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Introduction

Allergic conjunctivitis (AC) is an inflammatory condition of the 
conjunctiva (the clear membrane covering the white part of the 
eye and the inside of the eyelids) caused by an allergic reaction to 
allergens such as pollen, dust mites or animal dander. It is often 
associated with other atopic diseases such as asthma or allergic 
rhinitis.1-5 

Ocular allergy affects at least 20% to 40% of the world’s population 
annually, with incidence rates increasing.1,2 It mostly starts in 
young adults, with onset around 20 years of age.2 The prevalence 
and symptoms tend to decrease with age.1,2 However, AC can also 
occur for the first time in older adults, but this is not typical.2 

Seasonal and perennial forms of AC typically do not pose a threat 
to vision. However, AC can cause substantial suffering and has a 
negative impact on the patient’s quality of life.1-3 

The allergic cascade

The ocular mucosa has a large surface area, which is highly 
accessible to allergens.4 AC is a classic type I immunoglobulin E 
(IgE) mediated hypersensitivity reaction.2 The different phases 
involved in ocular allergy are described in Table I.

Signs and symptoms

Usually both eyes are affected, but sometimes one eye can be 
affected more than the other.2 Allergic conjunctivitis typically 
does not pose a threat to vision. Signs and symptoms include:1-4

•	 Pruritus (hallmark sign)

•	 Redness

•	 Tearing/discharge (typically watery and nonpurulent [clear]) 

•	 Chemosis (swelling of the conjunctiva) 

•	 Blurred vision

•	 Burning 

•	 Mild crusting upon awakening

•	 Mild photophobia

AC is commonly associated with other atopic conditions such as 
allergic rhinitis, asthma and atopic dermatitis.1,4 Therefore, other 
symptoms may also be present.2

Types of AC

AC can be divided into acute, seasonal allergic conjunctivitis (SAC) 
and perennial allergic conjunctivitis (PAC).1,2,4,6 Key differences are 
listed in Table II.
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Table I: Summary of the sensitisation, early and late phases of ocular allergy1,2,4

Phase Timing/duration Notes

Step 1
Sensitisation

Initial exposure to 
allergen

•	 Initial exposure to allergens triggers production of allergen-specific IgE, which binds to mast cells in the 
conjunctiva

Step 2
Early Phase
(Immediate 
response)

Starts within seconds 
to minutes after re-
exposure to the allergen
Lasts for 20–30 minutes4

•	 The allergic cascade is initiated when an allergen comes into contact with the ocular surface in a sensitised 
individual (a person who is allergic to that specific allergen) 

•	 The binding of IgE to sensitised mast cells, leads to mast cell degranulation and the subsequent release of 
inflammatory modulators such as histamine, tryptase, leukotrienes and prostaglandins 

Step 3
Late phase

Starts about 6–10 hours 
after the initial allergen 
exposure

•	 Characterised by the influx of other inflammatory cells such as eosinophils, basophils and neutrophils, 
followed by lymphocytes and monocytes

•	 This leads to continuous inflammation, persistent symptoms and consequently an increased likelihood of 
tissue damage

https://doi.org/10.36303/SAPJ.3635
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More severe forms of AC

SAC and PAC are the two most common and milder forms 
of ocular allergic disease.3,4 However, corneal involvement in 
the more severe forms of allergic eye diseases such as vernal 
keratoconjunctivitis (VKC) and atopic keratoconjunctivitis (AKC) 
can potentially affect vision, if left untreated (Table III).1,3,4,7

Allergic conjunctivitis or infection?

Table IV highlights the key differences between viral, bacterial and 
AC. 

Concomitant conditions

More than one condition can co-exist in the same patient.2 For 
example, dry eye and AC can co-exist, and each condition can 

worsen the other.6 Reasons for this include a higher concentration 
of allergens on the surface of the eye due to tear film insufficiency 
and/or reduced ability to rinse away foreign substances such as 
allergens.6 

Treatment 

Management of AC typically begins with allergen avoidance and 
non-pharmacological measures such as cold compresses and 
artificial tear drops (Table V). Table VI contains a list of topical 
therapies used for the management of AC, with the focus on SAC 
and PAC. 

