like anteri-

or basement membrane dystrophy. I like to apply a drop

or two of topical proparacaine onto a sterile fluorescein

strip and then dab this strip onto the palpebral conjunc-

tiva and have the patient blink a few times. Then, I ask

the patient to refrain from blinking for 10 seconds while I

observe the corneal surface to see if the tear film breaks up

during this time. If the tear film breaks up before 10 sec-

onds, it is considered abnormal and signifies the presence

of evaporative dry eye disease/blepharitis. We also have

to pay attention to the lid margin and check for abnor-

mal meibomian gland secretions that may point toward

a diagnosis of dry eye versus allergy.

Dr. Majmudar: Regarding a correlation between dry

eye and allergies, many individuals who have allergies

will start developing contact lens intolerance as a sign

that their symptoms are starting. 

Dr. Davis: Do you ask your allergy sufferers to refrain

from wearing contact lenses while they are treating

their allergies? 

Dr. Majmudar: I think it depends on the patient's

comfort level. I uniformly recommend that they not use

anti-allergy eye drops while wearing their contacts.

Some of them, however, put their contact lenses in after

they have used the anti-allergy drop and see how com-

fortable their eyes feel. I find that most patients who

have mild allergies still wear contact lenses, and I tell

them to use anti-allergy drops in the morning before

they insert the lenses as well as in the evening after they

take them out, and I recommend that they wait 10 min-

utes between using each. 

Dr. Davis: What is the most disturbing symptom of

ocular allergy for patients? What is the primary com-

plaint that brings them into the office? 

Dr. Kim: In my patient population, I would say that

itching and rubbing are the primary complaints, followed

by cosmesis issues such as periocular skin changes, in-

cluding redness, swelling, and scaling. I think such symp-

toms bother patients and motivate them to see an eye

care specialist.

Dr. Awdeh: I agree with Dr. Kim that ocular itching is

the main complaint allergy patients have. 

THERAPEUTIC APPROACHES

Dr. Davis: When do you ask your established season-

al allergic conjunctivitis patients come in to initiate

treatment for ocular itching?

Dr. Kim: Usually, seasonal allergy patients know

when they start to have symptoms. In my experience,

these patients start therapy about 1 month before the

pollen gets really heavy, even if they are not strongly

symptomatic. They may also continue to use medica-

tion for up to 1 month after the heaviest part of the

allergy season ends if they are still symptomatic. People

can now go online (for example, to www.pollen.com)

and find out what the pollen count is for their area at

any given time. 

Dr. Davis: Should we have allergic conjunctivitis

patients discontinue oral allergy medications? Should

we worry about oral allergy medications exacerbating

dry eye? I have seen this problem in a few patients.

Dr. Majmudar:  It is important for us to ask what over-

the-counter medications our allergic conjunctivitis

patients have already tried, and we may even need to con-

tact their primary care physician or pediatrician for this

information. I let my patients continue oral medications,

although I prefer to treat ocular symptoms with a topical

treatment.

“When a cornea lacks punctate stain-
ing, I tend to lean toward allergy as
opposed to dry eye as the etiology.”

—Terry Kim, MD
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Dr. Kim: I also let my patients stay on oral allergy

medications unless they are scheduled for corneal laser

surgery. I ask these patients to discontinue these drugs

temporarily because I want to minimize dryness on the

corneal surface. However, we have to remember to ask

our surgical patients to list all medications they are tak-

ing, because they tend not to think of over-the-counter

drugs as medications. They often forget to mention

that they are on an antihistamine, for example.

Dr. Davis: How do we use steroids to treat ocular

allergy? Should we reserve these drugs for severe cases? 

Dr. Awdeh: I think steroids work well as an initial

short-pulse therapy for controlling acute presentations

of severe allergic conjunctivitis. 

Dr. Majmudar: I use topical steroids in the more

severe presentations of allergic conjunctivitis with acute

inflammation, so approximately 50% of my cases. I do

not prescribe steroids for typical seasonal allergies that

will last a week or two. I do feel that 1 week of pulsed

doses of a steroid are helpful, however, in patients with

perennial allergies who experience flare-ups. As long as

we monitor these eyes, I do not think steroids cause

much trouble. I then prescribe an antihistamine/mast-

cell stabilizer to keep ocular itching under control. 