Non-pharmacological

The first step in managing SAC and PAC is to implement 
preventative measures to avoid or reduce exposure to known 

Table II: Key differences between acute, seasonal and perennial AC1,2,4,6

Causes Notes

Acute AC Environmental exposure, typically to a known 
allergen, such as cat dander

•	 Sudden-onset
•	 Symptoms can develop as quickly as 30 minutes after exposure
•	 Characterised by intense episodes of itching, tearing, chemosis, hyperaemia
•	 Self-limiting, symptoms usually resolve within 24 hours once exposure to allergen has ended 

SAC Exposure to outdoor airborne pollens, e.g. 
tree, grass and weed pollens (depending on 
the season and geographical location)

•	 Onset is usually less dramatic and more gradual; develops over days to weeks 
•	 Course is predictable and corresponds to one or more specific pollen season(s) 
•	 Commonly associated with allergic rhinitis

PAC Environmental exposure to year-round, 
usually indoor allergens, e.g. animal dander, 
mould spores and dust mites

•	 Present throughout the year (chronic)
•	 Symptoms are usually mild, and fluctuate (waxing and waning) 

Table III: Main characteristics of VKC and AKC1-4

Type Demographics and/or associations Signs and symptoms

VKC  More common in males (3–25 years of age) 
living in warm, dry, subtropical climates
May vary with seasons

Intense ocular itching
Stringy mucoid discharge
Large cobblestone papillae on the upper tarsal conjunctiva
Corneal ulcer (shield) may form in severe cases

AKC More common in males (30–50 years of age)
Associated with a history of atopic dermatitis 
and eczema

Chronic and severe disorder that can affect the eyelid, conjunctiva, and cornea
Severe itching (with seasonal variability) 
Corneal scarring, neovascularisation
Eyelids may become thickened and lichenified

Table IV: Differential diagnosis between viral, bacterial and allergic conjunctivitis1-4,8

Allergic Bacterial Viral

Itching Itchiness is a characteristic symptom and the 
main complaint

Usually, no itching Usually, no itching

Ocular discharge Watery, or stringy discharge Purulent discharge
Usually white but may be green or yellow
Mucopurulent secretions with bilateral glued 
eyes upon awakening

Clear and watery 
Profuse tearing

Unilateral/ bilateral 
involvement

Usually, bilateral (sometimes one eye is more 
affected than the other)

Usually, unilateral, but may spread to the  
other eye

Initially unilateral, but spreads to the 
other eye within a day or two

Appearance of 
eyelid oedema

Redness in both eyes with swelling of eyelids Moderate Minimal 

Other symptoms Commonly associated with other atopic 
conditions such as allergic rhinitis, eczema  
or asthma

Foreign body sensation
Mild pain in the eye(s)

Symptoms such as fever, sore throat, 
and/or malaise may be associated 
with adenovirus infection 
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allergens. However, this is often challenging since many allergens 
are airborne, making it difficult to completely prevent contact 
with the ocular surface.1,6 

Other non-pharmacological measures include:1,6

•	 Using a cool compress. This may help to reduce eyelid, periorbital 
oedema and discomfort.

•	 Avoid or reduce contact lens wear during the symptomatic 
periods (if applicable). The reason for this is that allergens can 
adhere to contact lens surfaces. 

Note: Avoid rubbing the eyes. Rubbing may cause mechanical 
mast cell degranulation, thereby worsening allergy symptoms.1,6 

Artificial tears

Refrigerated artificial tears may be used frequently, throughout 
the day.1,6 In addition to providing a cooling and soothing effect, 
artificial tears also help to dilute and flush allergens from the 
eye(s).6 

Patients with mild symptoms, as well as those with both allergic 
conjunctivitis and dry eye generally respond well to frequent use 
of artificial tears or lubricating gels (2–4 times daily).1,5,6,9 Artificial 
tear drops are usually used during the day, while more viscous 
products and ointments are usually preferred at bedtime as they 
may cause transient blurring of vision.9,10

Artificial tear formulations are designed to restore and maintain 
tear film stability while protecting the ocular surface (examples 
listed in Table V). Artificial tears may contain one of the following 
main ingredients or a combination thereof:9-11 

•	 Lubricants (e.g. carbomers, cellulose derivatives, hyaluronic 
acid or povidone) increase the tear film viscosity and reduce 
evaporation. 