Dr. Davis: Let’s discuss antihistamine/mast-cell stabi-

lizers. Are there agents that allow us to give certain

patients less dosing for just a short period of time ver-

sus symptomatic individuals who need long-term inter-

ruption of the inflammatory cascade? For example, I

base my choice for treating ocular itch associated with

allergic conjunctivitis on efficacy and comfort. I look for

an agent that provides a rapid onset of action and dura-

tion of effect, and a b.i.d. or q.d. dosing regimen is an

added bonus. 

Dr. Majmudar: I stratify patients based on what I

know about them and their history. For patients who

experience documented, chronic seasonal allergies the

same time every year, I instruct them to start dosing the

drop as soon as they feel the symptoms and use it every

day b.i.d. for 2 to 3 weeks until they feel their symptoms

have subsided. 

For individuals with less-defined symptoms, I may tell

them to use the drops twice per day for 1 week and

then evaluate their symptoms. If they are experiencing a

transient allergy, they may feel better in that short

amount of time and can stop taking the drug. 

Dr. Kim: I tell seasonal allergy sufferers to start ther-

apy early in the allergy season, while their symptoms

are still mild. Missing even one dose of medication

opens the window to allergens entering the receptor

sites, and then the patient may experience a cascade

effect. I think it makes sense for the people who know

they have allergies to continue on b.i.d. dosing

throughout the allergy season as long as they are

symptomatic. 

Dr. Awdeh: I think patients with allergic conjunctivi-

tis experience what I call an itch-rub cycle. Their eyes

start itching, and then they rub, and their rubbing caus-

es mechanical damage to the cell walls. This in turn

worsens the itching, and the two problems exacerbate

one another. I agree that reminding patients who suffer

from ocular itching to maintain consistent dosing while

they are symptomatic during allergy season helps them

break this cycle. 

USE OF BEPREVE TO TREAT OCULAR ITCH

ASSOCIATED WITH ALLERGIC CONJUNCTIVITIS

Dr. Davis: I want to discuss BEPREVE (bepotastine

besilate ophthalmic solution) 1.5% (ISTA

Pharmaceuticals, Inc., Irvine, CA), because it is one of

the newer treatments on the market. BEPREVE is indi-

cated for the treatment of itch associated with allergic

conjunctivitis, and I have found it be very effective in

this application. BEPREVE is a nonsedating drop that is

both a highly specific H1 antihistamine receptor antag-

onist and a mast-cell stabilizer.9-11 In clinical studies, this

drop was found to be comfortable, work rapidly, and

provide a long duration of effect (Figures 1 and 2). It is

prescribed b.i.d., so patients get effective relief for the

entire day. BEPREVE was evaluated in two clinical trials

“I base my choice for treating ocular
itch associated with allergic conjunc-
tivitis on efficacy and comfort.”

—Elizabeth A. Davis, MD
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(one single-center and one multicenter) utilizing the

validated conjunctival allergen challenge (CAC)

model.12,13 Integrated results from these studies showed

that BEPREVE had a fast onset of action, reducing ocular

itching by 82% from baseline at 3 minutes.14 Fully 95% of

the eyes treated with BEPREVE had a clinically signifi-

cant reduction of ocular itch—meaning at least one

unit of improvement compared to baseline—at onset

of action (an average of 3, 5, and 7 minutes).15 My clini-

cal experience has been consistent with these data;

BEPREVE has worked well in a high percentage of my

patients and is very comfortable. 

Panelists, what is your first-line medication for itching

associated with allergic conjunctivitis?