•	 Lipid-based agents and surfactants (i.e. lanolin, castor oil or 
paraffins), serve to replenish the deficient lipid layer of the tear 
film, thereby minimising evaporation.

•	 Electrolytes (e.g. sodium, potassium, and chloride) are 
sometimes included to maintain ocular surface homeostasis 
and to help stabilise tear film osmolarity.

•	 Osmo-protectants (e.g. betaine and glycerine) protect cells from 
hyperosmotic stress and dehydration.

Preservatives such as benzalkonium chloride are toxic to the 
corneal epithelium and can cause harm, particularly with frequent 

use. A preservative-free formulation may be more suitable for 
patients who need to use artificial tears frequently as well as for 
those with sensitive eyes.5,9,11,12

Vanishing types of preservatives (e.g. stabilised oxychloro complex 
[SOC]) disappear upon contact with the eye. These preservatives 
are converted into water, oxygen, sodium and chloride.10 These 
products are sometimes labelled as “preservative-free in eye”.13

Microbial filters or membranes with antimicrobial properties are 
used in some of the multidose vials to maintain the sterility in the 
multidose vial. The use of these filters or membranes is emerging 
as an alternative to the use of preservatives.10

When to refer

Patients presenting with eye trauma, chemical agent exposure, 
visual loss, any visual impairment or photophobia should be 
referred to an ophthalmologist, for urgent evaluation and 
treatment.8   

In addition, referral to an ophthalmologist is recommended for 
patients:

•	 Presenting with ocular pain. Ocular pain is not commonly 
reported in AC.1,2   

•	 With AC who do not respond to two or three weeks of consistent 
therapy with an antihistamine with mast cell-stabilising 
properties.6

•	 With co-existing allergic rhinitis and/or asthma that are not well 
controlled.6 

From a practical point of view

Avoid repetitive blinking

After the drop has been instilled, repetitive blinking should be 
avoided. Repetitive blinking generates a negative pressure in 
the eye and could cause topical medication to wash out more 
quickly, thus reducing the contact time and absorption into ocular 
surfaces.6

When using multiple eye drops, for example a topical 
medication and artificial tears

It is advisable to instil the first drop and then wait a few minutes 
(3–5 minutes) before instilling the second drop. This is to avoid 
diluting the first drop and/or to ensure that the instillation of a 
second drop does not wash out the first.6 

Table V: Examples of topical artificial tears11-16

Preservative-free single dose units 
(SDU) or unit doses (UD)

Preservative-free formulations Preservative-free in eye Preservative included

Artelac® Splash SDU
Artelac® Advanced SDU
Artelac® Moisture SDU
Optive® Plus UD
Optive® FusionTM UD
Xailin® Fresh SDU

Artelac® Splash (10 ml has UNIQUE 
applicator)
Xailin® Night
(Ointment)
Xailin® Plus 0,2% HA

Artelac Intense® Rebalance  

(10 ml contains Oxyd®)
Optive eye drops (10  ml contains 
PURITE®)
Xailin® Hydrate (contains stabilised 
oxychloro complex [SOC]) 

Artelac® Moisture (10  ml contains 
cetrimide)
Xailin® Gel (contains cetrimide)
Tears Naturale® II (15 ml contains 
polyquaternium)



S Afr Pharm J 2025 Vol 92 No 518

REVIEW
Ta

bl
e 

VI
: S

um
m

ar
y 

of
 to

pi
ca

l t
he

ra
pi

es
 fo

r t
he

 m
an

ag
em

en
t o

f A
C1

,3
-6

-8
,1

2,
14

,1
7

Ac
tio

n
Ex

am
pl

es
 

N
ot

es
W

he
n 

to
 co

ns
id

er
Po

te
nt

ia
l o

cu
la

r s
id

e-
eff

ec
ts

 

A
nt

ih
is

ta
m

in
es

 w
ith

 
m

as
t c

el
l-s

ta
bi

lis
in

g 
pr

op
er

tie
s (

du
al

-
ac

tin
g)

Bl
oc

k 
hi

st
am

in
e 

re
ce

pt
or

s 
Pr

ev
en

t d
eg

ra
nu

la
tio

n 
of

 m
as

t 
ce

lls
 a

nd
 in

hi
bi

t t
he

 re
le

as
e 

of
 

pr
oi

nfl
am

m
at

or
y 

m
ed

ia
to

rs
 

fro
m

 m
as

t c
el

ls
 (l

im
it 

th
e 

re
le

as
e 

of
 h

is
ta

m
in

e,
 tr

yp
ta

se
 a

nd
 

pr
os

ta
gl

an
di

n 
D

2)
Al

so
 in

hi
bi

t l
eu

ko
cy

te
 a

ct
iv

ity
 

an
d 

in
hi

bi
t m

ed
ia

to
r r

el
ea

se
 

fro
m

 e
os

in
op

hi
ls,

 b
as

op
hi

ls
 a

nd
 

ne
ut

ro
ph

ils

O
lo

pa
ta

di
ne

 (P
at

an
ol

® , 
O

lo
pa

ge
n® , O

lo
pa

ge
n®  O

nc
e 

da
ily

)

D
ec

re
as

e 
hi

st
am

in
e 

le
ve

ls
 in

 th
e 

te
ar

 fi
lm

, 
re

su
lti

ng
 in

 a
n 

im
pr

ov
em

en
t o

f i
tc

hi
ng

, 
te

ar
in

g 
an

d 
ch

em
os

is,
 e

ve
n 

w
ith

 c
on

tin
ue

d 
us

e
Ad

dr
es

s b
ot

h 
th

e 
im

m
ed

ia
te

 (a
cu

te
) 

sy
m

pt
om

s a
nd

 th
e 

ch
ro

ni
c 

as
pe

ct
s o

f A
C 

A 
qu

ic
k 

on
se

t o
f a

ct
io

n 
an

d 
du

e 
to

 th
ei

r a
bi

lit
y 

to
 p

re
ve

nt
 fu

rt
he

r r
el

ea
se

 o
f i

nfl
am

m
at

or
y 

m
ed

ia
to

rs
 a

nd
 to

 st
op

 th
e 

re
cr

ui
tm

en
t 

of
 in

fla
m

m
at

or
y 

ce
lls

, t
he

y 
ha

ve
 a

 lo
ng

er
 

du
ra

tio
n 

of
 a

ct
io

n 
co

m
pa

re
d 

to
 si

ng
le

 a
ct

in
g 

an
tih

is
ta

m
in

es

O
ft

en
 u

se
d 

as
 fi

rs
t-

lin
e 

tr
ea

tm
en

t 
fo

r S
AC

 a
nd

 P
AC

 
A 

m
or

e 
su

ita
bl

e 
op

tio
n 

th
an

 
va

so
co

ns
tr

ic
to

r-
co

nt
ai

ni
ng

 
pr

od
uc

ts
 fo

r t
ho

se
 w

ho
 h

av
e 

fre
qu

en
t a

tt
ac

ks
 (m

or
e 

th
an

 tw
o 

da
ys

 p
er

 m
on

th
) 

Bu
rn

in
g 

an
d 

st
in

gi
ng

 u
po

n 
in

st
al

la
tio

n
In

cr
ea

se
d 

oc
ul

ar
 d

ry
ne

ss

Az
el

as
tin

e 
(O

pt
ila

st
® ) 

Ep
in

as
tin

e 
(R

el
es

ta
t® ) 

Ke
to

tif
en

 (K
et

ag
ex

® )

O
cu

la
r d

ec
on

ge
st

an
ts

Ac
tiv

at
e 

th
e 

po
st

ju
nc

tio
na

l, 
al

ph
a-

ad
re

ne
rg

ic
 re

ce
pt

or
s 

fo
un

d 
in

 b
lo

od
 v

es
se

ls
 le

ad
in

g 
to

 
va

so
co

ns
tr

ic
tio

n 
an

d 
de

cr
ea

se
d 

co
nj

un
ct

iv
al

 o
ed

em
a 

N
ap

ha
zo

lin
e 

(S
af

yr
 B

le
u® , O

cu
lo

sa
n® )