Dr. Awdeh: Because Bascom Palmer is a tertiary

referral ophthalmic center for the entire country, my

colleagues and I often see patients who have severe ocu-

lar itching. These are patients who have graded their itch-

ing and symptomatic complaints as at least level three on

a scale of one to four. I have successfully treated such eyes

using BEPREVE, and this personal experience supports

the drug's phase 3 clinical data that showed an effective

response to severe allergy. Nearly 70% of the patients

with severe itch in those studies had complete relief of

ocular itch at 3 minutes with BEPREVE (Figure 3).16

Dr. Davis: As we've already discussed, because ocular

allergy does overlap with dry eye syndrome (which can

be exacerbated by systemic antihistamines), I like the

INDICATIONS AND USAGE
BEPREVE is a histamine H1 receptor antagonist indicated for the
treatment of itching associated with signs and symptoms of
allergic conjunctivitis.

DOSAGE AND ADMINISTRATION
Instill one drop of BEPREVE into the affected eye(s) twice a day
(BID).

WARNINGS AND PRECAUTIONS
To minimize contaminating the dropper tip and solution, care
should be taken not to touch the eyelids or surrounding areas
with the dropper tip of the bottle.  Keep bottle tightly closed
when not in use.

Patients should be advised not to wear a contact lens if their eye
is red.  BEPREVE should not be used to treat contact lens-related
irritation.  BEPREVE should not be instilled while wearing con-
tact lenses.  Remove contact lenses prior to instillation of
BEPREVE.  The preservative in BEPREVE, benzalkonium chloride,
may be absorbed by soft contact lenses.  Lenses may be rein-
serted after 10 minutes following administration of BEPREVE.

BEPREVE is for topical ophthalmic use only. 

ADVERSE REACTIONS
The most common reported adverse reaction occurring in
approximately 25% of subjects was a mild taste following instilla-
tion.  Other adverse reactions occurring in 2% to 5% of subjects
were eye irritation, headache, and nasopharyngitis.

Please see full prescribing information for BEPREVE on

the last page.

BEPREVE LABEL SUMMARY

Figure 1. In a 6-week safety trial (n=1,534 eyes), subjects

demonstrated equal comfort with BEPREVE and placebo at

instillation and 5 minutes after.

Figure 2. Percentage of patients demonstrating a 1.0-unit

improvement in ocular symptoms after instillation of BEPREVE.
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fact that in clinical trials, BEPREVE was associated with

less dry eye than placebo (1.0% vs 1.7%).17

Dr. Kim: The absence of a drying effect may be due

to the high specificity of bepotastine for the H1 recep-

tor. Because it has little or no specificity for other recep-

tors (ie, adrenergic, muscarinic, dopamine, serotonin,

etc.), it is less likely to cause such side effects. 

I also like the fast action of BEPREVE. It is very helpful

when treating patients for ocular itch. Furthermore, in

my experience, the drop's b.i.d. dosing lasts throughout

the cycle of itching and provides 24-hour relief. 

THE VALUE OF BEPREVE

Dr. Davis: The cost of medications is becoming

increasingly important to patients. How should we

address this issue?

Dr. Majmudar: I agree that cost is a bigger issue now

than it has been in the past. A lot of patients are taking

multiple medications, and the cost adds up. I think we

can help our patients understand this expenditure by

pointing out the value of the medication. BEPREVE

comes in a 10-mL bottle, so we can tell patients that it

should last for 2 months if used correctly. In the long

run, this may be more cost effective than their having to

buy a smaller bottle every couple of weeks.

Dr. Kim: I agree that we must consider the value of

the medications as one factor in our treatment deci-

sion. If we can explain this effectively to our patients,

they will adhere to the prescription. This conversation

does not take much chair time. Again, BEPREVE's fast

action against ocular itch helps demonstrate the effec-

tiveness of the medication to patients.

Dr. Davis: To summarize, allergic conjunctivitis

affects a large number of patients in the United States.

BEPREVE dosed b.i.d. is a very effective and comfortable

topical medication that quickly relieves ocular itch asso-

ciated with allergic conjunctivitis for an extended dura-

tion of time. I believe BEPREVE plays a role in first-line

therapy for this common condition. ■
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“BEPREVE comes in a 10-mL bottle, so
we can tell patients that it should last
for 2 months if used correctly.”

—Parag A. Majmudar, MD

Figure 3. Of the  patients who had an extremely high itching

score (grade 3) at screening, 68% achieved an ocular itching

score of zero at the earliest time point of 3 minutes. BRV890-1/11