Pr
ov

id
e 

sy
m

pt
om

at
ic

 re
lie

f 
Ca

us
e 

de
co

ng
es

tio
n 

an
d 

w
hi

te
ni

ng
 o

f t
he

 e
ye

 
D

oe
s n

ot
 tr

ea
t t

he
 c

au
se

 o
f t

he
 sy

m
pt

om
s

H
av

e 
lit

tle
 e

ffe
ct

 o
n 

itc
hi

ng
 

N
ot

 su
ita

bl
e 

as
 a

 st
an

da
lo

ne
 tr

ea
tm

en
t f

or
 A

C

Ep
is

od
ic

 tr
ea

tm
en

t (
< 

2 
w

ee
ks

 a
t a

 
tim

e)
 o

f o
cu

la
r r

ed
ne

ss
 a

ss
oc

ia
te

d 
w

ith
 m

in
or

 e
ye

 ir
rit

at
io

n

Sl
ig

ht
 tr

an
si

en
t l

oc
al

 st
in

gi
ng

 
Re

gu
la

r, 
ex

te
nd

ed
 u

se
 (f

or
 

lo
ng

er
 th

an
 2

 w
ee

ks
) c

an
 

le
ad

 to
 re

bo
un

d 
co

nj
un

ct
iv

al
 

hy
pe

ra
em

ia
 (r

eb
ou

nd
 re

dn
es

s)
 

an
d 

ta
ch

yp
hy

la
xi

s (
re

du
ce

d 
eff

ec
tiv

en
es

s)
 

Ch
ro

ni
c 

us
e 

ca
n 

le
ad

 to
 

co
nj

un
ct

iv
iti

s m
ed

ic
am

en
to

sa
 

O
xy

m
et

az
ol

in
e (O

xy
lin

® , 
Al

le
rg

ex
®  e

ye
 d

ro
ps

)

Te
tr

yz
ol

in
e 

(te
tr

ah
yd

ro
zo

lin
e 

hy
dr

oc
hl

or
id

e)
 (s

ee
 

de
co

ng
es

ta
nt

/a
nt

ih
is

ta
m

in
e 

co
m

bi
na

tio
n)

To
pi

ca
l a

nt
ih

is
ta

m
in

es
 

H
1 

re
ce

pt
or

 a
nt

ag
on

is
ts

 re
ve

rs
ib

ly
 

bi
nd

 to
 h

is
ta

m
in

e 
re

ce
pt

or
s o

n 
th

e 
co

nj
un

ct
iv

a 
an

d 
ey

el
id

s

Em
ed

as
tin

e 
(E

m
ad

in
e® ) 

Se
co

nd
 g

en
er

at
io

n 
to

pi
ca

l a
nt

ih
is

ta
m

in
es

 
(e

.g
. e

m
ed

as
tin

e,
 le

vo
ca

ba
st

in
e)

 h
av

e 
a 

lo
ng

er
 d

ur
at

io
n 

of
 a

ct
io

n 
co

m
pa

re
d 

to
 fi

rs
t-

ge
ne

ra
tio

n 
an

tih
is

ta
m

in
es

 (e
.g

. a
nt

az
ol

in
e)

 

Fo
r t

he
 re

lie
f o

f s
ig

ns
 a

nd
 

sy
m

pt
om

s a
ss

oc
ia

te
d 

w
ith

 th
e 

re
le

as
e 

of
 h

is
ta

m
in

e,
 su

ch
 a

s 
itc

hi
ng

, t
ea

rin
g 

an
d 

oe
de

m
a 

 

D
ry

ne
ss

 a
nd

 ir
rit

at
io

n

Le
vo

ca
rb

as
tin

e 
(L

iv
os

tin
 E

D
® ) 

An
ta

zo
lin

e 
(s

ee
 d

ec
on

ge
st

an
t/

an
tih

is
ta

m
in

e 
co

m
bi

na
tio

n)

D
ec

on
ge

st
an

t/
an

tih
is

ta
m

in
e 

co
m

bi
na

tio
ns

Re
fe

r t
o 

si
ng

le
 a

ge
nt

s
Te

tr
yz

ol
in

e/
an

ta
zo

lin
e 

co
m

bi
na

tio
n 

ey
e 

dr
op

s 
(S

pe
rs

al
le

rg
® , G

em
in

i® )

Va
so

co
ns

tr
ic

to
r/

an
tih

is
ta

m
in

e 
co

m
bi

na
tio

n 
us

ua
lly

 w
or

ks
 b

et
te

r c
om

pa
re

d 
to

 si
ng

le
-

ag
en

t t
op

ic
al

 p
ro

du
ct

s, 
fo

r e
xa

m
pl

e,
 

va
so

co
ns

tr
ic

to
rs

 o
r a

nt
ih

is
ta

m
in

es
 o

nl
y 

Su
ita

bl
e 

fo
r e

pi
so

di
c 

or
 sh

or
t-

te
rm

 
re

lie
f o

f s
ym

pt
om

s 
As

 fo
r s

in
gl

e 
ag

en
ts

U
se

 <
 2

 w
ee

ks
 to

 p
re

ve
nt

 re
bo

un
d 

co
nj

un
ct

iv
al

 h
yp

er
ae

m
ia

M
as

t c
el

l s
ta

bi
lis

er
s

In
hi

bi
t d

eg
ra

nu
la

tio
n 

of
 m

as
t c

el
ls,

 
th

er
eb

y 
re

du
ci

ng
 th

e 
re

le
as

e 
of

 
al

le
rg

ic
 m

ed
ia

to
rs

 fr
om

 m
as

t c
el

ls

So
di

um
 c

ro
m

og
ly

ca
te

 
(c

ro
m

ol
yn

 so
di

um
) (

St
op

-
Al

le
rg

® )

Ac
t b

ef
or

e 
th

e 
m

as
t c

el
l i

s d
eg

ra
nu

la
te

d.
 

As
 a

 re
su

lt,
 a

re
 n

ot
 e

ffe
ct

iv
e 

fo
r t

he
 

m
an

ag
em

en
t o

f e
xi

st
in

g 
ac

ut
e 

sy
m

pt
om

s 
on

ce
 in

fla
m

m
at

or
y 

m
ed

ia
to

rs
 h

av
e 

al
re

ad
y 

be
en

 re
le

as
ed

Effi
ca

cy
 is

 o
nl

y 
re

ac
he

d 
5–

14
 d

ay
s a

ft
er

 
tr

ea
tm

en
t h

as
 b

ee
n 

in
iti

at
ed

 

Pr
op

hy
la

ct
ic

 o
pt

io
n 

fo
r p

eo
pl

e 
w

ith
 S

AC
 w

ho
 c

an
no

t u
se

 o
th

er
 

to
pi

ca
l t

re
at

m
en

ts
Tr

ea
tm

en
t s

ho
ul

d 
be

 st
ar

te
d 

tw
o 

to
 fo

ur
 w

ee
ks

 b
ef

or
e 

th
e 

po
lle

n 
se

as
on

 st
ar

ts

Bu
rn

in
g 

an
d 

st
in

gi
ng

Lo
do

xa
m

id
e 

(A
lo

m
id

e® ) 

Co
rt

ic
os

te
ro

id
s

In
hi

bi
t p

ho
sp

ho
lip

as
e 

A 
an

d 
th

e 
sy

nt
he

si
s o

f l
ip

id
-d

er
iv

ed
 

m
ed

ia
to

rs
 (p

ro
st

ag
la

nd
in

 a
nd

 
le

uk
ot

rie
ne

) f
ro

m
 a

ra
ch

id
on

ic
 a

ci
d

“S
of

t”
 co

rt
ic

os
te

ro
id

s:

Lo
te

pr
ed

no
l (

Lo
te

m
ax

® ), 

Fl
uo

ro
m

et
ho

lo
ne

 (F
M

L 
Li

qu
ifi

lm
® )

“S
of

t” 
co

rt
ic

os
te

ro
id

s a
re

 d
es

ig
ne

d 
to

 
qu

ic
kl

y 
in

ac
tiv

at
e 

up
on

 p
en

et
ra

tio
n 

of
 th

e 
co

rn
ea

, w
hi

ch
 re

du
ce

s t
he

ir 
ris

k 
of

 in
cr

ea
si

ng
 

in
tr

ao
cu

la
r p

re
ss

ur
e

To
pi

ca
l “

so
ft

” c
or

tic
os

te
ro

id
s a

re
 

re
se

rv
ed

 fo
r s

ho
rt

-t
er

m
 (n

o 
lo

ng
er

 
th

an
 tw

o 
w

ee
ks

) t
re

at
m

en
t o

f 
se

ve
re

 o
r r

ef
ra

ct
or

y 
ca

se
s w

he
n 

an
tih

is
ta

m
in

es
 w

ith
 m

as
t-

ce
ll 

st
ab

ili
si

ng
 p

ro
pe

rt
ie

s h
av

e 
no

t 
pr

ov
id

ed
 a

de
qu

at
e 

sy
m

pt
om

 re
lie

f, 
or

 to
 c

on
tr

ol
 a

cu
te

 e
xa

ce
rb

at
io

ns
Tr

ea
tm

en
t n

ee
ds

 to
 b

e 
in

iti
at

ed
 

by
 a

n 
op

ht
ha

lm
ol

og
is

t a
nd

 c
ar

ef
ul

 
m

on
ito

rin
g 

is
 re

qu
ire

d

El
ev

at
ed

 in
tr

ao
cu

la
r p

re
ss

ur
e 

(IO
P)

, g
la

uc
om

a,
 c

at
ar

ac
t 

fo
rm

at
io

n,
 se

co
nd

ar
y 

in
fe

ct
io

ns
 

an
d 

de
la

ye
d 

w
ou

nd
 h

ea
lin

g

Ke
to

ne
-b

as
ed

 to
pi

ca
l s

te
ro

id
s:

D
ex

am
et

ha
so

ne
 p

ho
sp

ha
te

 
(0

,1
%

) (M
ax

id
ex

® , S
pe

rs
ad

ex
® ) 

Pr
ed

ni
so

lo
ne

 a
ce

ta
te

 1
%

(P
re

d 
Fo

rt
e® ) 

Po
te

nt
 k

et
on

e-
ba

se
d 

to
pi

ca
l s

te
ro

id
s c

ar
ry

 
a 

hi
gh

er
 ri

sk
 o

f o
cu

la
r s

id
e-

eff
ec

ts
 a

nd
 o

f 
in

cr
ea

si
ng

 IO
P



S Afr Pharm J 2025 Vol 92 No 520

REVIEW

Contact lens wearers

Contact lens wearers should refer to the prescribing information for guidance before 
using eye drops.12

Reducing systemic side-effects 

Absorption of topical agents into the circulation may lead to systemic side-effects.12 
Drugs may enter the circulation directly from the capillaries present in the conjunctiva, 
but to a greater extent from the nasal mucosa, which receives drainage from the eye’s 
tear ducts, or even from the stomach via the back of the throat after being swallowed.12 

The risk of systemic side-effects may be minimised by:

•	 Applying pressure on the lacrimal sac for 1–2 minutes after instilling the drop or

•	 Closing the eye after instilling the drop, this also increases the contact time with the 
cornea, leading to better absorption of the drug into ocular tissues.6,12  

Safety considerations listed in this article are not all-inclusive. Please refer to the 
relevant package insert for additional information regarding dosing, side-effects, 
special precautions, contraindications, and monitoring instructions. 

Conclusion

Despite its high prevalence, AC is often self-managed leading to suboptimal treatment, 
underdiagnosis, and potential complications. While not vision-threatening, SAC and 
PAC can substantially affect quality of life. Management involves allergen avoidance, 
non-pharmacological measures, lubricating eye drops as well as topical antihistamines 
and dual-action agents (first-line treatment option). 
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